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ABSTRACT 

 
In the 21st century drug and alcohol abuse presents one of the most serious 

problems worldwide. Of particular concern is the strong relationship between drug use 
and crime. While law enforcement strategies, including incarceration, have been 
revealed to contribute little to break the vicious cycle of drug use and crime, substance 
abuse treatment has been shown to represent an effective form of intervention. 
Substantial research on the effectiveness of drug treatment has demonstrated the 
importance of motivation in predicting treatment retention and success. However, 
substance users are frequently coerced into therapy by external sources, including the 
criminal justice system, therefore, typically exhibiting little motivation to enter and 
remain in treatment long enough to overcome their substance addiction. Although past 
research investigating the effects of treatment-entry coercion indicates positive 
treatment results, the vast majority of these studies are seriously impeded by extensive 
conceptual and methodological problems, questioning the postulated value of coercion 
in substance abuse treatment. Following the call for a shift in the methodological focus 
of future studies made by some researchers, the author of the present study tested three 
models that were based on well-established theories. The first model was based on Self 
Determination Theory (SDT), a motivational theory, while the second model was based 
on the Theory of Planned Behaviour (TPB), an expectancy-value theory. The third 
model consisted of a combination of the two theories, which was argued to provide a 
more complete and comprehensive model than each theory on its own. The testing of 
the models allowed the exploration of the dynamic interplay and relationships between a 
number of variables including perceptions of coercion, motivation, perceived autonomy 
support, and behavioural intentions in an effort to explain and predict retention and 
treatment outcomes amongst drug and alcohol abusers. The study was conducted in two 
phases. Phase 1 involved the development of a 29-item instrument called the Perceived 
Coercion Questionnaire, which was designed to assess participants’ perceptions of 
coercion to enter drug and alcohol treatment originating from six different sources.  

The scale was shown to be a valid and reliable measure of the coercion 
construct. Phase 2 involved the testing of the three models longitudinally by using a 
sample of 350 substance abusers from six therapeutic communities across Australia. 
Participants were asked to complete a battery of standardised measures within the first 
two weeks of treatment admission (Time 1), two months into treatment (Time 2), and at 
completion of the treatment program (Time 3). The models were tested cross-sectionally 
and longitudinally employing hierarchical multiple regression analysis. In addition, 
change scores were calculated to test whether changes in predictor variables would 
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predict outcomes and changes in outcomes cross-sectionally and longitudinally. 
Analyses of Time 1 and Time 2 cross-sectional data revealed that the SDT model, 
compared to the TPB and the combined model, provided a better and more 
parsimonious account of the factors that influence outcomes in therapeutic community 
treatment. Given the complexity of the study, it was decided to resume the analysis by 
focusing on the investigation of the SDT model alone. To highlight some of the most 
important findings, results demonstrated that motivation was a key factor in the 
treatment and rehabilitation of substance users. As anticipated, intrinsic motivation was 
consistently predictive of retention and more positive treatment outcomes, while 
external motivation and amotivation were associated with more negative outcomes. 
Results also revealed that clients who entered treatment as the result of a legal mandate 
experienced substantially higher levels of legal coercion compared to clients who 
entered treatment voluntarily. Legal coercion, in turn, was found to exert a negative 
impact on substance users’ motivation for treatment, thereby indirectly resulting in more 
negative treatment outcomes. In contrast, self coercion (i.e., feelings of pain and 
suffering) and health-related pressures seemed to facilitate the development of a more 
intrinsic motivational attitude towards treatment. Besides, perceptions of competence 
and control in relation to the therapeutic regime emerged as consistent and important 
predictors of motivation and treatment outcomes. Finally, findings suggested that 
treatment staff who employed more autonomous and non-coercive strategies that guided 
substance users through the change process directly influenced individuals’ treatment 
motivation and thereby facilitated more positive treatment outcomes.  In sum, findings 
provided support for the usefulness of the SDT model in predicting dropout as well as 
processes and outcomes in therapeutic community drug and alcohol treatment. 
Implications for residential substance abuse treatment were discussed, as well as the 
strengths and limitations of the study. The discussion concludes with implications for 
practice and suggestions for future research.  
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ABSTRACT 

 
In the 21st century drug and alcohol abuse presents one of the most serious 

problems worldwide. Of particular concern is the strong relationship between drug use 
and crime. While law enforcement strategies, including incarceration, have been 
revealed to contribute little to break the vicious cycle of drug use and crime, substance 
abuse treatment has been shown to represent an effective form of intervention. 
Substantial research on the effectiveness of drug treatment has demonstrated the 
importance of motivation in predicting treatment retention and success. However, 
substance users are frequently coerced into therapy by external sources, including the 
criminal justice system, therefore, typically exhibiting little motivation to enter and 
remain in treatment long enough to overcome their substance addiction. Although past 
research investigating the effects of treatment-entry coercion indicates positive 
treatment results, the vast majority of these studies are seriously impeded by extensive 
conceptual and methodological problems, questioning the postulated value of coercion 
in substance abuse treatment. Following the call for a shift in the methodological focus 
of future studies made by some researchers, the author of the present study tested three 
models that were based on well-established theories. The first model was based on Self 
Determination Theory (SDT), a motivational theory, while the second model was based 
on the Theory of Planned Behaviour (TPB), an expectancy-value theory. The third 
model consisted of a combination of the two theories, which was argued to provide a 
more complete and comprehensive model than each theory on its own. The testing of 
the models allowed the exploration of the dynamic interplay and relationships between a 
number of variables including perceptions of coercion, motivation, perceived autonomy 
support, and behavioural intentions in an effort to explain and predict retention and 
treatment outcomes amongst drug and alcohol abusers. The study was conducted in two 
phases. Phase 1 involved the development of a 29-item instrument called the Perceived 
Coercion Questionnaire, which was designed to assess participants’ perceptions of 
coercion to enter drug and alcohol treatment originating from six different sources.  

The scale was shown to be a valid and reliable measure of the coercion 
construct. Phase 2 involved the testing of the three models longitudinally by using a 
sample of 350 substance abusers from six therapeutic communities across Australia. 
Participants were asked to complete a battery of standardised measures within the first 
two weeks of treatment admission (Time 1), two months into treatment (Time 2), and at 
completion of the treatment program (Time 3). The models were tested cross-sectionally 
and longitudinally employing hierarchical multiple regression analysis. In addition, 
change scores were calculated to test whether changes in predictor variables would 
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predict outcomes and changes in outcomes cross-sectionally and longitudinally. 
Analyses of Time 1 and Time 2 cross-sectional data revealed that the SDT model, 
compared to the TPB and the combined model, provided a better and more 
parsimonious account of the factors that influence outcomes in therapeutic community 
treatment. Given the complexity of the study, it was decided to resume the analysis by 
focusing on the investigation of the SDT model alone. To highlight some of the most 
important findings, results demonstrated that motivation was a key factor in the 
treatment and rehabilitation of substance users. As anticipated, intrinsic motivation was 
consistently predictive of retention and more positive treatment outcomes, while 
external motivation and amotivation were associated with more negative outcomes. 
Results also revealed that clients who entered treatment as the result of a legal mandate 
experienced substantially higher levels of legal coercion compared to clients who 
entered treatment voluntarily. Legal coercion, in turn, was found to exert a negative 
impact on substance users’ motivation for treatment, thereby indirectly resulting in more 
negative treatment outcomes. In contrast, self coercion (i.e., feelings of pain and 
suffering) and health-related pressures seemed to facilitate the development of a more 
intrinsic motivational attitude towards treatment. Besides, perceptions of competence 
and control in relation to the therapeutic regime emerged as consistent and important 
predictors of motivation and treatment outcomes. Finally, findings suggested that 
treatment staff who employed more autonomous and non-coercive strategies that guided 
substance users through the change process directly influenced individuals’ treatment 
motivation and thereby facilitated more positive treatment outcomes.  In sum, findings 
provided support for the usefulness of the SDT model in predicting dropout as well as 
processes and outcomes in therapeutic community drug and alcohol treatment. 
Implications for residential substance abuse treatment were discussed, as well as the 
strengths and limitations of the study. The discussion concludes with implications for 
practice and suggestions for future research.  
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 Substance Abuse Treatment 1

 

CHAPTER 1:  
INTRODUCTION 

1.1 Overview 

Based on two well-established theories, that is, Self-Determination Theory and the 

Theory of Planned Behaviour, the main aim of the present study was to explore the role and 

effects of coercive, social, motivational, and cognitive factors on treatment engagement, 

retention and treatment outcomes within a residential drug and alcohol treatment setting. 

The introduction begins with an overview of the prevalence of drug and alcohol abuse in 

Australia and America and highlights the substantial costs and problems associated with 

substance abuse. In light of growing recognition that law enforcement strategies (e.g., 

incarceration) have by and large been ineffective in dealing with the ever-growing 

substance abuse problem and related crime, the usefulness of therapeutic interventions is 

highlighted in producing lasting behavioural and psychological changes. Given that a 

substantial number of substance users enter treatment as the result of a legal mandate, 

methodological and conceptual problems of past research into the effectiveness of 

mandated treatment are discussed, leading to the introduction of Self-Determination Theory 

and the Theory of Planned Behaviour, and finally a detailed description of the goals and 

hypotheses of this study. 

In the 21st century drug and alcohol abuse presents one of the most serious problems 

worldwide that affects people from all social strata and walks of life (Catford, 2001; 

Oltmanns & Emery, 1999). Despite large-scale efforts to combat the problem, the number 

of substance abusers has been increasing wordwide, highlighting the fact that drug and 

alcohol abuse poses a complex problem with many questions left to be answered. In 

support of this statement, the 2001 National Household Survey on Drugs revealed that 15.9 

million Americans aged 12 years or older used an illicit drug in the month prior to the 

survey interview. Similarly, the Australian 2001 National Drug Strategy Household Survey 

showed that approximately two in every five Australians had used illicit drugs at some time 

during their lives and that one in six had used illicit substances within the past year 

(Commonwealth Department of Health and Ageing, 2001). Earlier data show that in 1998, 

39% of Australians aged 14 years or older had used cannabis (Adhikari & Summerill, 

2000). In 1997, 74,000 Australians were dependent on heroin (Hall, Ross, Lynskey, Law, & 

 



 Substance Abuse Treatment 2

Degenhardt, 2000), and in 1998, 737 drug users died as a result of an opioid overdose, with 

an estimated 12,000 to 21,000 non-fatal overdoses in Australia annually (Warner-Smith, 

Lynskey, Darke, & Hall, 2001).  

The costs associated with substance abuse are astronomical. In Australia, direct and 

indirect costs resulting from drug and alcohol abuse amounted to a total of A$14 billion in 

1988 (Collins, 1991), and a staggering A$19 billion by 1992 (Collins, 1996), including 

substance abuse related health care expenditures, drug-related crime costs, and loss of 

productivity. In the United States, expenditures related to substance abuse are 

approximately USA$160 billion each year (Oltmanns & Emery, 1999). Besides the 

monetary costs, drug and alcohol abuse has an impact on many aspects of society, including 

family and community functioning, health and human suffering.  

The Diagnostic Statistical Manual IV (DSM-IV) distinguishes between two types of 

substance use disorders, first, substance dependence, and second, substance abuse. 

Substance dependence, the more severe of the two forms, refers to “a pattern of repeated 

self-administration that often results in tolerance, the need for increased amounts of the 

drug to achieve intoxication; withdrawal, unpleasant physical and psychological effects that 

the person experiences when he or she tries to stop taking the drug, or compulsive drug-

taking behaviour” (Oltmanns & Emery, 1999, p. 386-387). 

In contrast, substance abuse describes “a more broadly conceived, less severe 

pattern of drug use that is defined in terms of interference with the person’s ability to fulfil 

major role obligations at work or at home, the recurrent use of a drug in dangerous 

situations, or the experience of repeated legal difficulties that are associated with drug use” 

(Oltmanns & Emery, 1999, p. 386-387). As both forms of substance use disorder represent 

potentially life threatening and debilitating conditions, the two terms are used 

interchangeably throughout this thesis.  

Over the past two decades there has been an extraordinary growth in public 

awareness of the significance of drug and alcohol problems. Factors that have contributed 

to this increase in public awareness include an increase in the use of illegal substances by 

individuals from all socio-economic backgrounds, an increase in substance-related 

occupational and industrial accidents, and the identification of a clear relationship between 

substance abusing behaviour and the risk of contracting HIV and hepatitis (Hall, 1997; 

Rotgers, 1992). Of particular concern is the well-documented association between 

substance use and crime, with the frequency and severity of criminal behaviour found to 
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rise and fall with the level of drug and alcohol use (Anglin, Longshore, & Turner, 1999; 

Anglin & Speckart, 1986; Chaiken & Chaiken, 1990; Ball, Rosen, Flueck, & Nurco, 1982; 

VanderWaal, McBride, & Terry-McElrath, 2001; Vito, 1989), thereby threatening the 

wellbeing, safety and functioning of the individual, their families and communities as a 

whole (Kadish, Glaser, Calhoun, & Riser, 1999). Existing data suggest that up to 80 percent 

of all arrestees test positive for at least one illegal substance at the time of their arrest 

(Kouri et al., 1997; Prendergast & Maugh, 1995). Both the American and the Australian 

governments responded to this crisis by being “tough on drugs”, promoting a spirit of “zero 

tolerance” for the use of illicit drugs and providing funds for the enforcement of illicit drug 

laws through the criminal justice system (Australian National Council on Drugs, 2002; 

Inciardi, McBride, & Rivers, 1996; Sechrest & Shicor, 2001). Contrary to expectations, in 

both countries these policies resulted in nothing but a rapid growth of the prison population 

and an overload of substance abuse cases in federal and state courts (Australian National 

Council on Drugs, 2002; Beck, 2000; Carcach & Chrisholm, 2000; Lind et al., 2002; 

Makkai, 1998; United States General Accountancy Office, 1997). 

While traditional criminal justice approaches such as incarceration may temporarily 

stop offending, imprisonment does not appear to be an effective means of curtailing 

substance abuse (Trace, 1990; Turnball, Stimson, & Stillwell, 1994). Contemporary 

research has recognised that incarceration for substance-related offences does not 

necessarily result in reduced crime rates, nor does it appear to deter individuals from 

substance use and committing drug-related offences (Andrews, Zinger, Hoge, Bonta, 

Gendreau, & Cullen, 1990; Hall, 1997). In fact, the reverse seems to be true. Evidence 

suggests that the majority of substance users resume their substance use and criminal 

activities after release into the community (Bureau of Justice Statistics, 1994; Cornish et al., 

1997; Falco, 1992), with some research showing that incarceration may even increase the 

possibility of repeat offending (Brand, 1993; Leroy, 1991). It is also important to 

understand that incarceration does not stop offenders from substance abuse, with mounting 

evidence revealing that substance abuse continues in prison, as drugs are widely employed 

and accepted as a normal part of the correctional system (Cope, 2000; Dolan, 1997; 

Turnbull et al., 1994). For example, in Australia almost 50% of the male and 70% of the 

female prison population have been revealed to use drugs (Gaughwin, Douglas, & Wodak, 

1991; Miner & Gorta, 1986). Due to the limited access to injecting equipment in prison, the 

problem may escalate even further by increasing the risk of contracting HIV and/or 
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hepatitis for intravenous drug users (Lenton, 2003; Seal, 2005). Thus, incarceration merely 

serves to maintain and in some cases even exacerbates individuals’ substance problems by 

placing them into a socially isolated sub-culture where substance abuse is the norm.  

Interestingly, research suggests that a large number of people who are convicted for 

minor drug and alcohol offences (e.g., possession of a drug or drink driving) have no prior 

criminal record and are basically law-abiding citizens. Rather, they have a substance 

problem that contributes to their involvement in criminal acts (Lenton, Ferrante, & Loh, 

1996), that is, they become engaged in criminal activity to finance their drug habit or as a 

consequence of intoxication (Kevin, 1997; Makkai, 1999; Rigg & Indermauer, 1996). 

Over the last few years, there has been a growing recognition that law enforcement 

strategies (e.g., incarceration) by themselves do little to break the vicious cycle of drug use 

and crime, encouraging experts to find other ways to deal with the ever-growing substance 

abuse problem. However, despite enormous efforts by researchers, clinicians, program 

administrators, and governments to break the drug and crime cycle, scientific research has 

shown that up to now, few interventions have improved the problem (VanderWaal et al., 

2001). Recently, the Australian government has adopted a national drug policy of harm 

minimisation that is to be achieved through supply reduction, demand reduction, and harm 

reduction strategies (Ali et al., 1998). This approach provides an alternative to incarceration 

by employing therapeutic interventions aimed at reducing alcohol/drug consumption and 

the problems associated with substance abuse.  

1.2 Substance Abuse Treatment 

In contrast to incarceration, scientific evidence indicates that regardless of modality, 

treatment reduces substance abuse and related crime by producing behavioural and 

psychological changes  (Gendreau, 1996; Harwood, Hubbard, Collins, & Rachal, 1988; 

Inciardi, Surratt, Martin, & Hooper, 2002; Knight, Simpson, Chatham, & Camacho, 1997; 

Kosten, 2002; Leukefeld & Tims, 1988; Pearson & Lipton, 1999; Prendergast, Podus, 

Chang, & Urada, 2002; Wexler, De Leon, Thomas, Kressel, & Peters, 1999). Numerous 

studies have shown that individuals who complete drug treatment programs have better 

outcomes compared to non-completers and untreated control groups, as indicated by 

significant reductions in recidivism and relapse rates (Andrews et al., 1990; Field, 1989; 

Knight & Hiller, 1997; Lipton, 1995; Prendergast, Anglin, & Wellisch, 1995; Simpson, Joe, 

Fletcher, Hubbard, & Anglin, 1999; Wexler, Falkin, & Lipton, 1990). According to Falco 



 Substance Abuse Treatment 5

(1992), without treatment, nine out of ten drug-using offenders will re-offend and return to 

drug use after leaving prison, with the majority re-arrested within three years. Treatment 

has also been found to reduce behaviours such as unprotected sex, sex with multiple 

partners, and intravenous drug use (Metzger et al., 1993). Moreover, the economic benefits 

of treatment have been shown to be impressive, revealing annual benefits of up to $68,800 

for each successful treatment graduate as a result of crime savings, and reduced costs in 

relations to arrest, prosecution, incarceration, health care, and unemployment (Belenko & 

Peugh, 1998). Similarly, a survey conducted in California in 1992 revealed an eighteen-

month saving from treatment of US$1.5 billion, with the largest savings resulting from a 

reduction in crime, followed by a substantial reduction in health care costs (California 

Department of Drug and Alcohol Program, 1994). Although treatment on its own cannot 

eradicate the present substance abuse crisis, it makes a significant contribution by 

producing benefits to the individual and the community as a whole in terms of reduced 

crime, fewer demands on health services, and criminal justice resources (Redondo, 

Sanchez-Meca, & Garrido, 1999). However, the treatment of substance users is challenging 

and complex due to the multiplicity, severity, and chronicity of the problems they 

experience.  

1.2.1 Treatment Modalities 

At present, there are four major drug and alcohol treatment modalities: 

detoxification, methadone maintenance, drug-free outpatient treatment, and drug-free 

residential therapeutic communities.  

1.2.1.1 Detoxification.  

Detoxification, which is a part of many treatment modalities, can be seen as a 

transitional stage in which clients normalise physiologically while withdrawing from the 

chemical substance. There is doubt about whether detoxification in isolation can be viewed 

as a form of treatment, with many experts viewing detoxification as a prerequisite for 

treatment and not as a form of treatment in its own right (Doweiko, 1996). In support of 

this argument, research has shown that detoxification in isolation is not effective in 

reducing and preventing drug use and crime (Resnick, 1983; Simpson & Sells, 1990).  

 



 Substance Abuse Treatment 6

1.2.1.2 Methadone Maintenance.  

Methadone Maintenance (MM), a narcotic substitution therapy, is a widely used 

treatment modality for opioid dependence, in particular, heroin addiction (Gossop, Stewart, 

Browne, & Marsden, 2003). It is a controversial treatment method, with some experts 

questioning the therapeutic value of substituting a legally prescribed narcotic for an illicit 

one. The rationale of this approach is that substance abusers will do better under the 

controlled administration of methadone than if they were left on their own (Ball & Corty, 

1988). The goal of MM is to “habilitate and rehabilitate patients with opiate problems to a 

basic level of social, work, and health capabilities and to help them become productive, 

independent members of society” (Rettig & Yarmolinsky, 1995, p. 7). Research has 

revealed that methadone treatment is associated with reduced drug use and criminal 

involvement, reduced mortality, improved employment status, and effective in reducing 

HIV-related risk behaviours and improving individual functioning (Ball & Ross, 1991; 

Corsi, Kwiatkowski, & Booth, 2002; Farrell et al., 1994; Gossop et al., 2003; Hubbard et 

al., 1989; Rettig & Yarmolinsky, 1995; Weinrich & Stewart, 2000; Wilson, Watson, & 

Ralston, 1994). Moreover, evidence suggests improvements in risk behaviours (e.g., 

injecting and sharing needles) and in physical and psychological health (Gossop, Marsden, 

Stewart, & Treacy, 2002; Sorensen & Copeland, 2000).  For MM to be effective, 

methadone dosing needs to be strictly supervised, with doses in the range of 60 to 120mg 

per day found to be more effective than lower doses (Rettig & Yarmolinsky, 1995). 

Although there is evidence supporting the effectiveness of MM, many relapse to their prior 

drug use pattern once they leave the MM program (Ball & Ross, 1991). Thus, to be of any 

therapeutic value, experts argue that MM must be combined with additional services, such 

as psychotherapy in residential or outclient settings, family counselling and vocational 

training (McLellan, Arndt, & Metzger, 1993). In support of this argument, a randomised 

controlled trial by McLellan et al. (1993) revealed that minimum MM treatment (i.e., 

methadone with emergency counselling and referral only) was associated with a higher rate 

of positive urine samples compared to MM treatment plus counselling (i.e., regular 

counselling using contingency management), with individuals in the enhanced MM 

condition (i.e., regular counselling, social work, and family and employment counselling) 

found to have the lowest rates of positive urines. Similarly, a review by Mattick, Ward, and 

Hall (1998) concluded that psychosocial therapy adds to the effectiveness of MM 

treatment.  
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1.2.1.3 Outclient Treatment.  

Treatment options in outpatient settings are highly diverse and can range from a 

number of individual or group counselling sessions over a short period of time to intensive 

out-client programs that require substance abusers to attend daily sessions over a few 

months (Satel, 1999). Cognitive-behavioural programs and twelve-step groups are the two 

most widely used models of outpatient treatment (Ouimette, Finney, & Moos, 1997). 

Cognitive-behavioural programs employ a variety of approaches. Therapy often focuses on 

teaching individuals to identify, avoid and handle triggers for drug use, and use behaviour 

modification techniques (Ghodse, 2002). In contrast to the 12-step approach, cognitive-

behavioural programs permit goals ranging from controlled drinking to total abstinence. In 

some out-client programs, clients also receive pharmacological treatment in order to 

ameliorate acute withdrawal symptoms, control drug cravings, or to treat psychiatric 

comorbidities such as depression, mood disorders or schizophrenia (Gerstein, 1999). 

Depending on the resources and links of the treatment provider, organisations may provide 

their clients with formal education, vocational training, health care (e.g., blood tests), 

housing, and other social services (Gerstein, 1999). Individuals who undertake outclient 

treatment tend to abuse drugs rather than be dependent. Compared to clients in residential 

treatment or MM, they are less likely to be involved in the criminal justice system. 

Although retention has been related to more positive treatment outcomes (e.g., reduced 

drug use and employment) among clients undergoing outpatient treatment (Hubbard et al., 

1989), results from other studies have failed to provide evidence that supports this 

relationship (Simpson, Joe, & Brown, 1997a). The heterogeneity of the out-client 

population, the high diversity of out-client treatment programs, and the services provided 

within these programs may account for these differences (Etheridge, Hubard, Anderson, 

Craddock, & Flynn, 1997; Simpson et al., 1997a). Other factors include staff and program 

quality (Gerstein, 1999).   

A positive aspect of out-patient treatment is that clients do not have to be removed 

from their own environment, and that individuals do not have to endure the sometimes 

difficult and challenging process of re-integration into society. On the other side, out-

patient programs have less control over their clients’ environment, and are therefore less 

effective for individuals living in highly unstable environments or those who require 

substantial support (Doweiko, 1996). 
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1.2.1.4 Therapeutic Communities.  

One of the key rehabilitative approaches to substance abuse treatment in Australia 

and worldwide is the therapeutic community (TC). The TC is a sophisticated treatment 

modality with a unique psychosocial approach that aims to integrate the client as a drug-

free and productive individual into society (De Leon, 1999). Although there is a large 

variety of programs operating under the therapeutic community classification, they tend to 

share a similar structure, purpose, and view of rehabilitation that differentiates the TC from 

other treatment modalities. First, the TC program incorporates a large range of 

interventions and services (e.g., individual and group therapy, vocational counselling, 

family therapy, medical and educational services) in an effort to treat the person in a 

holistic fashion (De Leon, 1999). Second, a unique aspect of the TC involves the 

“community as a method”, which refers to the use of a peer community that consists of 

staff and TC clients in recovery. A TC resembles a miniature society where each person is 

everyone else’s mirror that allows individuals to view themselves from different 

perspectives and in different roles besides their identity as a substance user (Woodham, 

2001). Within the safe environment of the community, individuals interact in structured and 

unstructured ways, with all TC activities designed to produce social and psychological 

change. Thus, the TC structure provides a framework that gives substance abusers the 

opportunity to explore the issues that are at the core of their addiction and to acquire new 

coping skills that allow individuals to deal with their problems in a constructive fashion 

(Goodman & Nolan, 2001). Third, a final distinguishing feature of the TC involves its 

unique view of the substance disorder, the client, the recovery process, and right living, 

which shapes its organisational structure, staffing, and treatment process.  

View of the Disorder 

The TC approach views substance abuse as a disorder of the whole person and a 

symptom of an underlying disturbance resulting from traumatic and painful experiences 

and problems within the individual (Rosenthal, 1984).  

View of the Person 

Clients are distinguished in terms of the extent of their psychological dysfunction 

and social deficits rather than their drug use patterns. While all TC clients are subjected to 

the same rules and treatment regime, treatment plans are designed to address specific 

individual needs (De Leon, 1999).  
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View of Recovery 

The goal of rehabilitation involves an enduring drug-free lifestyle and a change in 

individuals’ identity that is achieved by obtaining insight and by changing negative patterns 

of behaviour, cognitions, and feelings (De Leon, 1999). The two main vehicles of change 

are the encounter group and the social structure of the TC. The encounter group is a peer-

led group that provides feedback from the community to the individual and creates social 

pressure on residents to change by directly confronting individuals about their negative 

attitudes and behaviours. The social structure of the TC allows substance abusers to learn 

experientially through their interactions with other members of the community (Woodham, 

2001). Peers and staff act as role models by demonstrating behaviours that reflect the 

values and teaching of the community and confronts those who fail to conform to the rules 

of the TC.  

In this context, other fundamental TC principles need to be highlighted. These are 

“self-help” and “mutual self-help”.  Self-help refers to the idea that clients are the main 

contributors to the change process. Residents are encouraged to “act as if”, that is, to 

behave as the person they should be in contrast to the person they have been. Mutual self-

help means that TC clients also assume partial responsibility for the recovery of their peers 

by modelling appropriate behaviour and by confronting those who exhibit negative 

attitudes and behaviours (De Leon, 1999).  

View of Right Living 

TC philosophy promotes a view of healthy, personal, and social living, which is 

reinforced through rules and guidelines of moral behaviour and values. Clients learn to 

distinguish right from wrong behaviour for which they are appropriately rewarded or 

sanctioned (De Leon, 1999).  

The TC approach views rehabilitation as a developmental process typically 

involving three major stages of learning (adapted from NIDA, 2002 and De Leon, 1999). 

Stage 1 (Introduction and Early Treatment) 

Stage 1 spans the first 30 days of treatment where individuals learn about TC rules, 

policies, and procedures. They get to know and establish trust with staff and other residents 

and with their help commit to the recovery process, undertake a self-assessment, and learn 

about the nature of addiction. Successful passage through the initial stage is reflected by the 

fact that individuals have remained in treatment.   
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Stage 2 (Primary Treatment) 

In this phase, which can take up to 12 months, clients undertake a regime of 

meetings, groups, job assignments, and counselling sessions that aim to change attitudes, 

perceptions, and behaviours related to their substance addiction. Interventions are also 

designed to address the social, psychological, vocational, physical and spiritual needs of the 

individual.  

Stage 3 (Re-entry) 

Re-entry is a stage where the client is prepared for the separation from the 

community and the re-entry into society. In the early re-entry phase, individuals continue to 

live in the TC while progressively engaging in more individual decisions and a lifestyle 

separate from the community. Post-residential aftercare typically involves individual and 

family counselling, participation in outclient groups, and vocational and educational 

guidance.  

Suitability Criteria for TC Treatment 

Substance abusers who enter TC treatment are overwhelmingly male (70-75%; De 

Leon, 1999), and typically have a history of multiple drug use, poor and maladaptive social 

functioning, eroded community and family ties, and a lack of educational and vocational 

skills. They present with problems including homelessness, psychiatric comorbidity, 

criminal involvement, HIV, hepatitis and sexually transmitted diseases (Tims, Jainchill, & 

De Leon, 1994). They are frequently unemployed, with 40 to 60 percent reporting drug 

treatment histories (De Leon, 1999). Compared to other forms of drug and alcohol 

treatment, the TC offers the most comprehensive response to substance abusers’ social, 

educational and economic deficits and their maladaptive behaviour patterns (Rosenthal, 

1984). Therefore, individuals who are most suitable for TC treatment are those who have a 

diagnosis of substance dependence or abuse, and whose drug use adversely impacts on their 

social, interpersonal, family, vocational and educational functioning. However, TC 

treatment is not appropriate for all substance users. For example, individuals who suffer 

from severe psychological disturbances (e.g., suicidal depression, hallucination, 

incoherence and loose association) are considered unsuitable for TC treatment. The TC 

regime may not only exacerbate their condition but the presence of severely disturbed 

individuals can have adverse effects on the treatment environment and the recovery of other 

clients (Rosenthal, 1984). Other exclusion criteria include a history of violence, sexual 

abuse and arson due to the risk and disruption these risk factors pose to the community (De 
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Leon, 1999). TC treatment is also less suitable for clients with minor drug problems and 

those who enjoy a strong support network (Rosenthal, 1984).   

The TC approach has undergone a significant evolution over the past four decades 

since the establishment of the first TC, known as Synanon, in the United States, which 

involved a very strict and highly demanding treatment regime of up to three years in 

duration (Condelli, 1994; De Leon, 1990-1991). In recent years, increasing client diversity, 

clinical requirements and funding issues have resulted in the development of TCs with 

shorter treatment duration, typically ranging between three and 12 months (De Leon, 1997). 

Critique of the TC Approach 

While the TC modality has been advocated to offer the greatest potential for 

positive change and rehabilitation among severe and chronic substance users, some experts 

have criticised this approach as promoting an austere environment that employs ego 

stripping methods and harsh confrontation (Lewis, Dana, & Blevins, 1988). Ironically, 

others have considered these characteristics as the most therapeutic aspects of TC treatment 

(De Leon, 1995a; Yablonsky, 1989). Another source of criticism involves the use of 

recovered substance abusers as co-therapists who have no formal training. In response, 

Yablonsky has pointed out that former substance users are not easily conned by TC 

residents. They quickly see through the rationalisations that they once used themselves. The 

result is a form of communication that has more therapeutic power than that achieved in 

more traditional therapy” (p.12). Another enduring source of debate involves the cost-

benefit value of the TC. As the TC is an expensive form of treatment, funding bodies have 

looked unfavourably upon this treatment approach (Sartor, 1989). According to the 

Australian Therapeutic Communities Association (1995), the costs of TC treatment amount 

to $8,000 per person in comparison to $1,000 for a 6-month outclient program (Doweiko, 

1996).  

The TC approach, which is one of the major treatment modalities for addiction 

problems, has had considerable success as a means of treating and rehabilitating chronic 

substance abusers (De Leon, 1995a, 1995b). A substantial evaluation literature documents 

the effectiveness of this approach in the treatment of substance-dependent adolescents and 

adults in Australia, America and Europe (Broekaert, Raes, Kaplan, & Coletti, 1999; 

Condelli & Hubbard, 1994; De Leon, 1984; Kooyman, 1993; Tims et al., 1994; Wexler et 

al., 1990; Wexler, 1995). Due to its intensive nature, 24-hour support system, and focus on 

changing the whole person, the TC has been said to offer the greatest potential for positive 
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change (Klar, 1987; Lloyd & O’Callaghan, 1999). TCs have been extensively used to serve 

individuals referred from the criminal justice system (De Leon, 1988). Individuals whose 

drug use continually interferes with their ability to sustain intimate relationships and/or 

meet work/educational requirements are also said to be highly suitable for TC treatment. 

Moreover, underdeveloped psychosocial skills and social functioning, antisocial behaviour, 

and problematic family relationships, which are common issues of substance abusers, are 

also indicators for suitability of TC treatment (De Leon, 1988). Improved outcomes in TCs 

have been associated with longer client retention, with program graduates revealed to 

sustain improvements in the areas of employment, drug use and crime. Unfortunately, up to 

now, most research concerning the effectiveness of TCs in the treatment of substance abuse 

has been conducted in America, with little research investigating the effectiveness of 

Australian TCs (Roche, 1999). 

1.2.2 Diversion Programs 

Acknowledging that incarceration per se cannot break the drug and crime cycle, and 

compelled to respond to overcrowded prisons, increasing prison costs and high rates of 

recidivism, diversionary programs have been implemented in many countries, including 

Australia and America, to combat the drug and crime cycle (Gottfredson & Exum, 2002; 

Spooner, Hall, & Mattick, 2001). Diversion programs aim to prevent offenders from 

entering the criminal justice system by involving them in a graduated series of treatment 

interventions that match the seriousness and circumstances of the offence, and the personal 

circumstances of the offender (Spooner et al., 2001). Diversion into drug and alcohol 

treatment can occur at a number of points during the criminal justice process. It can take 

place before the offender is charged or after arrest, but before sentencing, to assist in 

determining the penalty imposed. It can also occur after conviction. If the defendant fails to 

comply with the conditions of release, the individual can be detained until trial. In contrast, 

successful completion of the treatment regime may reduce or eliminate the sentence or 

conviction. Finally, diversion can be part of the sentence where the offender spends some 

time in prison and the rest in treatment (Goldsmith & Latessa, 2001; Heale & Lang, 2001; 

Spooner et al., 2001). Diversionary programs include alternative strategies such as Drug 

Courts (DCs).  
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1.2.2.1 Drug Courts 

A Drug Court (DC) can be defined as a special court given the responsibility to 

handle cases involving drug dependent offenders through an extensive supervision and 

treatment program (United States General Accounting Office, 1997). They are based on the 

premise that arrest and court involvement provide an excellent opportunity to involve 

offenders in substance abuse treatment, thereby facilitating early identification and helping 

non-violent offenders to break the cycle of addiction and crime (Bavon, 2001; Burdon, 

Roll, Prendergast, & Rawson, 2001). DC programs use legal coercion, applied via threat of 

incarceration, in order to motivate clients to enter, remain and succeed in the program. In 

DC programs, the criminal justice system works in collaboration with treatment facilities 

under the assumption that substance abuse is a chronic, progressive and relapsing illness 

that can be successfully treated (Center for Substance Abuse Treatment, 1996; Rempel & 

DeStefano, 2001). Although DCs may differ in terms of structure, scope and target 

populations, they share three common goals: “(1) to reduce recidivism, (2) to reduce 

substance abuse, and (3) to enhance the likelihood of participants’ rehabilitation” (Cooper, 

1997; p. 16). In order to be eligible for the program, participants must suffer from substance 

abuse or substance dependence and be charged with drug possession and/or a non-violent 

offence. While some DCs accept offenders with prior convictions, others do not (United 

States General Accounting Office, 1997).  

There is a general consensus from evaluations that DCs are effective in reducing 

drug use and crime (Belenko, 1998; Peters & Murrin, 2000). However, overall evaluation 

studies have yielded a mixed and inconclusive pattern of findings, resulting from a number 

of conceptual and methodological problems, including the following: DC evaluations (1) 

vary greatly with respect to eligibility requirements for participants, length and nature of 

the treatment provided, frequency of drug testing and court appearances, (2) vary in their 

scope and the methodologies used, and (3) suffer from the use of inappropriate comparison 

and control groups (Bavon, 2001; Belenko, 1998; Burdon et al., 2001; United States 

General Accounting Office, 1997).  

DCs, like all diversion programs, are a form of coerced treatment. However, DC 

programs differ in a unique way from other types of coerced treatment in that clients are 

subjected to intense supervision by a team of people (including the offender’s legal 

representative, the prosecution, probation and treatment services), which is headed by the 

sentencing judge. In this context, it is important to distinguish between compulsory and 
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coerced treatment. Compulsory treatment refers to treatment where the individual is forced 

to enter treatment primarily as a result of a legal order, that is, either a civil commitment or 

an order disposing of a criminal case. In contrast, coerced treatment refers to substance 

abusers being given the choice between entering treatment for their drug/alcohol problem 

or facing legal sanction, such as imprisonment. 

1.2.3 The Effectiveness of Legal Coercion in Drug and Alcohol Treatment 

Coerced treatment is not a new phenomenon, but has been employed by the 

American legal system over the past six decades (Brecht, Anglin, & Wang, 1993; 

Leukefeld & Tims, 1988; Platt, Buhringer, Kaplan, Brown, & Taube, 1988) and the 

Australian legal system for more than 20 years (Carney, 1987; Schlosser & Bush, 1983) to 

pressure substance users into treatment. The use of legal coercion, in an effort to ensure that 

individuals with substance abuse problems receive treatment, has been one of the most 

fiercely debated issues in the addiction field (Wild, Newton-Taylor, & Alletto, 1998). 

Critics of treatment coercion argue that forced treatment must not supplant basic civil rights 

(e.g., Bersoff, 1992), and that autonomy should be safeguarded, as the perception of free 

will itself presents psychological benefits and positive therapeutic effects (Anderer, 1992; 

Wexler, 1993). Others argue against coerced treatment maintaining that treatment can be 

effective only if the person is motivated and willing to change (Miller, 1989), and that 

substance users have to “hit rock-bottom” before they are able to acknowledge the benefits 

of treatment (Farabee, Prendergast, & Anglin, 1998). In contrast, some clinicians reason 

that few chronic substance users will enter and remain in treatment unless coerced and that 

professionals should have the authority to exercise discretionary power over citizens. Still 

others highlight the parens patriae (parental surrogate) duty of governments to intervene on 

behalf of impaired citizens, presuming that the individual, once recovered, will be grateful 

for the intervention (Marlowe et al., 1996). According to Wild (1999), “compulsory 

treatment should be supported to the extent that it demonstrates positive effects on client 

outcomes in methodologically rigorous research” (p. 91). Numerous studies have concluded 

that legal pressure represents a strong and effective external motivator in terms of treatment 

entry, retention and treatment outcomes (Berkowitz, Brindis, Clayson, & Peterson, 1996; 

Brecht et al., 1993; Collins & Allison, 1983; Peters, Hass, & Hunt, 2001; Pompi & Resnick, 

1987; Watson, Brown, Tilleskjor, Jacobs, & Pucel, 1988). However, an increasing number 

of researchers has started to question the value of coercion after examining the research 
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base, revealing a mixed and inconclusive pattern of results and drawing attention to the fact 

that empirical evaluations of the nature and efficacy of coerced treatment have been 

seriously impeded by a number of factors.  

First, it needs to be highlighted that a large proportion of the research base on the 

topic of coerced versus voluntary treatment for substance abusers is non-empirical in 

nature. A review of 850 papers on the topic revealed that 688 (81%) of the articles were 

non-empirical, including opinion pieces, legal interpretations and ethical treaties (Wild, 

1999).  

Second, one of the most serious concerns involves the assumption made by most 

researchers that coercion can be directly inferred from the referral source (i.e., a legal 

mandate from the criminal justice system) (Wild et al., 1998; Wild, 1999). In other words, 

coercion into substance abuse treatment is commonly equated with a legal mandate, 

viewing clients who are referred to treatment by the criminal justice system as “coerced” 

and entering treatment against their will, while the remaining individuals are seen as 

“voluntary” clients. Distinguishing clients in such an over-simplistic manner ignores the 

complexity of the coercion construct (Young, 2002), and has significantly impeded the 

accurate measurement of the effects of coercion into treatment on treatment process and 

outcome variables. In support of this argument, the majority of researchers up to now have 

failed to consider that individuals with substance abuse problems are typically subjected to 

a broad array of pressures to enter treatment that are not necessarily of a legal nature, 

including pressure from family, friends, and/or employers (Wild, Roberts, & Cooper, 

2002).  Clients who appear to enter treatment voluntarily may in fact join treatment 

programs to escape external pressure from non-legal sources (Condelli, 1989). For 

example, evidence suggests that some substance users view their legal mandate as 

significantly less influential in their decision to quit their drug habit and to seek treatment 

compared to pressure from their social networks (Liepman, Nirenberg, & Begin, 1989; 

Platt, 1995), and factors including interpersonal/social conflicts or employment problems 

(Bardsley & Beckman, 1988; Weisner, 1993). Moreover, a study by Polcin and Weisner 

(1999) revealed that 37% of individuals who reported an ultimatum to enter treatment from 

the criminal justice system also reported an ultimatum from at least one other source, 

including family and friends. Similarly, 50% of inmates in a study of 1030 male offenders 

in Texas reported that they would be interested in participating in a substance abuse 

treatment program. Of those, half expressed willingness to participate in an in-prison 
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treatment program even if it meant extending their prison stay for an additional three 

months (Farabee, 1995), indicating that these offenders would be likely to enter treatment 

voluntarily.  

Furthermore, by assuming that coercion and referral source (i.e., a legal mandate 

from the criminal justice system) are interchangeable concepts, researchers have ignored 

the influence of individuals’ perception of pressure (Wild et al., 1998; Wild et al., 2002). In 

fact, research has revealed a considerable heterogeneity among legally mandated and so-

called “voluntary” clients with respect to the extent to which individuals feel coerced into 

treatment (see Marlowe et al., 1996; Maxwell, 2000; Wild et al., 1998).  

Third, researchers have consistently failed to define the term coercion. Apart from 

consistently equating coercion with a legal mandate, the majority of researchers has failed 

to specify what pressure was being applied by the legal system or the negative 

consequences for clients refusing treatment (Condelli, 1989; Farabee, et al., 1998; Young, 

2002). As a result, researchers have ignored the fact that coercion is not a single well-

defined construct but that it represents a range of coercive measures of varying degrees of 

severity across various stages of the criminal justice process. The term coercion can be 

applied to actions including a judge’s offer of choice between treatment and imprisonment, 

sending a drug dependent offender to prison or a probation officer’s recommendation for 

the offender to enter treatment (Farabee et al., 1998).  

Fourth, evidence indicating that legally mandated individuals remain in treatment 

significantly longer than voluntary clients (Glass & Marlowe, 1994; Loneck, Garrett, & 

Banks, 1996) and have treatment outcomes similar (Brecht, et al., 1993) or superior 

(Watson et al., 1988) to voluntary clients, assumes that legally mandated and non-mandated 

clients are comparable at baseline. However, research has shown that legally mandated 

individuals differ systematically from non-mandated clients at baseline in terms of factors 

including the severity of their drug use, employment, antisocial personality characteristics 

and propensity for criminal behaviour (e.g., see Desland & Batey, 1992; Marlowe et al., 

2001a). As in most instances, it is arduous or impossible to randomly assign individuals to 

coercive and non-coercive treatment entry conditions, these factors are likely to present 

serious confounds, impacting and distorting comparisons of treatment effects (Marlowe et 

al., 2001a).  

Fifth, from the preceding discussion it is reasonable to assume that coercion is a 

continuous and multi-faceted variable, as individuals are likely to experience varying 
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degrees and types of coercive pressure. However, the vast majority of researchers up to 

now have presumed coercion to be a dichotomous (all or none) variable, thereby focusing 

on the extremes and limiting its relevance and scope (Marlowe et al., 1996). By 

dichotomising a continuous variable, statistical power is reduced by up to one third (Cohen, 

1988). It is also conceivable that there is a curvilinear or a combination between a linear 

and curvilinear effect, with coercion at a certain threshold producing the most favourable 

outcomes. Issues like these highlight the importance of using a scalar measurement, which 

allows the use of more sensitive statistical techniques to explore the effect of various 

degrees of coercive pressure (Marlowe et al., 2001a).   

In summary, these arguments demonstrate that coercion and referral source are not 

interchangeable concepts. Clearly, the dichotomy of legally referred versus non-legally 

referred clients is too crude to capture differences between individuals, particularly with 

respect to individuals’ perception of coercion, and has resulted in unmeasured error 

associated with the legal referral variable (De Leon, 1988). Given that the vast majority of 

studies on the topic has grouped clients according to referral source (i.e., legally mandated 

versus self-referred/voluntary clients), findings concerning the effectiveness of mandated 

treatment based on past research is called into question, as there is no guarantee that court-

referred clients feel coerced into treatment while self-referred clients do not.  An increasing 

number of researchers argue that in order to truly understand the predictive effects of 

legally coerced substance abuse treatment, it is important to assess the full range of 

treatment entry pressures (Marlowe et al., 2001a; Marlowe, Merikle, Kirby, Festinger, & 

McLellan, 2001b). Moreover, referral sources and individuals’ perceptions of coercion 

must be assessed independently (Wild et al., 1998; Wild, 1999). A number of other 

criticisms of past research into the effectiveness of mandatory treatment also need to be 

highlighted.  

It is likely that clients differ in terms of their attitude about the significance of the 

impact of formal legal sanctions. While individuals with an extensive history of legal 

convictions may habituate to such threats, first time offenders may be greatly concerned 

and distressed about the prospects of legal sanctions (Marlowe et al., 2001a).  Research so 

far has failed to investigate whether differences in attitude about the significance of legal 

sanctions may impact on factors including treatment entry, retention, and other treatment 

outcome variables. 
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There is evidence that the coercive nature of the treatment program itself, that is, the 

degree to which coercive strategies are employed by a program, may impact on treatment 

outcome. For example, a study by Young and Belenko (2002) explored the relationship 

between programs’ coercive strategies, (i.e., treatment mandate, monitoring of the mandate, 

and enforcement and severity of consequences in the case of failure) and retention in TCs. 

Retention analysis showed that clients in the most coercive program, compared to clients in 

the least coercive condition, were approximately three times as likely to be in treatment 

after six months, suggesting that positive treatment effects for mandated clients may result 

from longer retention in treatment.  

Furthermore, very few studies have had follow-up periods extending beyond six-

months (Wild et al., 2002). Thus, there is insufficient evidence to determine whether the 

positive effects of coerced treatment demonstrated by some research so far are maintained 

in the long-term or whether they are limited to the time period during which clients are 

under supervision (Wild, 1999).  

Several researchers (see Freeman, 2002; Hall, 1997) have pointed out that evidence 

for the effectiveness of legally coerced treatment programs is largely drawn from 

evaluations conducted in the United States, with only a few replications of the more 

positive findings being available in Australia. Therefore, there is a need for more studies in 

Australia and worldwide before more solid conclusions can be drawn about the 

effectiveness of drug treatment under legal coercion. Furthermore, relative to information 

about the effectiveness of coercive strategies in drug treatment among adults, information 

about adolescents and young adults is scarce. 

Finally, one of the most important criticisms of research into the effectiveness of 

legal coercion in the rehabilitation of substance users is related to the absence of adequate 

theoretical explanations or frameworks to account for the role and effects of coercion 

(Condelli, 1989; Farabee et al., 1998; Rotgers, 1992; Wild et al., 1998). In other words, no 

theoretical accounts have been identified as to why external pressure should influence 

treatment issues related to entry, retention and treatment outcomes.  

Given (a) the mixed and inconsistent patterns of results from past research into the 

effectiveness of mandated treatment, (b) the many deficits and weaknesses of most of these 

studies, and (c) the tremendous challenge of randomly assigning participants to treatment 

conditions, some researchers have called for a shift in the methodological focus of future 

research (Wild et al., 2002). Wild and colleagues (2002) proposed that an effective 
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alternative could be to develop and test theoretical models that attempt to explain the 

relationship between subjective (e.g., perceptions of coercion) and objective aspects (e.g., 

source of coercion) of coercion and their effects on factors that have been found to 

influence outcomes in drug and alcohol treatment, including variables such as motivation, 

treatment engagement, and retention. This approach was argued to allow researchers to 

explore the dynamic interplay between variables, rather than merely conducting group 

comparisons based on referral source.  

1.2.4 Motivation in Drug and Alcohol Treatment 

In recent years, a lack of or ambivalent motivation has been identified as one of the 

major obstacles in the treatment of substance abusers (Battjes, Onken, & Delany, 1999; 

Miller & Rollnick, 1991; Roffman, Klepsch, Wertz, Simpson, & Stephens, 1993). There is 

mounting evidence demonstrating that motivation is related to treatment-seeking behaviour, 

treatment engagement, retention, and treatment outcomes (e.g., reductions in drug use, 

crime and improved psychological status; De Leon, 1993; De Leon, Melnick, & Kressel, 

1997; Joe, Simpson, & Broome, 1998; Lemke & Moos, 2002; Neff & Zule, 2002; Platt, 

1995; Simpson, 1993; Simpson & Joe, 1993; Simpson et al., 1997a). The assessment of 

motivation represents a significant challenge, given the many factors and influences that 

impact on people’s motivation (e.g., external pressures and influences, and the individual’s 

internal thoughts and feelings). Over the past ten years researchers have employed a 

number of different theoretical frameworks and approaches to explore the role and nature 

of motivation in the treatment of substance abuse. These approaches differ in relation to 

how motivation is defined, conceptualised and measured.  

1.2.4.1 Internal and External Motivation 

One of the most useful conceptualisations of motivation involves two distinct types, 

internal and external motivation. Internal motivation is generally defined as “pressures to 

change that arise from within the individual” (De Leon, Melnick, & Tims, 2001, p. 145). In 

contrast, external motivation generally refers to “perceived outside pressures or coercion to 

change, or to enter and/or remain in treatment”, typically including legal, family, 

employment and health related pressures (De Leon et al., 2001, p. 145). It is recognised that 

both intrinsic and extrinsic pressures can influence individuals’ motivation. Research 

exploring the effects of extrinsic motivation has largely been related to studies of legal 
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pressure, with some studies investigating the effects of family and employment pressures. 

Results of many of these studies suggest that these types of external pressures are effective 

in influencing substance abusers to seek and remain in treatment (e.g., Condelli, 1986; 

Vickers-Lahti et al., 1995). However, numerous experts in the addiction field argue that 

external pressures, in particular legal pressures, can result in treatment resistance among 

substance abusers (Seligman, 1996; Shearer & Ogan, 2002), and do not produce sustained 

outcomes (Stark, 1992).  

While extrinsic motivators such as legal sanctions can be useful in getting and 

keeping clients in treatment (Anglin, Brecht, & Maddahian, 1989), many experts view 

intrinsic factors as more important and effective in eliciting and sustaining behaviour 

change (Cunningham, Sobell, Sobell, & Gaskin, 1994). As a result, intrinsic motivational 

factors have received substantial attention over the past two decades. Studies of internal 

motivation have produced consistent findings, suggesting that internal motivators for 

seeking treatment include the realisation of the negative consequences of drug abuse and its 

associated lifestyle (Cunningham et al., 1994), health related concerns, and hitting rock 

bottom or wearing out (Bardsley & Beckman, 1988; Varney, Rohsenow, Dey, Myers, 

Zwick, & Monti, 1995). Individuals who express greater intrinsic motivation also seem to 

engage to a greater extent in the treatment program and hold more positive views of the 

treatment experience (Simpson & Joe, 1993; Simpson, Joe, Rowan-Szal, & Greener, 1997d; 

Joe et al., 1998).  

Research until now has focused on assessing the separate effects of internal and 

external motivation, with only a few studies exploring the relative contribution of both 

motivational types in the treatment and recovery process (De Leon et al., 2001). Findings 

from these studies suggest that internal motivation is more important than external pressure 

in relation to smoking and alcohol treatment (Pellisier, Camp, & Motivans, 2003; Ryan, 

Plant, & O’Malley, 1995), commitment to giving up drugs (Zimmer-Hoefler & Meyer-

Fehr, 1986), and retention in therapeutic communities (Siddiqui, 1989). Successful 

abstinence seems to be associated with low extrinsic motivation and high intrinsic 

motivation and high intrinsic relative to extrinsic motivation in tobacco smokers (Curry, 

Grothaus, & McBride, 1997; Curry, Wagner, & Grothaus, 1990) and substance users 

(Downey, Rosengren, & Donovan, 2001). Moreover, recovery has been found to depend on 

the continuing and stable influence of intrinsic motivational factors, regardless of whether 

the initial source of motivation was internal or external (Cunningham et al., 1994; Curry et 
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al., 1990). However, some researchers argue that optimal outcomes are achieved when 

individuals have high levels of both internal and external motivation (Ryan et al., 1995).   

1.2.4.2 The Recovery Stage Formulation of Motivation 

One of the most popular and well-studied perspectives of motivation is the stages of 

change formulation. From this perspective, cessation of problem behaviour does not occur 

automatically in one abrupt action, but takes place gradually and incrementally through a 

series of developmental stages ranging from denial of the active addiction to stabilised 

abstinence and a drug-free status. Progress is not directional but signified by backward and 

forward steps, with motivation being viewed as a key element that influences an 

individual’s treatment progress. The stages of recovery represent specific constellations of 

attitudes, intentions and behaviours that require specific intervention in order to move 

individuals to the next stage (De Leon et al., 2001).  

The model was originally proposed as an integrative and transtheoretical model to 

explain the change process in psychotherapy (McConnaughy, Prochaska, & Velcier, 1983), 

drawing on Bandura’s social learning and self-efficacy theories and on other motivational 

and relapse theories (Prochaska, DiClemente, Velcier, & Rossi, 1992). The model proposes 

that behaviour change successively follows five consecutive stages, starting from an 

individual being unaware of the problem (i.e., pre-contemplation stage) to considering 

change (i.e., contemplation stage), making the decision to change (i.e., preparation stage), 

following the planned action (i.e., action stage), and finally maintaining recovery (i.e., 

maintenance stage). Whether or not an individual succeeds in treatment will depend in part 

upon the stage of change achieved (Prochaska, DiClemente, & Norcross, 1992), with those 

who are at a later stage expected to be more successful and committed to changing their 

behaviour.  

To date, research has provided evidence in support of the model (Heather, Rollnick, 

& Bell, 1993; Isenhart, 1994; Prochaska et al., 1994), and there is evidence supporting the 

predictive validity of this approach (DiClemente, Prochaska, Fairhurst, Velicer, Velasquez, 

& Rossi, 1991). Tailoring intervention strategies to these stages has been found to result in 

higher abstinence rates (Velicer et al., 1993), enhanced utilisation of system resources 

(Hapke, Rumpf, & John, 1996), and optimised use of healthcare system resources (John, 

Hapke, & Rumpf, 1998). However, some researchers have criticised the model as lacking a 

solid theoretical basis and have claimed difficulties replicating the stages (Davidson, 1992), 
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arguing that the idea of discrete stages is too simplistic to capture the complexity of 

individuals’ behavioural and attitudinal changes (Davidson, 1998). The model has further 

been criticised for failing to explain why some individuals change and others do not, and 

does not identify conditions that influence and promote changes in motivation (Davidson, 

1992). 

1.2.4.3 Other Psychological Theories Applied to Substance Abuse Treatment 

A major criticism of research into the role of motivation in substance abuse 

treatment is the lack of theory-driven studies. The approaches detailed above are specific to 

the addiction field and lack a solid theoretical framework. With few exceptions, researchers 

in this field have failed to rely on theories from the general psychology/motivation 

literature (e.g., Social-Cognitive Theory, Expectancy-Value Theory, Personality Theory, 

and Self-Efficacy Theory) to explore and explain the role and effects of motivation in this 

field.  

Social Cognitive Theory 

Some researchers have applied Social Cognitive Theory (SCT) to understanding the 

role and influence of motivation to abuse, quit, and relapse into drug and alcohol abuse. 

However, until now, the components of the theory (i.e., situational factors, coping skills, 

and cognitive factors) have been explored independently and not as an integrated theory 

(see Maisto, Carey, & Bradizza, 1999 for a review).  

Motivational Structures 

Cox and colleagues (1988, 2003) have developed a motivational model and a 

treatment approach based on theoretical perspectives including conditioned reinforcement 

models, expectancy theory, and behavioural choice theory. These researchers argue that 

people’s decisions concerning their substance use are not necessarily rational or conscious, 

but consist of both rational and emotional processes that are influenced by many aspects of 

an individual’s life (Cox & Klinger, 2002). Cox and Klinger (1990) propose that people’s 

substance use is tied to their incentive motivation, which refers to “an organism’s 

motivation to pursue incentives: positive incentives to which people are attracted and 

negative incentives by which they are repelled” (Cox & Klinger, 1988, p. 169). If the 

pursuit of these incentives fails to provide sufficient emotional satisfaction, the person may 

seek satisfaction by drinking alcohol or using drugs.  This process is theorised to be 

influenced by a number of factors, including an individual’s biochemical reactivity to 
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drugs/alcohol, personality characteristics (e.g., impulsivity and non-conformity), 

environmental factors (e.g., availability of drugs/alcohol), past experiences from substance 

use, and cognitive factors including beliefs, thoughts, and expectations about the effects of 

the substance. Thus, the satisfaction and fulfillment that a person derives from other life 

areas represents an important factor that determines whether people resort to drug and 

alcohol use as a means of gaining pleasure or emotional relief (Cox & Klinger, 2000). In 

other words, according to Cox and colleagues, addiction is a disorder of motivation in that 

individuals with a dysfunctional motivational structure (i.e., the “totality and properties of 

an individual’s current goal pursuits”; Cox & Klinger, 2002; p. 169) are at greater risk for 

substance abuse compared to individuals with an adaptive motivational structure (Glasner, 

2003). Accordingly, the researchers have developed a motivational counselling technique 

that focuses on identifying clients’ non-chemical incentives in an attempt to help substance 

users find more positive and meaningful sources of satisfaction.  

Two studies of alcohol dependent clients revealed that individuals’ motivational 

structure predicted immediate treatment responses within eight days after intake (Klinger & 

Cox, 1986), and was related to post-treatment drinking patterns 12 months after completion 

of the treatment (Glasner, Cox, Klinger, & Parish, 2001). Although comprehensive, many 

aspects of this approach are speculative and require more rigorous investigation before 

more solid conclusions can be drawn that support the various components of the model and 

the argument that addiction is a disorder of motivation.   

1.2.4.4 Self Determination Theory 

Substance use treatment involves treatment of voluntary and coerced clients 

(Schmidt & Weisner, 1993), raising motivational issues for people who are coerced into 

treatment (Lincourt, Kuettel, & Bombadier, 2002). For example, there is evidence which 

suggests that when people perceive themselves as having choice, control and self-

determination over their behaviour, they perform better, are more persistent (Deci & Ryan, 

1991; Sheldon, Ryan, Rawsthorne, & Ilardi, 1997) and feel more motivated and interested 

to engage in the activity than people who feel controlled by their environment (Koestner & 

Losier, 1996; Wild, Enzle, Nix, & Deci, 1997). Self-Determination Theory (SDT), a 

motivational theory, has been employed to account for these findings (Deci & Ryan, 1985a, 

1987; Ryan & Deci, 2000). According to this theory, individuals have a psychological need 

for autonomy. When personal autonomy is undermined, people perceive their behaviour as 
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being coerced, which in turn reduces their interest and motivation to engage in the activity. 

Applying SDT to substance abuse treatment, the theory predicts that perceived pressures to 

enter and remain in treatment exerted by external sources, including the criminal justice 

system, family, and friends, could be perceived as undermining autonomy. Perceptions of 

diminished autonomy may increase perceptions of coercion (Wild et al., 1998), which, in 

turn, may result in reduced motivation for treatment, leading to dropout and less positive 

treatment outcomes. The following section will provide a detailed explanation of the 

concept of motivation as defined by SDT.  

Motivation in SDT 

Up to now, motivation has been conceptualised in many different ways, with the 

majority of researchers and health care professionals treating motivation as something that 

primarily varies in amount, therefore, trying to identify and explore conditions that enhance 

or decrease motivation. While SDT acknowledges the importance of this distinction, the 

theory goes one step further by considering that people can be moved into action by a 

number of different forces, ranging from self-determined inwardly endorsed motives, 

including personal interest (i.e., intrinsic motivation), to external and controlling forces that 

pressurise individuals to behave in a certain way (i.e., extrinsic motivation). Considering 

these forces, SDT has been able to identify six distinct types of motivation, ranging from 

intrinsic motivation to external motivation (i.e., external regulation, introjection, 

identification and integration) and amotivation (see Figure 1). Each one these motivational 

types is theorised to result in different outcomes, even when the level of motivation is high 

(Ryan & Deci, 2000; Williams, Saizow, & Ryan, 1999).  
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Figure 1.  The self-determination continuum showing types of motivation with their 
regulatory styles, and loci of causality as defined by SDT (from Deci & Ryan, 2000). 

 

Perceived Locus of Causality 

Evidence suggests that the quality and persistence of motivation is determined by 

what type of force is perceived by the actor to cause the behaviour. In other words, 

motivation is determined by people’s locus of causality, which refers to “whether the 

perceived source of initiation and regulation for motivated behaviours is within one’s self 

(in which case the behaviours are self-determined/autonomous) or are outside one’s self (in 

which case the behaviours are controlled/externally regulated)” (Williams, Grow, 

Freedman, Ryan, & Deci 1996b, p. 116). According to SDT, when people experience their 

behaviour from an internal perceived locus of causality (i.e., when people view themselves 

to be the initiator and sustainer of their actions), they tend to be more invested and 

experience more positive results than when they experience their behaviour from an 

external perceived locus of causality (i.e., when people view forces outside the self as 

initiating, pressuring or coercing one’s action) (Nix, Ryan, Manly, & Deci, 1999).   
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Intrinsic Motivation 

According to Deci and Ryan (2000), intrinsically motivated behaviours, which are 

perceived from an internal locus of causality, portray the prototype of self-determined 

activities, as people engage in these activities naturally and spontaneously because of the 

pleasure and satisfaction inherent in them. They are by definition autonomous, which 

means that they are experienced as voluntary and originating from oneself. For example, a 

person may exercise or a student may study for the inherent pleasure derived from doing so. 

The creators of SDT highlight that much of people’s behaviour is not truly intrinsically 

motivated, particularly after early childhood when the freedom to act intrinsically is 

increasingly restrained by social pressures, expectations and responsibilities (Deci & Ryan, 

2000). 

Extrinsic Motivation 

In contrast to intrinsic motivation, extrinsically motivated behaviours are behaviours 

that people engage in for instrumental reasons (i.e., people expect to receive a reward or to 

avoid punishment for the behaviour) and not for their inherent experiential aspects. They 

are dependent on contingent outcomes that are separable from the activity per se. However, 

it is important to highlight that, according to SDT, extrinsic motivation can vary greatly in 

the degree to which it is autonomous versus controlled. For example, a substance user who 

decides to enter treatment because seeking help is congruent with the person’s value of 

trying everything possible to live a drug free lifestyle is extrinsically motivated, as is a 

substance user who enters treatment because the person adheres to their parents’ control. In 

both cases, the performance of the activity involves instrumentalities rather than enjoyment/ 

satisfaction of the activity itself. However, the former example of extrinsic motivation 

entails personal acceptance and a sense of choice, while the latter involves compliance with 

an external regulation, therefore greatly varying in their degree of autonomy. 

Internalisation 

Self-determination theory proposes that, to the extent that an extrinsic motivation 

has been internalised  (i.e., assimilated into an individual’s integrated sense of self), it 

assumes a more internal perceived locus of causality and is more autonomous. In other 

words, through a process called internalisation, an individual acknowledges the value of an 

activity, idea, or social regulation, and by integrating this formerly external regulation it 

becomes part of the person’s integrated sense of self. However, to the extent that an 

extrinsic motivation has not been integrated, it maintains an external perceived locus of 
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causality and is controlled (Ryan & Deci, 2000). For example, a substance user, forced 

against their will by the legal system to enter drug treatment, who comes to realise and 

embrace the fact that treatment presents a great opportunity to get off drugs and live a more 

functional lifestyle, is in the process of internalising and integrating a previously external 

regulation.   

Types of External Motivation 

SDT distinguishes among four different types of extrinsic motivation that are 

classified along a continuum of increasing self-determination and integration (see Figure 1). 

From lowest to highest levels they are: (a) external regulation, (b) introjection, (c) 

identification, and (d) integration.  

External Regulation. At the controlled end of the spectrum, individuals’ behaviour 

is externally regulated by the demands and controls of others. People act to attain a desired 

consequence such as a tangible reward or to avoid negative consequences (e.g., a substance 

user enters treatment because their partner threatens to file for divorce). Externally 

regulated behaviours are contingency dependent and thus show poor maintenance once the 

contingencies are withdrawn (Vallerand, 1997).  

Introjection. A less external but only partially internalised form of motivation is 

introjected regulation. Introjections are partially internalised regulations that have not yet 

become part of what Deci and Ryan (1991) call “the integrated self”. These behaviours are 

reinforced through internal pressures. Here individuals will engage in behaviours out of 

obligation in order to avoid feelings of shame, guilt or anxiety and to maintain the approval 

of self and others. For example, a drug dependent woman with young children will enter 

therapy because she is plagued by feelings of guilt for having done nothing to improve her 

and her children’s situation. Because they are partly internalised, introjections are more 

likely than external regulations to be maintained over time. Nevertheless, they represent a 

relatively unstable form of regulation, because, although they are part of the person, they 

are not truly self-determined but take the form of contingencies that are characterised by 

self-imposed internal pressures to behave in a particular way (Vallerand, 1997).  

Identification. A more autonomous form of extrinsic motivation is identification, 

which describes a process by which individuals recognise and accept the underlying value 

and importance of a behaviour, thereby more fully integrating its regulation. For example, 

the substance user who identifies with the importance of seeking treatment for their own 

health and wellbeing is more autonomously motivated than the woman in the previous 
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example who enters treatment out of feelings of guilt for the welfare of her children 

(introjection). In the former case, a deeper internalisation has occurred, and the behaviour 

has become more a part of the person’s identity, resulting in more autonomous/self-

determined behaviour. As the behaviour is self-endorsed, regulations based on 

identification are better maintained. However, it is important to keep in mind that although 

the behaviour is more autonomous, it is still externally motivated, as it is instrumental (Deci 

& Ryan, 2000).  

Integration. Finally, the most complete form of extrinsic motivation or 

internalisation is called integration. Integration is the most fully self-determined among the 

four types of extrinsic motivation, and involves identifying and accepting the importance of 

behaviour but also integrating those identifications with other aspects of the self and the 

person’s whole identity (Deci & Ryan, 2000). For example, the substance user who has 

completed a residential treatment program but continues to see a therapist to help maintain 

the changes achieved would be motivated by integrated regulations. Through integration, 

initially external regulations are brought into harmony with the person’s self and are thus 

experienced as the person’s own. As a result, people experience less conflict, accept 

responsibility for their behaviour and act more volitionally (Williams & Deci, 1996a).   

Apart from intrinsic and extrinsic motivation, SDT includes a third construct called 

Amotivation (see Figure 1). Amotivated behaviour is the least self-determined and is neither 

intrinsically nor extrinsically motivated. Individuals who are amotivated experience their 

behaviour as being beyond their intentional control. They believe that they are unable to 

regulate their behaviour and tend to experience a lack of self-efficacy and sense of control 

in relation to achieving desired outcomes. They perceive tasks as being too difficult and 

outcomes as being independent of their behaviour (Deci & Ryan, 1985b; Vallerand & 

Bissonnette, 1992).  

Over the years, results of numerous studies have generated an impressive body of 

evidence, providing substantial empirical support for the validity and existence of intrinsic, 

extrinsic and amotivation as defined by SDT (for reviews see Deci & Ryan, 1991, 2000; 

Vallerand, 1997; Vallerand & Ratelle, 2002).  
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The Hierarchical Model of Intrinsic and Extrinsic Motivation 

Vallerand (1997) proposed a comprehensive model of motivation that serves to 

provide a framework for organising and understanding the fundamental mechanisms 

underlying intrinsic, extrinsic and amotivational processes as defined by SDT (see Figure 

2).  
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Figure 2  The Hierarchical Model of Intrinsic and Extrinsic Motivation (HMIEM) (from 
Vallerand, 1997).  
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According to this model, the different motivational types (i.e., intrinsic, extrinsic, 

and amotivation) are influenced by a number of social factors, a relationship that is 

mediated through the satisfaction of three fundamental and innate psychological needs (i.e., 

the need for relatedness, autonomy, and competence). Furthermore, the model predicts that 

each of the motivational types will result in different cognitive, affective and behavioural 

consequences/outcomes. Finally, according to Vallerand (1997) the motivational sequence 

of:  

Social factors  Psychological Mediators  Motivational Types  Outcomes 

can be encountered at a global level (i.e., a general and relatively enduring motivational 

orientation to interact with the environment in an intrinsic, extrinsic or amotivated way), a 

contextual level (i.e., a motivational orientation toward a specific context including 

education, work and leisure) and a situational level (i.e., a motivational orientation toward 

engaging in a specific activity). Extensive support for this model has been supplied in 

contexts as diverse as work, interpersonal relationships, education and sport (see Vallerand, 

2000).  

The following three sections will provide an explanation of the social factors and 

the three fundamental needs as defined by SDT, and the outcomes predicted by the model.  

Social Factors as Determinants of Treatment Motivation 

Over the past three decades, research based on SDT has tried to identify social 

factors (i.e., human and non-human elements in the social environment) that facilitate or 

undermine intrinsic motivation (Pelletier & Vallerand, 1996; Vallerand, 1997). According 

to Deci and Ryan (1985a, 1987), the central social factor influencing motivation is whether 

individuals perceive their environment as autonomy supportive. The theory proposes that 

an individual will develop and maintain more autonomous motivation to the extent that 

significant others in their environment are autonomy supportive (Deci, Eghrari, Patrick, & 

Leone, 1994). Autonomy support involves encouraging others to be self-initiating rather 

than pressuring them to behave in a particular way, and describes a person in an authority 

role (e.g., a significant other such as a therapist or family member) who takes the 

individual’s perspective, acknowledges the person’s feelings and perceptions, provides the 

person with factual information, advice, choice and a meaningful rationale, while 

minimising the use of pressure and control. Self-determination theory proposes that 

autonomy supportive contexts promote self-determined behaviour by facilitating the 
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internalisation and integration of regulatory processes. This encourages effective and long-

term behaviour change (Deci, 1996; Williams & Deci, 1996a). In contrast, perceptions of 

pressure and coercion inhibit the process of behaviour change. In short, autonomy support 

predicts increases in more autonomous forms of motivation, which in turn predicts positive 

behaviour change.  

Evidence for this proposition is substantial in contexts as diverse as education 

(Deci, Schwartz, Sheinman, & Ryan, 1981; Gottfried, Fleming, & Gottfried, 1994; 

Vallerand, Fortier, & Guay, 1997), sport (Goudas, Biddle, Fox, & Underwood, 1995; 

Pelletier, Vallerand, Green-Demers, Briere, & Blais, 1995), and work (Pelletier & 

Vallerand, 1996). There is also mounting evidence of the positive consequences and effects 

of autonomy support in the management of diabetes (Williams, Freedman, & Deci, 1998a), 

adherence to medication (Williams, Rodin, Ryan, Grolnick, & Deci, 1998b), weight loss 

(Williams et al., 1996b), and reduction in smoking (Williams, Cox, Kouides, & Deci, 

1999).  

Applying this perspective to drug and alcohol treatment suggests that when 

substance users experience autonomy support from their environment (e.g., treatment 

provider, family, or the legal system), they will become more autonomous in the regulation 

of their behaviour and motivation for treatment, which in turn will increase their likelihood 

of remaining in the program and experiencing positive treatment effects. 

Psychological Mediators: Perceived Relatedness, Autonomy and Competence 

Most theories of motivation focus on goals and outcomes and on the processes 

involved that direct behaviour toward these desired outcomes. However, these theories fail 

to address the question of why certain outcomes are desired.  In contrast, self-determination 

theory addresses the why and the direction issue by postulating the existence of three basic 

needs. Relatedness, autonomy and competence are considered to be fundamental and 

inherent in human life, and individuals of all cultures seek to satisfy them in order to 

experience healthy development and wellbeing (Deci, 1996; Deci & Ryan, 2000; Vallerand, 

1997). The need for relatedness refers to the “desire to feel connected to others – to love 

and care, and to be loved and cared for” (Deci & Ryan, 2000, p. 231). The need for 

autonomy refers to people’s desire to self-organise and self-govern experience and 

behaviour (i.e., to make informed choices based on an awareness of one’s own needs and 

values) and to engage in activities that are congruent with one’s integrated sense of self 

(Deci & Ryan, 2000).  This concept must be distinguished from independence, which 
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means “to act without reference to or support from another” (Williams, 2002, p. 236). 

Finally, “The need for competence is fulfilled by the experience that one can effectively 

bring about desired effects and outcomes” (Reis, Sheldon, Gable, Roscoe, & Ryan, 2000, p. 

420). According to Vallerand’s  (1997) Hierarchical Model of Intrinsic and Extrinsic 

Motivation (HMIEM), the influence of social factors on the different motivational types is 

exerted through the satisfaction of these three basic and innate needs. Factors within a 

person or within the person’s environment that facilitate the need for relatedness, 

autonomy, and competence are expected to enhance the person’s wellbeing, while factors 

that inhibit the fulfilment of these needs are theorised to undermine wellbeing and to set the 

stage for psychological distress and psychopathology (Deci & Ryan, 2000; Ryan, Deci, & 

Grolnick, 1995). In other words, motivation, wellbeing, and development will be 

maximised within social contexts that fulfil and satisfy people’s needs for relatedness, 

autonomy, and competence (Deci & Ryan, 2000; Vallerand, 1997). Support for this 

proposition has been provided by numerous studies in contexts including education (Deci, 

Cascio, & Krussell, 1973; Deci & Ryan, 1996; Vallerand & Reid, 1984, 1988), sport 

(Blanchard & Vallerand 1996a, 1996b; Ntoumanis, 2001; Sarrazin, Vallerand, Guillet, 

Pelletier, & Cury, 2002), work (Richer & Vallerand, 1996), health related behaviours 

(Williams et al., 1998a) and competitive settings (Reeve & Deci, 1996).  

According to SDT, psychological health requires the satisfaction of all three needs 

(Deci & Ryan, 2000). However, the theory also suggests that satisfaction of the need for 

autonomy and competence exert the most powerful influence on intrinsic motivation, while 

relatedness, at least in some instances, appears to play a more distal role (Deci & Ryan, 

2000). For example, evidence suggests that in contexts where people act in an 

individualistic fashion, (e.g., playing solitaire or meditating), relatedness does not appear to 

be a proximal factor in maintaining or enhancing intrinsic motivation (e.g., see Deci & 

Ryan, 2000). Instead, it has been argued that in these instances a secure relational base 

provides the foundation for intrinsic motivation (Deci & Ryan, 2000). In contrast, when 

individuals engage in activities that are inherently social in nature, perceptions of 

relatedness are anticipated to play a very important role in predicting intrinsic motivation 

(Vallerand, 2000).  In support of this argument, in contexts where social aspects are 

important, such as in exercise classes (Cadorette, Blanchard, & Vallerand, 1996) and work 

(Richer, Blanchard, & Vallerand, 2000), perceptions of relatedness have been revealed to 
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be an important predictor of motivation, clearly suggesting that depending on the context, 

relatedness can play an essential role in determining motivation (Vallerand, 2000).  

Based on these findings, in the therapeutic context, the behaviour of people 

involved in clients’ recovery process and the support they provide is expected to impact on 

individuals’ satisfaction for relatedness, autonomy and competence, which, in turn, is 

anticipated to have important effects on clients’ motivation for substance abuse treatment. 

Specifically, SDT proposes that people in the substance user’s environment help create a 

climate that enhances/impedes the substance user’s perception of relatedness, autonomy 

and competence, thereby increasing/decreasing intrinsic motivation for treatment.  

Outcomes/Consequences Predicted by SDT 

Finally, the HMIEM proposes that the different motivational types result in 

outcomes/consequences, which can be cognitive, affective and behavioural in nature. As 

previously indicated, it is important to consider that different motivations can affect 

outcomes in qualitatively different ways.  Based on Deci and Ryan’s (1991) theorising, 

Vallerand (1997) proposes that outcomes resulting from intrinsic motivation tend to be 

more positive, while certain types of extrinsic motivations and amotivation produce more 

negative outcomes. Thus, being motivated is not sufficient, but individuals need to be 

motivated in a self-determined fashion for the most positive outcomes to occur. Support for 

this prediction has been provided in contexts including relationships (Blais, Sabourin, 

Boucher, & Vallerand, 1990), leisure (Pelletier et al., 1995), education (Deci, Ryan, & 

Williams, 1996; Deci, Vallerand, Pelletier, & Ryan, 1991; Vallerand & Bisonnette, 1992; 

Vallerand, Blais, Briere, & Pelletier, 1989; Vallerand et al., 1997), environmental 

protection (Pelletier, Tuson, Green-Demers, Noels, & Beaton, 1998), sports (Ntoumanis, 

2001), ageing (Vallerand, O’Connor, & Hamel, 1995), politics (Koestner, Losier, 

Vallerand, & Carducci, 1996; Losier, Perreault, Koestner, & Vallerand, 2001), and health 

related behaviour (Williams, et al., 1999; Williams et al., 1998b). 

Besides motivation, retention has been identified as the strongest predictor of 

treatment success, and involves an individual remaining in treatment for as long as 

necessary to complete the treatment program successfully.  

1.2.5 Retention/Time in Treatment 

There is extensive evidence documenting a strong and positive relationship between 

retention and the effectiveness of drug and alcohol treatment. Length of time spent in 
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treatment has consistently been shown to be a critical outcome measure and the best and 

strongest predictor of clients’ positive long-term treatment outcomes, with longer stays in 

treatment being associated with more favourable outcomes independent of treatment 

modality (Carroll, 1997; De Leon, 1985; French, Zarkin, Hubbard, & Rachel, 1993; 

Gossop, Green, Phillips, & Bradley, 1990; Hubbard, Craddock, Flynn, Anderson, & 

Etheridge, 1997; Hubbard et al., 1989; McLellan et al., 1994; Page & Mitchell, 1988; Peters 

et al., 2001; Simpson et al., 1997a). However, low retention rates across all treatment 

modalities of substance abuse represent a primary source of frustration to clinicians and a 

major expense for treatment organisations, with those who abandon treatment foregoing the 

full benefits that therapeutic interventions have to offer. In light of consistent attrition rates 

exceeding 50 percent in the first month of treatment (Blood & Cornwall, 1994; Hubbard et 

al., 1989; Stark, 1992; Simpson, Joe, & Rowan-Szal, 1997c), predicting and improving 

retention is essential in order to enhance and maximise the effectiveness and efficiency of 

treatment programs. For long-term residential programs, 90 days appears to be the critical 

threshold, with treatment of less than 90 days being associated with more limited gains, and 

stays of three months and longer being related incrementally with more favourable 

behaviour changes (Simpson et al., 1997a). While unchangeable or fixed client attributes 

(e.g., demographic or background variables) appear to be less relevant in the prediction of 

retention, changing or dynamic characteristics (e.g., motivation) are increasingly viewed as 

critical factors in understanding why substance users seek, stay and succeed in treatment 

(Condelli & De Leon, 1993; De Leon et al., 1997).  

1.2.6 Relationship Between Motivation and Outcomes 

Research exploring the relationship between motivation and outcomes (e.g., 

retention, drug use and recidivism) has yielded an inconclusive pattern of results. In some 

studies, motivation has been found to have a direct effect on retention and treatment 

outcome variables (De Leon, Melnick, Schoket, & Jainchill, 1993; De Leon et al., 1997; De 

Leon, Melnick, Kressel, & Jainchill, 1994; Joe et al., 1998; Melnick, De Leon, Hawke, 

Jainchill, & Kressel, 1997; Prochaska et al., 1992; Project Match Research Group, 1997; 

Williams, Gagne, Ryan, & Deci, 2002). In contrast, results of other studies have revealed 

an indirect relationship of motivation with retention and treatment outcomes, which appears 

to be mediated by treatment process variables such as treatment engagement (as assessed 

by indicators including session attendance and the use of scales that reflect perceptions of 
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personal involvement in treatment, treatment progress, and psychological safety; Broome, 

Knight, Knight, Hiller, & Simpson, 1997; De Leon, 2000; De Weert-Van Oene, Schippers, 

De Jong, & Schrijvers, 2001; Joe et al., 1998; Simpson et al., 1997d). For example, some 

research, including the Drug Abuse Treatment Outcome Study (DATOS) demonstrated that 

treatment motivation was related to indicators of treatment engagement, such as perceptions 

of personal involvement and personal progress (Broome, Simpson, & Joe, 1999; Hiller, 

Knight, Leukefeld, & Simpson, 2002; Joe et al., 1998; Joe, Simpson, & Broome, 1999). 

Other studies have revealed that treatment engagement, represented by the total number of 

sessions attended, mediated the relationship between motivation and the time that 

individuals spent in treatment, and was directly associated with positive behavioural 

changes (Simpson et al., 1997c; Simpson et al., 1997d). These findings highlight the 

importance of examining the influence of motivation on treatment process variables such as 

treatment engagement.  

Furthermore, a number of contemporary social-cognitive theories (e.g., Ajzen, 

1985, 1996; Ajzen & Fishbein, 1980; Heckhausen, 1991; Perugini & Connor, 2000), and a 

substantial research base, suggest that intentions represent the most immediate predictor of 

behaviour across a large number of activity domains (for review see Hausenblas, Carron, & 

Mack, 1997; Randall & Wolff, 1994). Given the proximity of intentions to behaviour, some 

studies suggest that the impact of motivation on behaviour is not direct but fully mediated 

by behavioural intentions (Sarrazin et al., 2002). Clearly, further research is needed to 

clarify the direct and indirect effects of motivation on retention and treatment outcome 

variables (De Leon et al., 2001). A well-established theoretical model that views 

behavioural intentions as a key component in predicting behaviour is the Theory of Planned 

Behaviour.  

1.3 The Theory of Planned Behaviour 

The Theory of Planned Behaviour (TPB; see Figure 3) proposed by Ajzen (1985, 

1988, 1991), is an expectancy-value model that has had an enormous influence on research 

concerned with the prediction of intention and behaviour, particularly health behaviour 

(Rutter, 2000). The TPB proposes that the proximal determinant of behaviour is intention to 

engage in the behaviour. Intention is the key concept of the TPB and is defined as “a 

person’s motivation in the sense of her or his conscious plan or decision to exert effort to 

perform the behaviour” (Conner, Warren, Close, & Sparks, 1999, p. 1676). Intention is 
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determined by three sets of variables: (a) Attitude (i.e., the overall evaluation/outcome 

expectancy of the behaviour), (b) Subjective Norms (i.e., perceptions of social pressure 

from significant others to perform a particular behaviour), and (c) Perceived Behavioural 

Control (PBC; i.e., a person’s belief as to how easy or difficult performance of the 

behaviour is likely to be).  
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Figure 3  The Theory of Planned Behaviour 

 

In this context, it needs to be highlighted that although there is substantial evidence 

that supports a two-factor structure of the Perceived Behavioural Control variable (i.e., self-

efficacy and control; Manstead & van Eekelen, 1998; Terry & O’Leary, 1995; White, 

Terry, & Hogg, 1994), some researchers argue that the self-efficacy and the control 

dimensions are synonymous (Ajzen, 1991; Sparks, Guthrie, & Shepherd, 1997). For the 

purpose of this study, the PBC construct was viewed as consisting of two components, 

perceptions of self-efficacy (i.e., perceived levels of internal or personal control to execute 

the behaviour) and perceptions of controllability (i.e., an individual’s judgement of control 

over external barriers relating to the execution of the behaviour; Armitage, Connor, Loach, 

& Willetts, 1999; Azjen, 2002). PBC is theorised to predict intention as well as behaviour, 

because if intention remains constant, the effort expended to engage in a particular 

behaviour is likely to increase with increases in PBC (Connor et al., 1999).  

Substantial research provides impressive evidence that supports the predictive 

validity of the TPB model in a health psychology context. For example, a recent meta-

analytic review (Armitage & Conner, 2001) of 185 independent studies (published until 

1997) revealed that the TBP accounted for 39% of the variance in intention and 27% of the 

variance in behaviour across a large number of contexts including exercise behaviour, 
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condom use, smoking behaviour, alcohol misuse, and drug compliance. A review by Godin 

and Kok (1996) revealed even more impressive results, showing that the TPB can account 

for 41% of the variance in intention and 34% of the variance in behaviour. In addition, 

research indicates that PBC explains a significant amount of variance in behaviour after 

controlling for intentions (see Armitage & Conner, 2001; Godin & Kok, 1996; Hausenblas 

et al., 1997). While support for the efficacy of the TPB model is strong, some researchers 

have argued for the inclusion of past behaviour in the model (Sutton, 1994). 

1.3.1 Past Behaviour 

The effects of past behaviour on present behaviour has attracted a great deal of 

attention in the context of the TPB, with some researchers arguing that many health 

behaviours are determined by people’s past behaviour rather than cognitions such as those 

described in the TPB (Sutton, 1994). In support of this argument, there is evidence 

suggesting that past behaviour is directly associated with behavioural intentions (Bagozzi, 

Baumgartner, & Yi, 1992; Bagozzi & Warshaw, 1990) and future behaviour (Kashima, 

Gallois, & McCamish, 1993; Mullan, Hersey, & Iverson, 1987; O’Callaghan, Chant, 

Callan, & Baglioni, 1997). Such results have led to claims by some researchers for past 

behaviour to be considered as an independent predictor of behavioural intentions and 

behaviour in the TPB model (Conner et al., 1999). However, Azjen (1991) argues that there 

are problems with this view, reporting three studies where the amount of variance added to 

the prediction of behaviour by past behaviour was so small (2.1%) that it could be 

explained as reflecting common method variance due to the use of similar response formats 

for the two measures. Furthermore, it has been argued that any effects of past behaviour 

may result from habituation when a behaviour has been previously performed (Conner & 

Armitage, 1998). As the controversy is ongoing, more research is needed to determine the 

extent to which past behaviour may impact on intention and future behaviour (Conner et al., 

1999). 

1.3.2 Criticisms of the TPB 

While the TPB has been shown to be useful in the prediction of intentions and 

behaviour, the theory is limited in a number of ways. First, the TPB, a social-cognitive 

theory, focuses on the achievement of some future desired state (outcome). As a result, the 

TPB fails to consider the influence of more superordinate or general cognitive constructs on 
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intention and its determinants, such as global and goal-related motives and human needs, 

which are constructs of SDT, and help to explain what makes these states desirable 

(Bagozzi, 1992; Chatzisarantis, Biddle, & Meek, 1997; Deci & Ryan, 1985a; Hagger, 

Chatzisarantis, & Biddle, 2002). Second, the TPB does not take into consideration how 

these general motives and human needs may impact on the formation of intentions (Hagger 

et al., 2002). In short, while the TPB provides a useful framework for explaining behaviour, 

the model may not account for more of the variance in intention and behaviour, because it 

fails to consider the influence of superordinate constructs such as general motives and 

human needs (Hagger et al., 2002). In support of this argument, a number of studies have 

revealed that self-determined motivation, as defined by SDT, directly predicts behavioural 

intentions (Chatzisarantis et al., 1997; Ntoumanis, 2001; Sarrazin et al., 2002; Vallerand et 

al., 1997). Moreover, a study by Hagger and colleagues (2002) demonstrated that intrinsic 

motivation indirectly predicted intentions by influencing the determinants of intention (i.e., 

attitudes and PBC). 

As can be seen from the preceding discussion, the TPB and the HMIEM 

complement each other, and in combination appear to provide a more complete and 

comprehensive model than each theory on its own of the factors that directly and/or 

indirectly predict retention and outcomes in drug treatment.  

1.4 The Present Study 

As previously discussed, past research into the effectiveness of coerced drug and 

alcohol treatment has revealed a mixed and inconclusive pattern of results due to a number 

of methodological and conceptual problems of these studies, calling for a shift in the 

methodological focus of future research (Wild et al., 2002). Wild and colleagues (2002) 

proposed that an effective alternative could be to develop and test theoretical models that 

attempt to explain the relationship between subjective (e.g., perceptions of coercion) and 

objective aspects (e.g., source of coercion) of coercion and their effects on variables that 

have been identified by past research as influential in drug and alcohol treatment outcomes. 

This approach was argued to allow researchers to explore the dynamic interplay between 

variables, rather than merely conducting group comparisons based on referral source. In 

light of strong evidence suggesting that motivation plays a major role in drug and alcohol 

treatment, it was decided to develop and test a motivational model of substance abuse 

treatment based on two well-established and complementary theories, that is, Self-
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Determination Theory and the Theory of Planned Behaviour. The model is designed to 

investigate the dynamic interplay and relationship between variables identified in the 

literature as important factors in substance abuse treatment, such as individuals’ perceptions 

of coercion to enter treatment, social support, need satisfaction, self-efficacy and attitudes, 

with motivation playing a central role. While the present research cannot address all 

criticisms of past studies into the effectiveness of coerced drug and alcohol treatment, this 

project expands on past research by employing a different definition of coercion (i.e., 

individuals’ perceptions of coercion in relation to a number of different sources) by 

developing a reliable and valid instrument to assesses the coercion construct, and by using a 

solid methodological approach (i.e., testing of a theoretical model) to study the effects of 

perceptions of coercion to enter treatment and other important factors on treatment 

outcomes.  

As previously discussed, the therapeutic community (TC) approach is one of the 

major treatment modalities for addiction problems and has had considerable success as a 

means of treating and rehabilitating chronic substance abusers. Given that up to now most 

research concerning the effectiveness of TCs in the treatment of substance abuse has been 

conducted in America, with little research investigating the effectiveness of Australian TCs 

(Roche, 1999), the present study recruited and collected longitudinal data from participants 

of six TCs.  The study pursued four main goals.  

1.4.1 Goal 1  

Research on clients’ perceptions of coercion has been impeded by the lack of well-

designed and comprehensive instruments to assess the construct. There is no assessment 

tool that measures perceptions of coercion to enter substance use treatment, while 

simultaneously distinguishing between various sources of pressure (Marlowe et al., 2001a 

and 2001b). In addition, there is no research and no existing assessment tool that takes into 

consideration the pressures emerging from within the individual that play a part in 

substance abusers’ decisions to enter treatment.  Therefore, the present study involved the 

development and validation of a comprehensive, easily administered and reasonably short 

measure of substance abusers’ perceptions of coercion to enter drug/alcohol treatment 

arising from six different sources (i.e., pressure emerging from within the individual, 

coercive forces exerted by family members and the legal system, and pressures from the 

health, finance and work domains).  
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1.4.2 Goal 2 

The second goal was to test the four-stage causal sequence proposed by Vallerand’s 

(1997) Hierarchical Model of Intrinsic and Extrinsic Motivation (see Figure 4), at the 

contextual level (i.e., in the context of a TC drug treatment program). Specifically, the 

present study tested the relationship between motivation for drug treatment and eight social 

factors (i.e., Perceived Autonomy Support Family which reflects the perceived autonomy 

support that substance users receive from their families, Perceived Autonomy Support Staff 

which describes perceptions of autonomy support from therapeutic staff within the TC, and 

the six types of perceived coercion that contributed to substance users entering drug 

treatment), and how this relationship is mediated by the three indicators of need satisfaction 

(i.e., Perceived Relatedness, Perceived Autonomy and Perceived Competence). 
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Figure 4   Hierarchical Model of Intrinsic and Extrinsic Motivation in a drug treatment  
                 context. 

 

In addition, based on past research, the model proposed a number of direct and 

indirect relationships between motivation for drug treatment, Treatment Engagement (i.e., 

Personal Involvement and Personal Progress), Time in Treatment (i.e., retention), and 

various treatment outcomes. Direct effects of motivation on Treatment Engagement, Time 

in Treatment and treatment outcomes were tested, as was the role of Treatment Engagement 

as a mediator. Although numerous studies support the different parts of the model in a 

health behaviour context, particularly for the positive effects of autonomous motivation 

(Curry, Wagner, & Grothaus, 1991; Ryan et al., 1995; Williams & Deci, 1996a; Williams et 
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al., 1996b; Williams et al., 1998b), the roles of the different types of External Motivation 

and Amotivation in health behaviour outcomes have not been studied and, therefore, remain 

unclear. In addition, so far no study has tested the model in its entirety within the context of 

a drug treatment program. Given these weaknesses of past research, in the present study all 

six types of motivation were assessed independently. This approach provided insight into 

how the different mediators were related to each motivational type and which motivational 

type was the best predictor of Treatment Engagement, Time in Treatment, and treatment 

outcome variables.  

1.4.3 Goal 3 

Given that the Theory of Planned Behaviour (TPB) has not been used to predict 

behavioural intentions and outcomes in the context of a drug treatment program, a third 

goal of the study was to test the predictive validity of the TPB model in its own right (see 

Figure 5) in relation to three types of behavioural outcomes (i.e., Treatment Engagement, 

Time in Treatment, and treatment outcomes). Specifically, the direct effects of Attitude, 

Subjective Norm, and Perceived Self-Efficacy, and Perceived Controllability on Intention 

were tested. As, according to TPB, Intention predicts behaviour, the direct effects of 

Intention on Treatment Engagement and Time in Treatment were explored, as was the 

extent to which Treatment Engagement might mediate the relationship of Intention on Time 

in Treatment. Finally, the direct relationship between Time in Treatment and Treatment 

Outcomes was tested.  
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Figure 5  The Theory of Planned Behaviour (TPB) applied to a drug treatment context.   
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Furthermore, in light of arguments that past behaviour should be considered as an 

independent predictor of behavioural intentions and behaviour, the present study tested the 

effect of past behaviour on behavioural intentions within the TPB model. 

1.4.4 Goal 4 

In light of research suggesting that behavioural intention may be the most proximal 

predictor of behaviour rather than motivation, as proposed by SDT, the fourth goal of the 

present study was to expand the HMIEM by integrating it with the TPB (see Figure 6). It is 

argued that by integrating the two models and by employing a longitudinal design, a better 

and more comprehensive understanding of the psychological factors involved in substance 

abuse treatment and its outcomes will be achieved. Specifically, the model allows the 

testing of different pathways and relationships between (a) the predictors of motivation 

(i.e., Perceived Autonomy Support Family, Perceived Autonomy Support Staff, the six 

types of Perceived Coercion, Perceived Relatedness, Perceived Autonomy, and Perceived 

Behavioural Control), (b) Treatment Motivation, (c) Intention to remain in treatment, (d) 

the determinants of Intention (i.e., Attitude, Subjective Norm, and Perceived Behavioural 

Control, and possibly past behaviour), (e) Time in Treatment, (f) Treatment Engagement, 

and (g) treatment outcomes. Of particular interest in this combined model is the testing of 

the direct relationship between motivation and Intention, and to what extent this 

relationship may be mediated through the determinants of Intention.  

Comments/Issues regarding the Combined Model 

It needs to be highlighted that the HMIEM and the TPB both incorporate the 

concept of self-efficacy. In the former model, the construct is referred to as Perceived 

Competence and has been defined as a sense of confidence that one can effectively bring 

about desired effects and outcomes (Reis et al., 2000). In the latter model, the construct is 

referred to as Perceived Self-Efficacy and has been defined as “a belief in one’s capabilities 

to organise and execute the courses of action required to produce given levels of 

attainments” (Bandura, 1998, p. 624). Given the similarity of the two definitions, and the 

resemblance of questionnaire items of scales that have explored the self-efficacy construct 

in the context of both theories, one scale  was used to assess the construct and the variable 

was referred to as Perceived Competence/Self-Efficacy for the purpose of this study. 
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Figure 6  Combined Model (Self-Determination Theory and the Theory of Planned Behavior) 
Note:  Red colored boxes indicate components of the HMIEM; green colored boxes indicate components of the TPB; green colored boxes with red 
writing indicate that these variables are part of both the HMIEM and the TPB. 
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1.4.5 Measures of Treatment Success 

The majority of treatment evaluation studies in TCs and other treatment 

modalities have focused on drug use and recidivism rates as indicators of treatment 

outcomes/success. However, there is substantial contention in the literature as to 

whether the effects of substance abuse treatment should be evaluated primarily against 

the criterion of abstinence and recidivism (Babor, Dolinsky, Rounsaville, & Jaffe, 

1988). For example, there is evidence that approximately two-thirds of all relapses take 

place within the first three months following completion of the treatment program, with 

relapse rates stabilising between three to six months after discharge (Farabee & 

Leukefeld, 2001; Gossop, Green, Phillips, & Bradley, 1987). Similarly, using 

recidivism (i.e., re-arrest rates) as an indicator of treatment success has to be done 

sensitively, as individuals may be imprisoned for various reasons, including breaches in 

parole, a crime that was committed before treatment took place, or a new crime. Other 

issues are that following treatment, people may lead a life of crime but never get re-

arrested, while some who struggle to remain crime free may be re-arrested for their first 

offence. Despite these drawbacks, drug use and recidivism continue to be considered 

acceptable and serve as primary indicators of treatment effectiveness and success 

(Rawling, 2001). Labelling individuals as treatment failures because they relapse is 

taking an all or nothing approach, thereby failing to consider the numerous 

psychological and psychosocial gains and improvements that individuals derive from 

treatment. Acknowledging the limited usefulness of these two indicators to describe the 

full range of potential outcomes applicable to the evaluation of substance abuse 

treatment, and considering that this project was designed to assess treatment outcomes 

only to the point of treatment completion, the present study employed a range of 

indicators of treatment success including: (a) Severity of Dependence (i.e., substance 

users’ perceptions of the severity of their substance dependence), (b) Wellbeing (i.e., 

general psychological feelings of wellbeing), (c) Drug Taking Confidence (i.e., the 

confidence to remain clean/sober when exposed to high-risk situations), and (d) 

Perceived Training Transfer (i.e., substance users’ perceptions of their ability to transfer 

the skills acquired during treatment to real life situations).  

1.4.6 Drug Court Clients/Legally Mandated Clients 

Almost 20% (19.4%, N = 68) of the total sample in this study (N = 350) 

consisted of clients who were referred to TC treatment by the courts.  Of those, 68 
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legally mandated clients, 33 were drug court clients (i.e., 9.4% of the total sample).  

Drug Court clients’ treatment program differs from that of other TC clients in that Drug 

Court clients’ progress is monitored by the treatment provider as well as the Drug 

Courts. This involves frequent status hearings and Drug Court responses to clients’ 

compliance/non-compliance (i.e., sanctions and rewards). In light of this difference, the 

present study statistically controlled for this condition by creating a dichotomous 

variable that reflected whether or not an individual entered treatment as a result of a 

Drug Court order. The study also statistically controlled for individuals who entered 

treatment as a result of a legal mandate, including Drug Court clients, by creating a 

dichotomous variable that indicated whether a substance user had entered treatment due 

to a legal mandate or not.  

1.4.7 Research Outline 

The goals of the present research were addressed by two sequential studies. 

Study 1 involved the construction and testing of a measure of perceived coercion to 

enter drug and alcohol treatment. Study 2 tested Vallerand’s (1997) Hierarchical Model 

of Intrinsic and Extrinsic Motivation (HMIEM) at the contextual level, the Theory of 

Planned Behaviour (TPB) model, and a model that incorporated the HMIEM and TPB. 

Based on previous research, it was anticipated that a number of clear relationships 

would emerge. Specifically, it was hypothesized that: 

1) Clients who report higher perceptions of coercion to enter treatment (in 

particular external sources of coercion) at treatment admission will be less 

autonomously motivated for being in drug treatment than clients who report 

lower perceptions of coercion. 

2) Clients who perceive their environment (i.e., therapeutic community staff 

and their family) as more autonomy supportive at treatment admission will 

report being more autonomously motivated with regard to being in drug 

treatment.  

3) The relationship of perceived coercion to enter drug treatment and 

autonomy support with autonomous motivation will be mediated by the 

three indicators of need satisfaction (i.e., Perceived Relatedness, Perceived 

Autonomy, and Perceived Competence/Control).  

4) Clients who report stronger autonomous reasons for being in drug treatment 

at treatment entry and 2 months into the treatment will remain in treatment 

longer.  

  



 Substance Abuse Treatment 46

5) Time in treatment was predicted to be negatively related to Severity of 

Dependence, and positively related to Wellbeing, Drug Taking Confidence, 

and Perceived Training Transfer.    

The study also explored Hypotheses 1 to 4 in relation to less self-determined 

forms of motivation (i.e., Introjected and External Motivation, and Amotivation), which, 

according to SDT, were anticipated to be related to less favourable treatment outcomes. 

The study was also designed to investigate the direct relationships of the 

different motivational types with Intentions to remain in treatment, Treatment 

Engagement, Time in Treatment, and treatment outcome variables. With regard to the 

indirect effects of motivation, the study explored the extent to which the relationship 

between the various motivational types and treatment outcomes was mediated by 

Intentions, Treatment Engagement, and Time in Treatment. It was also tested whether 

the predictors of TPB (i.e., Attitude, Subjective Norm, and Perceived 

Competence/Control) would mediate the relationship between motivation and Intention.  
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CHAPTER 2:  
DEVELOPMENT AND VALIDATION OF THE PERCEIVED COERCION 

QUESTIONNAIRE 

2.1 Introduction 

Coerced drug and alcohol treatment has been one of the most fiercely debated 

issues in the addiction field (Wild et al., 1998). The critical question underlying this 

debate is whether coerced treatment is effective. Numerous studies have concluded that 

legal pressure represents a strong and effective external motivator in terms of treatment 

entry, retention and treatment outcomes. However, increasingly, researchers have 

started to question the value of coercion after examining the research base and revealing 

a mixed and inconclusive pattern of results that appears to be due to a number of 

methodological and conceptual problems.  

One of the most serious concerns involves the assumption made by most 

researchers that clients who are referred to treatment by the legal system are coerced 

and entering treatment against their will, while the remaining individuals are seen as 

“voluntary” clients. As a result of this assumption, the majority of researchers have 

conducted studies that compare legally mandated and so called “voluntary” clients in 

terms of various treatment outcome indicators. Distinguishing clients in such an 

oversimplistic manner ignores the complexity of the coercion construct (Young, 2002) 

and has failed to consider that individuals with drug and alcohol problems are typically 

subjected to a broad array of pressures to enter treatment that are not necessarily of a 

legal nature, including pressure from family, friends, and/or employers (Wild et al., 

2002).  Besides, by assuming that coercion and referral source (i.e., a legal mandate 

from the criminal justice system) are interchangeable concepts, researchers have 

ignored the influence of individuals’ perceptions of coercion (Wild et al., 1998; Wild et 

al., 2002). Evidence suggests that there is no guarantee that legally mandated clients feel 

coerced into treatment, while those who are self-referred do not (see Marlowe et al., 

1996; Maxwell, 2000; Wild et al., 1998). These results underscore the need to examine 

different sources of pressure and their effect on substance abusers’ perceptions of 

coercion to enter treatment (Wild et al., 1998), leading to a related problem, which 

involves the lack of an appropriate instrument that reliably assesses the perceived 

coercion construct.    
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2.2 Critique of Existing Coercion Scales 

The limited research that has explored individuals’ perceptions of coercion to 

enter drug/alcohol treatment has been impeded by the lack of well-designed and 

comprehensive instruments to assess this construct. There are limited measures to assess 

coercion to enter treatment, particularly in relation to seeking treatment for substance 

abuse. Measures employed so far include the five-item true/false subscale of the 15-item 

MacArthur Admission Experience Interview (Gardner et al., 1993), which was 

originally designed to assess psychiatric patients’ global perceptions of their involuntary 

hospitalisation. The scale has been found to be a psychometrically sound measure of 

patients’ perceptions of coercion in hospital admission (Hiday, Swartz, Swanson, & 

Wagner, 1997; Nicholson, Ekenstam, & Norwood, 1996). However, being a global 

measure of coercion, the scale fails to distinguish among different sources of treatment 

entry pressures that clients typically experience. Moreover, being specifically designed 

for psychiatric patients within a hospital setting, the scale may not be suitable to assess 

perceptions of pressures to enter drug/alcohol treatment among substance abusers.  

Polcin and Weisner (1999) developed a measure of patient-perceived coercion 

that asks clients to rate whether any of 14 targets (e.g., mother, father, friends and the 

police) had given them an ultimatum to enter treatment. While the scale distinguishes 

between different sources of pressure, the instrument is limited in that it assesses levels 

of coercion as a count (Yes/No answer) of participants’ responses to the various targets. 

A target is seen as a source of coercion without considering the extent and severity of 

the coercive force, thereby assuming that each positively identified target exerts the 

same or similar coercive influence.  

The Circumstances, Motivation, Readiness and Suitability Scale (De Leon et al., 

1994) measures conditions that influence individuals to enter substance abuse treatment 

including legal, familial, and financial pressures. However, the scale fails to score the 

different sources of pressure separately, and presents a limited range of perceived 

treatment entry pressures to which substance abusers are typically subjected (Marlowe 

et al., 1996).  

Young and Belenko (2002) developed the Perception of Legal Pressure 

Questionnaire, which assesses the extent to which drug court clients feel pressured to 

enter treatment. Although a comprehensive instrument, the questionnaire is specific to 

drug court clients and, with the exception of family members and friends, focuses on 

assessing various legal pressures that play a part in clients entering treatment. Moreover, 
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the scale fails to score legal pressures separately from those coming from family and 

friends.  

Anglin and colleagues (1989) developed an index of legal coercion to test 

whether substance users who entered treatment because of legal coercion could be 

differentiated from those who entered for other reasons. The index is created from three 

variables on which clients indicate (a) their legal status at admission (i.e., whether the 

client is on probation or parole), (b) if criminal justice authorities are monitoring results 

from urine drug tests, and (c) if legal causes are a primary or secondary reason for 

entering treatment. This information is used to divide clients into high (yes on all three 

variables), moderate (yes on legal status and possibly either, but not both, urine testing 

or perceived coercion), and low legal coercion groups (no legal status or urine testing, 

but either yes or no on perceived coercion). Of particular concern is the “low legal 

coercion” category that combines individuals who have no legal involvement with those 

who have little legal involvement, thereby suggesting that they are the same. Moreover, 

the instrument cannot be used to explore extra-legal sources of pressure that may have 

contributed to substance abusers entering treatment.  

Studies by Marlowe and colleagues (1996, 2001a, 2001b) represent the most 

comprehensive attempt thus far to assess substance abusers’ perceptions of coercion 

into treatment. These authors used client interviews to create multidimensional profiles 

of participants’ perceived treatment entry pressures that originated from psychological, 

financial, social, familial, medical, and legal domains. Within each of these domains, 

treatment entry pressures were categorised in terms of (a) their positive and negative 

consequences and contingencies, and (b) whether or not another person or entity is seen 

as being in control of the consequences and contingencies. This approach to the study of 

coercion allows comparisons of clients based on multiple dimensions, thereby providing 

greater predictive utility relating to subsequent performance in substance abuse 

treatment. However, a concern relating to the reliance on interview data concerns the 

possibility that substance abusers may have difficulty remembering, identifying or 

verbalising the factors that contributed to their treatment entry. Moreover, this approach 

is limited to assessing the prevalence of different coercive sources.  Finally, the 

approach is time-consuming, cumbersome and expensive, requiring a number of 

researchers to conduct interviews and establish inter-rater reliability estimates. 

2.3 Aims of the Present Study 

The above review of existing coercion scales highlights the need for a 
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comprehensive and easily administered measure of substance abusers’ perceptions of 

coercion into drug/alcohol treatment. There are further reasons that warrant the 

development of such a scale. First, valid, reliable and easily administered measurement 

of the effects of coercion can assist practitioners and researchers (a) to more fully 

understand the role that coercion plays among substance abusers seeking treatment, (b) 

to clarify why many individuals prematurely terminate, in particular residential 

treatment programs, while others complete the entire therapeutic regime, and (c) to help 

explain and predict treatment outcomes among substance abusers more accurately.  

Second, no theoretical explanation has been provided thus far to account for the role and 

effects of coercion in a drug/alcohol treatment context. The development of a reliable 

instrument to measure the coercion construct will allow researchers to test theories that 

explore and explain the role and effects of coercion in drug and alcohol treatment. 

Finally, a standardised and easily accessible measure employed by future research will 

allow reliable comparisons of results across studies.  

Specifically, the present study involved the development and validation of a 

comprehensive, easily administered and reasonably short measure of substance abusers’ 

perceptions of coercion to enter drug/alcohol treatment arising from a number of 

different sources. It was anticipated that the final instrument, named the Perceived 

Coercion Questionnaire (PCQ), would consist of a manageable number of items for 

each content domain. For the purpose of this study, perceived coercion was defined as 

an individual’s perception of being pressured to enter drug/alcohol treatment arising 

from sources that are external and internal to the person. Standard psychometric 

procedures for scale development were used, as recommended by Hinkin (1998). The 

project consisted of three distinct phases, with the first informing the second. Phase 1 

consisted of the generation of questionnaire items. Due to the complexity of the 

coercion construct and the lack of clearly identifiable dimensions, an exploratory 

approach was chosen to facilitate this process, involving the use of focus groups. Phase 

2 was designed to refine the instrument and to establish the psychometric properties and 

factor structure of the scale. Thus, in Phase 2, the questionnaire was administered to a 

sample of 155 drug/alcohol users undergoing treatment at four therapeutic communities 

(TCs). An item analysis, an exploratory factor analysis, and an examination of the 

reliability estimates were conducted to identify the best items to be retained for use in 

the final instrument and to explore the factor structure of the scale. The concurrent 

validity of the measure was established by correlating it with an existing measure of 

coercion. In Phase 3, the factor structure of the scale was confirmed by conducting a 
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Confirmatory Factor Analysis on the data collected from a separate sample of 310 

substance users entering treatment within a TC setting. Finally, the divergent validity of 

the scale was established by correlating it with measures that are unrelated to the 

coercion construct.  

2.4 Phase 1 – Focus Groups  

2.4.1 Method 

In order to understand the sources and perceptions of pressures that contribute to 

substance users entering treatment, it was important to explore these factors from within 

an individual’s subculture. Qualitative data collection methods, in this case the use of 

focus groups, facilitated this goal, allowing individuals to speak in their own words and 

describe their own realities. All individuals who volunteered provided written consent 

for their participation (see Appendix 1 for Information Sheet and Consent Form). 

2.4.1.1 Participants 

Substance abusers who had recently entered residential treatment in a TC setting 

were recruited during a community meeting through an announcement made by the 

Clinical Director, asking for volunteers to participate in this project. To be eligible, 

participants were required to be 18 years of age. As residential clients are sometimes 

under temporary physical and mental duress due to detoxification regimes, participants 

were screened for psychological distress by trained staff. Only those clients deemed fit 

were allowed to take part in the project. As a result, fourteen volunteers were recruited 

and divided into two focus groups. Participants (9 males and 5 females) were between 

20 and 27 years of age, with a mean age of 23.5 years. Volunteers did not receive any 

payment for their participation, but were offered cake and coffee as a sign of 

appreciation for their support.  

2.4.1.2 Procedure 

Each focus group began with an explanation of the aim of the research. The 

moderator (i.e., the doctoral student) emphasised that participation was voluntary and 

would not be used for treatment purposes. Participants were also advised that the 

information provided was strictly confidential and not to be discussed with anybody 

who had not taken part in the focus group. In order to trigger participants’ memories and 

thoughts about the pressures that contributed to their entry into drug/alcohol treatment, 

  



 Substance Abuse Treatment 52

participants were asked to respond to seven statements by marking a tick beside the 

appropriate responses. Sample statements included, “I entered this therapeutic 

community because: (a) I felt forced by my family, (b) of an ultimatum from the legal 

system, and (c) I’m broke and don’t know where else to go”. Participants were then 

asked to identify the feelings they associated with their reasons for entering treatment 

by selecting responses from a list of adjectives. Sample statements included: “When I 

think about the reasons that contributed to my entry into this therapeutic community, I 

feel: (a) angry, (b) hopeful, (c) rebellious”. Following the completion of this warm-up 

exercise, the focus group discussion commenced. Participants were requested to discuss 

and describe the different pressures they experienced that contributed to their entry into 

treatment and the people and their actions that played a part in this process. 

Interventions by the moderator were infrequent, with each session lasting approximately 

1.5 hours. The sessions were tape-recorded and transcribed verbatim.  

2.4.2 Focus Group Results 

Participants typically reported a multitude of factors and people that contributed 

to their entry into treatment. A content analysis of the interview data revealed a number 

of distinct external sources of pressure deriving from (a) family members, (b) the legal 

system, (c) work, (d) the financial domain, and (e) the area of health. Results also 

showed that (f) clients themselves presented a source of pressure. Thus, overall findings 

from the focus groups revealed six distinct sources of pressure that clients typically 

perceived as contributing to their entry into drug/alcohol treatment. Refer to Appendix 

2, Table 1, for focus group quotes that exemplify each of the six domains. 

2.4.3 Item Generation 

The goal was to produce a scale that tapped the six identified domains, with each 

category consisting of five questions, resulting in a final 30-item instrument. Hinken 

(1998) has suggested that four to six items per construct are appropriate. To achieve this 

goal, an excess of questionnaire items (48 items in total) was developed for each of the 

six content domains. Items addressed a single issue, they were written in simple 

language, and worded positively in order to prevent potential psychometric problems 

with negatively worded items. Moreover, care was taken to avoid double-barrelled 

items that reflected more than one question. A response format from 1 (strongly 

disagree) to 5 (strongly agree) was employed to ensure consistency across items, 
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minimise time required to complete the questionnaire, and assure adequate variance and 

scale reliabilities (Lissitz & Green, 1975). 

2.4.4 Content Validity 

To ensure that the items reflected the constructs under investigation, the 

subscales were reviewed by two accomplished researchers in the drug and alcohol field 

who hold doctoral degrees, a clinical psychologist and the director of a residential drug 

and alcohol treatment facility. Another step taken to support the content validity of the 

questionnaire involved the administration of the scale to a small number of individuals 

in the community, including recovering substance users. Valuable feedback was 

obtained, resulting in further simplification of the wording of some of the questionnaire 

items. The final pilot questionnaire consisted of 48 items, belonging to six subscales 

(see Appendix 3, Table 2, for the 48-item pilot scale). 

2.5 Phase 2 – Reduction and Validation of the Perceived Coercion 

Questionnaire 

The purpose of Phase 2 was to reduce the number of items of the PCQ to 

approximately five items per subscale, to establish the reliability of the subscales and 

the overall scale, and to test and validate the factor structure of the instrument.  

2.5.1 Method 

2.5.1.1 Participants 

The Phase 2 sample, after removal of one outlier, consisted of 158 drug/alcohol 

users from four TCs in southeast Queensland (Australia) who volunteered to take part in 

the study. To be eligible, participants were required to be 18 years of age. Participants 

were screened for psychological distress by trained staff and only those clients deemed 

fit were allowed to take part in the project. Participants were between 18 and 63 years of 

age (M = 31.25; SD = 9.32). Thirty-one of the participants were alcohol dependent 

(19.6%), 63 were drug users (39.9%), and 64 (40.5%) were in treatment for both drug 

and alcohol problems. One hundred and fourteen of the participants were male (72.2%) 

and 44 were female (27.8%), which is consistent with the gender make up of substance 

abusing clients in TC settings.  
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2.5.1.2 Material 

The pilot questionnaire consisted of the 48-item PCQ and demographic 

questions relating to participants’ age, gender, and substance of choice (i.e., drugs, 

alcohol or both). In order to establish the concurrent validity of the scale, clients were 

also asked to complete a self-report measure of a related construct, the five-item 

MacArthur Perceived Coercion Scale (Gardner et al., 1993). This instrument is designed 

to assess patients’ experience of lack of control, choice, influence, and freedom in 

hospital admission, employing a true/false response format. A summation of the five 

items yields possible scores between 0 and 5. The scale has been found to have high 

internal consistency, as indicated by a Cronbach’s alpha of .86 (Gardner et al., 1993; 

Hiday et al., 1997), and acceptable re-test stability (Cascardi, Poythress, & Ritterband, 

1997).  

2.5.1.3 Procedure 

Procedures were identical at all four TCs. The Director of each TC introduced 

the moderator (i.e., the doctoral student) who then explained the requirements and 

procedures of the research project. Clients who decided to volunteer were given a copy 

of the questionnaire and asked to answer all items as honestly as possible without 

discussing their answers with other participants. As a sign of appreciation for their 

participation, participants received a small chocolate on completion of the survey.  

2.5.2 Results 

Participant responses were analysed using the SPSS (Statistical Package for the 

Social Sciences) Windows program (Version 11). Data were investigated for data entry 

errors and missing values. The examination of the residual scatterplot and the normal 

plot of the regression standardised residuals revealed that the assumptions of linearity 

and normality were met. An investigation of the Mahalanobis distance values indicated 

that there was one multivariate outlier, which was removed from the data set, resulting 

in a sample size of 158 participants. Items for each of the six categories of the PCQ 

were summed to obtain a total score for each of the dimensions as well as an overall 

perceived coercion score. A series of analyses of variance (ANOVAs) revealed no 

significant differences in coercion scores between the four TCs. See Table 3 for means 

and standard deviation scores of the continuous measures.  
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Table 3 
Means and standard deviation scores of Phase 2 data for Perceived Coercion 
Questionnaire (PCQ) subscales, the Total PCQ score, and the MacArthur Perceived 
Coercion Scale (N = 158).  

Variable Name Mean SD 
Self subscale  21.50 3.35 
Family subscale 16.11 5.96 
Legal subscale 11.72 6.65 
Finance subscale 14.34 5.86 
Health subscale 18.46 4.67 
Work subscale 12.91 5.70 
Total PCQ Score 95.05 20.60 
MacArthur Perceived Coercion Scale 1.03 1.31 

2.5.3 Item Reduction 

There is controversy in the literature as to the number of items required for a 

scale to be reliable, with some researchers indicating the need for as many as ten items 

(Kline, 2000), while others argue that three items are sufficient (Cook, Hepworth, & 

Warr, 1981). As the addition of items beyond a critical point has been found to have 

progressively less impact on the psychometric properties of a scale (Carmines & Zeller, 

1979), and given the typically short attention span and concentration difficulties of 

substance abusers at treatment entry, it was decided to keep the scale as short as 

possible. Moreover, a long and complex instrument is impractical for community-based 

treatment providers due to the length of time and specialised skills required to 

administer such a scale (Franken & Hendriks, 2001). Following Hinkins (1998) who 

suggested that four to six items are appropriate, it was decided that each subscale would 

consist of five items. In accordance with Kline (2000), an item analysis was conducted 

first, followed by an exploratory factor analysis. In addition, the distribution of each 

item was explored, favouring items exhibiting a normal or rectangular shaped 

distribution (Clark & Watson, 1995).  

2.5.4 Item Analysis 

Items belonging to each of the subscales were explored separately. Three criteria 

were used to eliminate items from each category. First, items were required to reveal 

acceptable inter-item correlations, with correlations ranging from .25 but remaining 

below a score of .80 (Nunnally & Bernstein, 1994). Second, an item was considered to 

have an acceptable level of internal consistency if its corrected item-total correlation 
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(i.e., the correlation between the response of a particular item and the sum of the 

response to all other items) was equal to or greater than .32 (Hair, Anderson, Tatham, & 

Black, 1998). Finally, an item was deleted if the inclusion of that item resulted in a 

lowering of Cronbach’s alpha (Walsh & Betz, 1985). As a result of the inter-item 

analysis for each of the subscales, six items were removed from the Self subscale, three 

from the Family, and two from the Health subscale. As the goal was to produce a scale 

consisting of five items per subscale, further items, those with the lowest item-total 

correlation, were removed. As a result, four further items were removed from the 

Family scale, one from the Legal scale, and two from the Work scale. The remaining 

items represented sufficient coverage of the constructs. See Table 4 (this chapter) for 

Cronbach’s alpha coefficients of the six five-item subscales and the total 30-item scale.  

2.5.5 Factor Analysis 

In line with Kline (2000), the remaining 30 items were subjected to a Principle 

Axis Factor Analysis. As the factors were expected to be correlated, an oblique (direct 

oblimin) rotation was conducted (Hair et al., 1998). The assumptions of sphericity and 

sampling adequacy were met (Bartlett’s test of sphericity, Chi-Square (435) = 2398.346, 

p < .001; Kaiser-Meyer-Olkin measure of sampling adequacy = .82). The solution 

revealed seven factors with Eigenvalues ranging from 7.46 to 1.08, explaining 66.18 

percent of the variance. With the exception of the Health scale, which loaded on two 

factors, the items of the remaining five subscales loaded on each of their respective 

factors. As inspection of the scree plot suggested that a six-factor solution would be 

most appropriate. The analysis was restricted to six factors, resulting in a final solution 

that consisted of eigenvalues ranging from 7.46 to 1.47, and explaining 62.58 percent of 

the variance.  All items loaded on their respective factors. Eigenvalues, percentages of 

variance explained, and Cronbach’s alpha values are presented in Table 4 (this chapter).  

Given that items from the Health scale initially loaded on two factors, it was 

decided to create an additional two health-related questionnaire items from information 

gathered in the focus groups, in an attempt to refine and improve the internal 

consistency and factor structure of the Health subscale and thereby the overall scale. 

This procedure resulted in a 32-item instrument (i.e., five items for the Self, Family, 

Legal, Work, and Finance subscales and seven items for the Health subscale) for use in 

Phase 3. 
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Table 4 
Eigenvalues, percentages of variance explained, Cronbach alphas, and the inter-factor correlations of the six subscales, the Total Perceived Coercion 
Questionnaire, the Mac Arthur Perceived Coercion Scale, and age for Phase 2 (N = 158). 

Correlations 
Factor Eigenvalue Variance 

Explained Alpha 
1 2 3 4 5 6 7 8 9 

1. Finance  7.46 24.86 .84 - .34** .40** .15 .49** .34** .75** .21** -.08 

2. Legal 3.79 12.64 .88  - .26** -.09 .32** .12 .59** .49** -.21** 

3. Family 2.38 7.95 .85   - .15 .27** .41** .68** .20* -.13 

4. Self 2.04 6.80 .74    - .13 .41** .35** -.19* .21* 

5. Work 1.61 5.38 .84     - .33** .69** .20* -.11 

6. Health 1.47 4.92 .77      - .64** .11 -.04 

7. Total PCQ - 62.58 .89       - .32** -.19 

8. MacArthur -  .67        - -.14 

9.  Age - -            
 * Correlation is significant at the p < .05 level   ** Correlation is significant at the p < .01 level           
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2.5.6 Dimensionality of the Coercion Construct 

Correlational analysis was used to examine the associations among the 

dimensions of the PCQ (inter-factor correlations for each subscale and the total scale are 

presented in Table 4). The Family, Work, Finance, and Health dimensions were found 

to be moderately positively correlated with one another (Pearson’s r ranging from .26 to 

.49, p < .01), and all six domains were moderately positively correlated to the Total 

coercion score (Pearson’s r ranging from .35 to .75, p < .01). No significant relationship 

was found between the health and the legal dimension, again indicating more 

independence between these two subscales. The Self subscale did not correlate 

significantly with any of the other subscales, with the exception of the Health subscale 

(r = .41; p < 0.01). These results suggest that the Self subscale, which was designed to 

assess pressures that originate from within the individual, may be measuring a more 

independent construct (Kadish, Glaser, Calhoun, & Ginter, 2001).  

2.5.7 Convergent Validity 

In an attempt to provide further evidence for the construct validity of the PCQ, 

its convergent validity was investigated using the multitrait-monomethod approach 

(Hinkin, 1998). This is based on the assumption that measures of the same trait or 

construct will be significantly correlated even if they are assessed using the same 

research method (i.e., self-report). For this purpose, the PCQ was correlated with an 

instrument of a theoretically similar construct, the MacArthur Perceived Coercion Scale, 

which has been found to be a reliable and valid measure of perceptions of coercion into 

hospital admission among psychiatric patients. Results of the testing showed that the 

MacArthur Perceived Coercion Scale was significantly correlated with the Total PCQ (r 

= .32, p < .01) and correlated in the expected direction with all six subscales. These 

findings indicate an overlap between the two scales and provide support for the 

construct validity of the PCQ (see Table 4 this chapter).  

2.5.8 Influence of Demographic Variables 

Construct validity was further supported by testing for associations with 

demographic variables. For gender, results of a series of t-tests showed that men (M = 

12.79) experienced significantly more pressure than women (M = 8.93) to enter 

treatment resulting from legal sources, t(156) = 3.38, p < .001. This finding is in line 

with research showing that males constitute the vast majority of criminal offenders and 
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are therefore more likely to experience legal pressures (Collier, 1998; Kokkevi, Liappas, 

Boukouvala, Alevizou, Anastassopoulou, & Stafanis, 1993). Similarly to a study by 

Marlowe and colleagues (2001b), men (M = 15.05) in the present sample reported 

experiencing higher levels of financial pressures that contributed to their decision to 

seek treatment compared to women (M = 12.50), t(156) = 2.49, p = .014. Finally, men 

(M = 13.66) also reported more work-related pressures than women (M = 10.95), t(156) 

= 2.73, p = .007. This finding is in line with research showing that men hold work roles 

more strongly than women (Lee & Owens, 2002).  

For age, results revealed a significant negative relationship between age and 

legal pressure (r = -.24; p < .01), and family pressure (r = -.17; p < .05), indicating that 

perceptions of legal and family pressure decrease with age. Moreover, a weak and 

positive relationship was found between age and internal pressure (r = .21; p < .05), 

suggesting that as substance abusers grow older they experience increasing internal 

pressure to seek treatment for their addiction. While substance abusers may desensitise 

over time to the pressures placed on them by their families and the legal system, 

evidence suggests that substance users grow tired of the addicted lifestyle, as a result of 

more internal factors including health and financial problems making them more 

amenable to treatment (Saxon, Wells, Fleming, Jackson, & Calsyn, 1996).  

Finally, a series of ANOVAs was conducted to test for differences in responses 

relating to clients’ drug of choice, distinguishing between individuals who were alcohol 

dependent, illegal drug users and those who abused both illegal drugs and alcohol. 

While no differences were found relating to pressures from clients’ family, work, and 

the financial domain, individuals who abused both drugs and alcohol (M = 20.04) were 

significantly more likely to experience health-related pressures compared to those who 

abused drugs alone (M = 17.69), F(2,155) = 7.05, p = .011, and those who used alcohol 

alone (M = 16.77), F(2,155) = 7.05, p = .003. Individuals who abused both drugs and 

alcohol (M = 22.30) were also significantly more likely to experience pressure from self 

than those who abused drugs (M = 20.53), F(2,155) = 4.74, p = .008. Moreover, 

compared to individuals who were alcohol dependent (M = 8.12), drug users (M = 

12.95), F(2,155) = 6.18, p = .002, and those abusing both drugs and alcohol (M = 

12.25), F(2,155) = 6.18, p = .011, were significantly more likely to experience legal 

pressure to enter treatment.  
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2.6 Phase 3 - Confirmatory Factor Analysis 

Phase 1 and Phase 2 resulted in the development of a 32-item instrument that 

consisted of six subscales. All subscales consisted of five items each, with two extra 

items created for the Health subscale. The purpose of Phase 3 was threefold. The first 

goal was to refine the health dimension of the PCQ by identifying the most suitable 

items to be retained for use in the final instrument. The second goal was to confirm the 

factor structure in Phase 2 by conducting a confirmatory factor analysis, using a second 

sample of participants. Third, the divergent validity of the scale was to be investigated.  

2.6.1 Method 

2.6.1.1 Participants 

A new sample of 363 drug and alcohol abusers from six TCs in Queensland (4), 

New South Wales (1), and Victoria (1) volunteered to take part in the study. These data 

were collected along with data for the main study (see Chapter 3). To be eligible, 

participants were required to be 18 years of age. Participants were screened for 

psychological distress by trained staff and only those clients deemed fit were allowed to 

take part in the project. After removal of one multivariate outlier, the final sample 

consisted of 362 individuals. Participants were between 18 and 65 years of age, with a 

mean age of 31.35 years (SD = 8.87). Two hundred and fifty-eight (71.3%) of the 

participants were male and 104 (28.7%) were female. Fifty-eight (16%) individuals 

were alcohol dependent, 183 (50.6%) were illicit drug users, and 121 (33.4%) abused 

both illicit drugs and alcohol.  

2.6.1.2 Material 

Participants were asked to complete the 32-item PCQ. To establish the divergent 

validity of the scale, participants were also asked to complete the 8-item Spiritual 

Transcendence Index (Seidlitz, Abernethy, Duberstein, Evinger, Chang, & Lewis, 

2002), which was considered to be unrelated to the coercion construct. It has 

demonstrated satisfactory psychometric properties across a number of samples and 

studies (Seidlitz et al., 2002).  

2.6.1.3 Procedure 

Procedures were identical for all six TCs. On a fortnightly basis, an 

announcement was made by a staff member of the TC for all new admissions to gather 

in a designated room. The moderator (i.e., the doctoral student, in the case of the 
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Victorian TC a staff member) introduced the study to the TC clients. Individuals who 

volunteered to participate in the research were asked to read and sign a consent form, 

while those who decided not to take part were asked to leave the room. The volunteers 

were handed a copy of the questionnaire, and asked to answer all questions as honestly 

as possible and without discussing their answers with other participants, while 

completing the paper. As a sign of appreciation for their participation, clients received a 

small chocolate while completing the survey.  

2.6.2 Results 

There was no indication that the data departed from multivariate normality, 

linearity, or homoscedasticity. Calculation of Mahalanobis distance scores revealed one 

multivariate outlier, which was removed from the analysis, resulting in a sample size of 

362 participants. A series of ANOVAs found no significant differences in coercion 

scores (i.e., scores of the subscales and Total scale) among participants from the six 

different TCs, allowing for the data to be analysed as a whole. For descriptive data see 

Table 5.  

 

Table 5 
Means and standard deviation scores of Phase 3 data for continuous demographic 
variables, Perceived Coercion Questionnaire scores, and the Spirituality 
Transcendence Index (N = 362). 

Name of Variable Mean SD 
Self subscale 16.92 2.77 
Family subscale 18.04 5.60 
Legal subscale 10.71 6.18 
Finance subscale 14.28 5.54 
Health subscale 17.78 4.46 
Work subscale 12.37 5.50 
Total PCQ  90.13 18.53 
Spirituality Transcendence Index 27.45 8.99 

 

2.6.3 Confirmatory Factor Analysis 

A CFA was conducted to facilitate the identification of the five best items of the 

seven-item Health subscale and to provide further evidence for the six-factor model of 

the PCQ, using the AMOS statistical package.  

To achieve these goals, a number of indices were used to assess the goodness of 

fit of the PCQ. First, fit was assessed using the chi-square statistic. This statistic is a 

function of the difference between the model examined and a saturated model (with a 
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perfect fit) consisting of all possible sources of variance and covariance among the 

variables. However, since the chi-square statistic is sensitive to sample size (the larger 

the number of participants, the higher the chi-square value), the value is usually inflated 

(Jöreskog & Sorbom, 1989). Given this problematic aspect, an increasing number of 

researchers recommend that the chi-square statistic be used with caution (Medsker, 

Williams, & Holahan, 1994). Carmines and McIver (1981), for example, suggest that a 

chi-square two to three times larger than the degrees of freedom is acceptable. Other 

goodness of fit indices reported are: (a) the Normal Fit Index (NFI, Bentler & Bonnett, 

1980), (b) the Incremental Fit Index (IFI, Hair et al., 1998), (c) the Tucker-Lewis Index 

(TLI, Tucker & Lewis, 1973), (d) the Comparative Fit Index (CFI; Bentler, 1990), (e) 

the Root Mean Square Error of Approximation (RMSEA; Steiger, 1990), (f) and the 

Probability of Close Fit Index (PCLOSE, Browne & Cudeck, 1993). Estimates for the 

NFI, IFI, TLI, and CFI range from 0 to 1, with values of .9 or above indicating 

acceptable values of fit (Byrne, 2001). The RMSEA index has a lower bound of 0 with 

values less than .08 indicating an acceptable error of approximation and values of less 

than .05 indicating a close fit of the model (Browne & Cudeck, 1993). Finally, the 

PCLOSE value indicates that the RMSEA is “good” in the population, with a 

probability of p > .50 suggesting a good fit of the model (Byrne, 2001).  

The measurement model consisted of six latent variables, each with five 

observed indicators except for the Health subscale which consisted of seven observed 

indicators. The six latent constructs were allowed to freely covary. The chi-square value 

of the initial measurement model did not reach statistical non-significance, χ2(449) = 

996.81, p < .001. However, with a ratio of chi-square to degrees of freedom of 2.22, the 

result was acceptable (Carmines & McIver, 1981). To identify the five best items of the 

seven-item health scale, the standardised regression weights for the subscale were 

explored. The two items with the lowest factor loadings, which were two of the original 

and not the newly created items, were removed from the analysis, resulting in a 

significant improvement in model fit, χ2(29) = 49.28, p < .001. Further exploration of 

the standardized regression weights revealed a low factor loading for one item of the 

Self subcale (.21), which was consequently removed from the analysis, producing a 

further significant improvement in the fit of the model, χ2(28) = 63.77, p < .001. Factor 

loadings for the Family, Legal, Finance, and Work dimensions were satisfactory, 

resulting in a 29-item instrument (5 items each for the Family, Health, Legal, Work, and 

Finance dimensions and four items for the Self subscale).  
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Modification indices were examined for possible improvement to the fit of the 

hypothesised factor structure of the PCQ. As a result, correlations between five pairs of 

measured-variable residuals were added to the model. In line with Byrne (2001), 

modifications were made one at a time, evaluating the resultant fit and modification 

indices at each step. The chi-square difference test revealed that the improvement in fit 

was significant, χ2(6) = 179.46, p < .001. The NFI, IFI, TLI, and CFI values for the final 

measurement model indicated a satisfactory fit for the six-factor structure of the PCQ, 

although statistical significance was reached, χ2 (356) = 566.20, p < .001. In addition, 

an RMSEA value of .04 within a narrow 90 percent confidence interval ranging from 

.034 to .047, and a probability value for the test of closeness of fit equal to .99, 

suggesting that the hypothesised six-factor model was a viable representation of the 

data. In order to provide further evidence for the six-factor structure of the PCQ, the 

model was contrasted with a one-factor model. The results of the one-factor model 

resulted in poor fit indices: χ2 (377) = 3100,433, p = .001, NFI = .35, IFI = .38, TLI = 

.33, CFI = .38, RMSEA = .14, 90% confidence interval ranging from .137 to .146, and a 

probability value for the test of closeness of fit equal to .00. In sum, these fit indices 

suggested that six factors are needed to describe the correlation matrix adequately and 

that the items of the PCQ measure a multidimensional and not a unidimensional 

construct. Subjective indices of fit for the six-factor and the one-factor models are 

reported in Table 6. Refer to Appendix 4, Table 7, for a copy of the 29-item PCQ. 

 

Table 6 
Goodness of fit indices for model of the six-factor Perceived Coercion Questionnaire 
and the one-factor model for Phase 3 data (N = 362). 

Fit Indices 6-Factor Model 1-Factor Model 
df 356 377 
X2 566*** 3100.44*** 
X2/df 1.6 8.2 
NFI .88 .35 
IFI .95 .38 
TLI .94 .33 
CFI .95 .38 
RMSEA .04 .14 
Lower 90% Confidence Interval .034 .137 
Higher 90% Confidence Interval .047 .146 
PCLOSE .995 .00 
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2.6.4 Dimensionality of the PCQ 

With the exception of the Self subscale, correlational analysis of the 29-items of 

the scale yielded a pattern of relationships among the different subscales of the PCQ 

which was consistent with that obtained in Phase 2. The Self subscale correlated 

significantly with all subscales except the Legal subscale. For correlations between 

subscales and Cronbach alpha values for each of the subscales and the total PCQ score, 

refer to Table 10 (this chapter).  

2.6.5 Divergent Validity 

It was expected that the PCQ would show a weak or negligible relationship with 

another, presumably unrelated construct (i.e., a measure of spirituality). A non-

significant correlation between these measures was found (r = .04). Correlations 

between all six of the subscales and the Spirituality Transcendence Index were also non-

significant (r-values ranging between .03 and .10), with the exception of a weak but 

significant relationship between the Self subscale and the spirituality measure (.22). 

Refer to Table 10 (this chapter) for correlations. 

2.6.6 Influence of Demographic Variables  

Consistent with the results obtained in Phase 2, t-tests revealed that men 

experienced significantly more legal, t(360) = 6.7, p < .001, financial, t(360) = 2.20, p = 

.028, and work-related pressures, t(360) = 2.02, p = .04, compared to women. See Table 

8 for mean group differences.  

 

Table 8 
Means associated with significant group differences between male and female 
participants (N = 362) in relation to legal, finance and work coercion at T1, using  
t-tests.  

         Males - M      Females - M 

Legal Coercion 12.01 7.47 

Finance Coercion 14.68 13.27 

Work Coercion 12.74 11.46 

 

Correlational analysis showed age to have a low but significant and negative 

relationship with family, legal, financial, and work-related pressures, indicating that 

with increasing age, perceived pressures from these sources diminish. Finally, a series   

of ANOVAs was conducted to test differences in responses relating to clients’ drug of 

choice, distinguishing between individuals who were alcohol dependent, illegal drug 
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users and those who abused both illegal drugs and alcohol. Individuals who were 

alcohol dependent, compared to illicit drug users, F(2,359) = 17.42, p < .001, and those 

abusing both drugs and alcohol, F(2,359) = 17.42, p = .002, reported significantly less 

legal pressure. Overall, individuals who were alcohol dependent reported significantly 

lower levels of pressure compared to illicit drug users, F(2,359) = 7.50, p < .001, and 

individuals with both drug and alcohol problems, F(2,359) = 7.50, p = .005. See Table 9 

for mean group differences.  

 

Table 9 
Means associated with significant group differences between participants who are 
alcohol dependent, drug dependent and alcohol and drug dependent at T1 in relation to 
legal and total coercion, using ANOVAs. 

 Alcohol Dependent – M Drugs Dependent - M Drugs & Alcohol Dependent - M 

Legal Coercion 6.98 12.18 10.28 

Total Coercion 81.77 92.30 90.85 

 
 
Table 10 
Cronbach’s alphas, inter-factor correlations, and correlations among the subscales and 
the total Perceived Coercion Questionnaire with age and spirituality for Phase 3 data 
(N = 362). 

Factor Alpha 1 2 3 4 5 6 7 

1. Work subscale .84 - .27** .27** .33** .43** .14** .70** 
2. Legal subscale .86  - .23** .08 .26** -.06 .57** 
3. Family subscale .87   - .28** .26** .22** .64** 
4. Health subscale .74    - .32** .29** .59** 
5. Finance subscale .82     - .17** .69** 
6. Self subscale .66      - .36** 
7. Total PCQ .87       - 

Spirituality  -.05 -.06 .10 .09 -.03 .22** .04 
Age  -.12* -.26** -.13* -.01 -.16** .08 -.20** 

* Correlation is significant at the p < .05 level  ** Correlation is significant at the p < .01 level 

2.6.7 Discussion 

Results of Phase 3 yielded a 29-item instrument, consisting of five items for the 

Legal, Family, Work, Finance, and Health subscales and four items for the Self 

subscale. With respect to the reliability and validity of the PCQ, results are encouraging 

for at least three reasons. First, internal consistency of all subscales and the total scale 

was satisfactory, ranging from .74 to .87, with the exception of the Self subscale, which 

yielded a slightly lower but acceptable Cronbach’s alpha value of .66. Second, results 
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from the CFA supported the six-factor structure of the scale, thereby confirming results 

of the preceding exploratory factor analysis. Finally, correlational analysis demonstrated 

that the components of the PCQ are related, indicating that each of the subscales 

represents an aspect of the construct the PCQ is designed to assess. The Self subscale 

showed the lowest, but still significant, inter-factor correlations, suggesting that the Self 

subscale measures a more independent construct.  

2.7 General Discussion 

This study addressed a void in the literature by developing a comprehensive 

multi-dimensional scale that measures substance users’ perceptions of coercion to enter 

treatment resulting from a number of different internal and external sources. Scale 

development followed the procedure outlined by Hinkin (1998): item generation, scale 

development, and scale evaluation. Phase 1 involved item generation and development. 

Phase 2 involved initial item reduction through reliability and exploratory factor 

analysis, and tested the convergent validity of the PCQ. Finally, Phase 3 employed a 

separate sample of new admissions to a number of TCs in an attempt to further refine 

the PCQ and to provide evidence for the factor structure and validity of the scale. 

Results of the three phases revealed a final scale that consisted of six subscales and 29 

items. Support for the reliability of the scale was provided. The measure was also found 

to satisfy convergent and discriminant validity requirements in that the PCQ correlated 

significantly with the MacArthur Perceived Coercion Scale and was not correlated with 

a measure of spirituality, the divergent measure. Future researchers are advised to 

provide further evidence for the validity of the PCQ by correlating the PCQ with other 

measurements of the coercion construct, such as Polcin’s and Weisner’s (1999) coercion 

scale. As argued in this research, factor analysis, the CFA and correlational analyses 

supported the importance of distinguishing between different types of perceived 

coercion as opposed to viewing coercion as a single global construct. Although these 

results indicate that the PCQ is a reliable and valid measure of substance users’ 

perceptions of coercion to enter treatment, the findings should be viewed as preliminary 

in nature. Future research should focus on refining the self-dimension of the PCQ. The 

lower reliability and between-factor correlations when compared to the other subscales 

indicates that the Self subscale measures a related but somewhat distinct construct. 

Given the complexity and multitude of pressures that substance users experience, it is 

reasonable to assume that further sub-categorisation of the Self subscale might result in 
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a more reliable and valid measure of the internal pressures that contribute to drug and 

alcohol users seeking treatment.  

A strong point of the study was that it employed a large sample and that it used 

data from six TCs for the evaluation of the PCQ, thereby enhancing the generalisability 

of the findings and the applicability of the instrument to Australian therapeutic 

communities in general. However, further research needs to be carried out that 

demonstrates the generalisability of the PCQ across different treatment settings, 

including outpatient and methadone clients. Besides, the generalisability and 

applicability of the PCQ to other countries and cultural settings remains to be 

investigated. In addition, the PCQ was developed using residential clients attending 

therapeutic community treatment programs. Given that much drug and alcohol 

treatment takes place in non-residential programs, and that clients undergoing outclient 

treatment tend to suffer from less severe substance abuse problems (Hubbard et al., 

1989), future research needs to determine how well the items on the PCQ reflect 

concerns amongst clients attending non-residential programs.  

The findings from this study demonstrate that drug and alcohol abusers 

experience an array of different pressures, supporting the usefulness of the PCQ for 

differentiating between pressures that are internal and external in nature. The 

development of the PCQ has implications for both theory and practice. The favourable 

psychometric properties of the PCQ, as well as the flexibility allowed through its 

multidimensional structure, make the instrument useful for systematic and theory-driven 

research in drug and alcohol treatment settings, like the present project. For example, 

the PCQ will be helpful in assessing the extent to which individuals feel coerced into 

drug and alcohol treatment, and the effects of these pressures individually, and in 

combination, on factors such as client characteristics (e.g., motivation), treatment 

process (e.g., treatment engagement and retention) and treatment outcome variables 

(e.g., drug use). An additional advantage of the PCQ is that it can be modified to suit a 

range of treatment modalities. Recent studies (see De Leon, Melnick, & Hawke, 2000; 

De Leon et al., 2001) indicate that substance abusers’ perceptions of coercion may 

influence their motivation for treatment, which in turn has been found to influence 

clients’ perseverance with treatment and treatment outcomes. Thus, the PCQ is 

anticipated to provide insight into the relationship between coercion, client- and 

treatment-related variables.  

Besides the realm of research, understanding the coercive forces that contribute 

to clients entering treatment offers valuable insight for improving treatment and 
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individuals’ overall rehabilitation process. The information obtained has potential value 

for addressing multiple purposes to the treatment provider, the legal system, and policy 

makers alike. For therapists, for example, the importance lies in treatment planning and 

the monitoring of clients’ progress. Clients who feel highly pressured by external 

sources to be in treatment could receive interventions that alleviate such pressures, 

thereby possibly increasing intrinsic motivation and willingness to engage in treatment. 

It is therefore anticipated that the PCQ will be a useful instrument for treatment 

providers to implement as part of their regular assessment.  

Understanding the influence that legal as well as extra-legal sources of coercion 

have on clients’ recovery could also be useful in guiding the actions of people in the 

legal system (e.g., judges) when exerting such pressures. Moreover, knowledge of the 

effects of perceived coercion is likely to prove useful for policy makers in the 

development of effective and appropriate social policies concerning drug and alcohol 

treatment. 
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CHAPTER 3:  
MAIN RESULT SECTION – PRELIMINARY ANALYSES AND MODEL 

TESTING USING THE “RAW SCORE APPROACH” 

In this section the methodology of the main study is detailed, followed by a 

description of the preliminary results of the study, including investigations of mean 

differences between research participants from six different therapeutic communities 

(TCs) who took part in this study and between program completers and non-completers. 

The next section provides an overview and justification of why hierarchical multiple 

regression analysis was used to test the usefulness and overall logic of the three 

proposed models in relation to three different cross-sectional and longitudinal 

approaches, the “Raw Score Approach”, the “Change in Outcome Approach”, and the 

“Change/Change Approach”. Next, preliminary analyses are detailed, including the 

inspection and preparation of the data for analysis, the use and reliability of difference 

scores, and investigation of the possibility of a regression to the mean effect. Finally, a 

full description of the results of the “Raw Score Approach” in relation to all three 

proposed models is provided, employing hierarchical multiple regression analysis.  

3.1 Method 

3.1.1 Participants 

Participants were a total of 350 substance users from six TCs in Queensland (4), 

New South Wales (1), and Victoria (1) who volunteered to take part in the study. Over a 

one-year period, all new clients to the therapeutic communities were asked to participate 

in the study. To be eligible, participants were required to be 18 years of age. As TC 

clientele are sometimes under temporary physical and mental duress due to 

detoxification regimes, participants were screened for psychological distress by trained 

TC staff. Those individuals deemed too distressed to complete the assessment were not 

eligible to participate. Across the six TCs, an average of 56.3% of the new admissions 

participated in the study, while 43.7% were found either not eligible or declined 

participation. As expected, due to the traditional gender bias of therapeutic 

communities, the sample consisted of more males than females. Overall, 350 substance 

users took part in the study. Of those 350, 247 were males (70.6%) and 103 were 

females (29.4%), with an average age of 31.4 years (SD = 8.9). Fifty-seven (16.3%) of 

the participants were alcohol dependent, 175 (50%) illicit drug users, and 118 (33.7%) 
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reported abuse of both alcohol and illicit drugs. Respondents who completed the entire 

study received a payment of $20. In addition, participants who attended at least two data 

collection sessions were placed in a draw for a $250 gift voucher from a shop of their 

choice that was drawn at the end of the data collection process in August 2004.  

At Time 2 (i.e., two months into treatment; T2) 158 of the 350 participants had 

terminated treatment, leaving a total sample of 192 substance users who completed the 

T2 assessment. The T2 sample consisted of 142 males (74.0%) and 50 females (26.0%), 

with an average age of 32.2 years (SD = 8.9). Thirty-one (16.1%) of the participants 

were alcohol dependent, 94 (49%) illicit drug users, and 67 (34.9%) were alcohol and 

illicit drug users.  

At Time 3 (i.e., at graduation from the program; T3), another 83 participants had 

discontinued treatment, leaving a total sample of 109 substance users who graduated 

from the program and completed the T3 assessment. The T3 sample consisted of 82 

male (75.2%) and 27 female (24.8%) program graduates, with an average age of 33.2 

years (SD = 9.1). Nineteen (17.4%) of the participants were alcohol dependent, 53 

(48.6%) illicit drug users, and 37 (33.9%) were both alcohol and illicit drug users.  

3.1.2 Measures 

3.1.2.1 Autonomy Support 

The six-item short version of the Health Care Climate Questionnaire (HCCQ, 

Self-Determination Theory Faculty, 2001) was used to assess participants’ perceptions 

of autonomy support from two different sources, that is, participants’ family members 

and staff within the therapeutic community. Sample items included: “My family has 

confidence in my ability to overcome my substance use”, and “Therapeutic community 

staff encourage me to discuss my thoughts and feelings and to ask questions”. Items 

were scored using a five-point Likert Scale (1 = not true at all; 5 = completely true). 

The HCCQ has been validated in numerous studies and has been shown to have 

excellent internal reliability, as indicated by Cronbach’s alpha values of virtually always 

above .90 across different domains (Williams et al., 1999; Kasser & Ryan, 1999; 

Williams et al., 1998a, 1998b). Principle Axis Factor Analyses (PAFA) of the two 

scales confirmed the one-factor structure of each of the scales. See Table 9 (Appendix 

5), for results of the PAFA. The internal reliability coefficient of the HCCQ at T1 was 

.87 for both the family and staff domains. At T2, coefficients were .88 for the staff 

domain and .91 for the family domain.       
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3.1.2.2 Perceived Coercion 

The 29-item Perceived Coercion Questionnaire (PCQ) was employed to assess 

respondents’ perceptions of coercion that contributed to their decision to enter into the 

therapeutic community program. The PCQ consists of six subscales reflecting pressures 

arising from the substance users themselves, their family, the legal domain, individuals’ 

health, financial situation and work environment. Each subscale consisted of five items, 

with the exception of the Self scale that was made up of four. Items were scored on a 

five-point Likert scale (1 = strongly disagree; 5 = strongly agree). A Confirmatory 

Factor Analysis confirmed the factor structure of the PCQ (see Chapter 2), and a 

reliability analysis supported the internal consistency of the scale (see Table 12, this 

chapter).  

 

Table 12 
Cronbach’s alpha scores for the six subscales and total score of the Perceived Coercion 
Questionnaire at T1, T2, and T3.  

 Self Family Legal Health Finance Work Total 
Time1 .67 .88 .87 .74 .83 .84 .87 
Time2 .71 .91 .89 .78 .85 .87 .90 
Time3 .62 .91 .90 .84 .89 .88 .89 

3.1.2.3 Treatment Motivation 

An adapted version of the Client Motivation for Therapy Scale (CMTS; 

Pelletier, Tuson, & Haddad, 1997) was utilised to assess levels of psychological 

internalisation of reasons for engaging in treatment. The scale distinguishes between six 

types of motivation (i.e., intrinsic, integrated, identified, introjected, external regulation, 

and amotivation), and each motivational category is measured by four items. Sample 

items for each motivational category included, “I am in treatment because of the 

satisfaction that I experience when I achieve my personal goals” (intrinsic), “I am in 

treatment because through therapy I have come to see that I can overcome my substance 

abuse problem” (integrated), “I am in treatment because I would like to make changes 

to my current situation” (identified), “I am in treatment because I would feel guilty if I 

was not doing anything about my substance abuse problem” (introjected), “I am in 

treatment because other people think that it’s a good idea” (external regulation), 

“Honestly I cannot understand what I can get from treatment” (amotivation). Items were 

scored using a five-point Likert scale (1 = does not explain it at all; 5 = explains it 

exactly). Past research has supported the factor structure of the instrument, and has 
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shown that the CMTS is a valid and reliable measure (alpha values ranging between .70 

and .92; Pelletier et al., 1997) of the self-determination continuum.  

In order to confirm the six-factor structure of the CMTS, Time 1 (T1) data were 

subjected to a PAFA with oblique rotation, revealing a five-factor solution. The four 

items of the intrinsic motivation dimension loaded across three of the five factors, and 

were consequently removed from the analysis. This result was not surprising, given that 

substance users are unlikely to undergo treatment for the mere pleasure and satisfaction 

they may derive from overcoming their substance use problem and reaching their 

personal goals. Two further items that loaded on the wrong factor were also deleted, 

resulting in a four-factor solution, reflecting Amotivation (four items), External 

Motivation (four items), Introjected Motivation (four items), and a fourth factor that 

consisted of six items from the identified and integrated dimensions. See Table 11 

(Appendix 5), for the results of the PAFA, and Table 13 (Appendix 6) for a description 

of each of the subscales’ factor loadings. The four-factor structure of the CMTS was 

confirmed when T2 motivational scores were used.  

The reliability coefficients of the subscales indicated satisfactory internal 

consistency of the CMTS: Amotivation  (.78 at T1 and .87 at T2), External Motivation 

(.83 at T1 and .84 at T2), Introjected Motivation (.73 at T1 and .76 at T2), and 

Identified/Integrated motivation (.97 at T1 and .92 at T2).  

In order to provide evidence for the validity of the motivation scale, 

intercorrelations among the four subscales were computed. As suggested by Vallerand 

and Bissonnette (1992), the subscales’ validities are demonstrated if the correlations 

display a simplex structure. In a simplex-structure, correlations between adjacent 

concepts are obtained and these become progressively less positive and gradually 

negative as the concepts move further apart. T1 and T2 data (see Tables 14 and Table 

15 this chapter) confirmed that the four motivational types formed a simplex-like 

pattern, demonstrating that the different motivational regulation can be ordered along an 

underlying dimension of autonomy ranging from Amotivation to Identified/Integrated 

Motivation. 
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Table 14 
Correlations between the four motivational constructs at T1 (N = 350).  

Variables Amotivation External 
Motivation 

Introjected 
Motivation 

Identified/ 
Integrated 
Motivation 

Amotivation -    
External Motivation .47** -   
Introjected Motivation .08 .37** -  
Identified/Integrated 
Motivation 

-.14** .17** .60** - 

** = p < .01 

 

 
Table 15 
Correlations between the four motivational constructs at T2 (N = 192).  

Variables Amotivation External 
Motivation 

Introjected 
Motivation 

Identified/ 
ntegrated 

Motivation 
Amotivation -    
External Motivation .54** -   
Introjected Motivation .14 .46** -  
Identified/Integrated 
Motivation 

-.21** .08 .54** - 

** = p < .01 

3.1.2.4 Perceived Autonomy and Relatedness 

An adapted version of the Basic Need Satisfaction at Work Scale (Ilardi, Leone, 

Kasser, & Ryan, 1993) was employed to assess two of the three basic need dimensions, 

that is, perceived autonomy and perceived relatedness within a therapeutic community 

setting. Sample items include: “In this therapeutic community I feel that I have a lot of 

input in my recovery process” (autonomy) and “In this therapeutic community people 

care about me” (relatedness). Questionnaire items were scored using a five-point Likert 

scale (1 = not at all true; 5 = completely true). The original 21-item scale consists of 

three subscales (perceived autonomy, perceived relatedness, and perceived 

competence), and is a valid measure of basic need satisfaction that has been employed 

in numerous studies (Deci, Ryan, Gagne, Leone, Usunov, & Kornaheva, 2001; Kasser, 

Davey, & Ryan, 1992). Past research has revealed a Cronbach alpha of .89 for the total 

need satisfaction scale, and alpha coefficients of .84 and .79 for the relatedness and 

autonomy subscales respectively.  

A PAFA of both the Perceived Autonomy and the Perceived Relatedness scale 

produced a two-factor solution, with positively worded items loading on one factor and 
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negatively worded items loading on the other. A reliability analysis of the Perceived 

Autonomy scale revealed corrected item-total correlations below .25 for two of the 

negatively worded items, which were consequently removed from the analysis. Another 

negatively worded item was deleted in order to increase the internal consistency of the 

scale, resulting in a four-item Perceived Autonomy scale.  Similarly, a reliability 

analysis of the Perceived Relatedness scale revealed that removal of the three negatively 

worded items would result in a substantial increase in the internal consistency of the 

scale, as indicated by “Cronbach’s alpha if item deleted” values. Therefore, the three 

items were deleted, producing a 5-item Perceived Relatedness scale. A PAFA of both 

scales revealed a one-factor solution, thereby supporting the factor structure of both 

scales. See Table 11 (Appendix 5), for results of the PAFA. The internal consistency of 

the Perceived Autonomy scale was .68 at T1 and .72 at T2, and for the Perceived 

Relatedness scale .80 at T1 and .83 at T2.       

3.1.2.5 Perceived Competence/Self-Efficacy 

Four commonly used items were employed based on items of existing measures 

(see Ajzen, 2002; Armitage & Connor, 2001; Povey, Connor, Sparks, James, & 

Shepherd, 2000) to assess participants’ perceptions of their competence and self-

efficacy to be and remain in treatment. A five-point Likert scale was utilised (1 = not at 

all true; 5 = completely true) and sample items included: “I feel capable of engaging in 

tasks and activities required by the treatment program” and “I feel confident in my 

ability to remain in treatment for as long as necessary to graduate successfully from the 

program”. A PAFA confirmed the one-factor structure of the scale. See Table 11 

(Appendix 5) for the results of the PAFA. The internal consistency of the Perceived 

Competence/Self-Efficacy scale was .78 at T1 and .81 at T2.  

3.1.2.6 Perceived Controllability 

Four commonly used items were employed based on items of existing measures 

(see Ajzen, 2002; Armitage & Connor, 2001; Povey et al., 2000) to tap participants’ 

perceptions of controllability to complete the treatment program. A five-point response 

format was utilised with a score of one indicating low control and a score of five 

signifying complete control. Sample items included “Whether or not I stay in treatment 

until I successfully graduate from the program is completely up to me”.  A PAFA 

confirmed the one-factor structure of the scale. A reliability analysis resulted in the 

deletion of two items, which substantially increased the internal consistency of the scale 
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from .63 to .80. The two-item scale was subjected to another PAFA confirming its one-

factor structure. See Table 11 (Appendix 5) for the results of the PAFA. The internal 

consistency of the Perceived Controllability scale was .80 at Time 1 and .74 at Time 2.  

3.1.2.7 Perceived Competence/Controllability 

The Perceived Competence/Self-Efficacy scale and the Perceived Controllability 

scale were combined for three reasons. First, according to the Theory of Planned 

Behaviour, Perceived Controllability and Perceived Competence/Self-Efficacy are part 

of one overarching construct called Perceived Behavioural Control. A PAFA of the two 

scales with oblique rotation resulted in a one-factor solution, failing to provide support 

for the two-factor structure of the Perceived Behavioural Control variable.  Second, 

when the independence and factor structure of all measures of the SDT model were 

explored (see section 1.5.1), results again failed to support the two factor-structure of 

the Perceived Behavioural Control variable. The two-item Perceived Controllability 

scale and three of the four items of the Perceived Competence/Self-Efficacy scale 

loaded on the same factor, with the fourth item of the latter scale loading on a different 

factor. As this pattern of results was replicated when all the measures of the TPB model 

were subjected to a PAFA (see section 1.5.2), the fourth item of the Perceived 

Competence/Self-Efficacy scale was removed from the analysis. For a summary of the 

factor loadings of the overall PAFAs see Table 14 (Appendix 7) and Table 15 

(Appendix 8). A PAFA of the three-item Perceived Competence/Self Efficacy scale and 

the two-item Perceived Controllability scale, again, confirmed the one-factor structure 

of the behavioural control dimension. See Table 11 (Appendix 5), for the results of the 

PAFA. Third, Cronbach’s alpha values for the combined scale were higher than for each 

of the two scales separately, as indicated by a internal reliability coefficient for the 

combined scale of .83 at T1 (compared to .78 for the Perceived Competence/Self-

Efficacy scale and .80 for the Perceived Controllability scale) and .82 at T2 (compared 

to .81 for the Perceived Competence/Self-Efficacy scale and .74 for the Perceived 

Controllability scale). Finally, according to Ajzen (2002), depending on the purpose of 

the investigation, a decision can be made to aggregate over all items and treat the two 

components as a unitary factor or it can be decided to treat them as separate constructs 

while keeping in mind that they are part of one overarching and super-ordinate 

construct. As a result of these arguments, the two scales were combined and viewed as 

one construct that was labelled Perceived Competence/Control.  
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3.1.2.8 Attitude 

A modified version of an existing instrument (O’Callaghan et al., 1997) was 

used to assess substance users’ attitude towards being in drug treatment. The scale 

consisted of four adjective pairs (e.g., undesirable-desirable and worthless-valuable) that 

were scored on a five-point Likert scale. For example, “Staying in treatment until I 

successfully graduate from the program is…” (undesirable, somewhat desirable, neutral, 

somewhat desirable, and desirable). A PAFA confirmed the one-factor structure of the 

instrument. For a summary of the PAFA see Table 11 (Appendix 5). Reliability 

analyses at Time 1 (.81) and Time 2 (.88) provided support for the internal consistency 

of the scale.  

3.1.2.9 Subjective Norm 

Three commonly used items (see O’Callaghan et al., 1997; Keefe, 1994; Rutter, 

2000) were employed to assess perceptions of social pressure from significant others 

towards treatment. Sample items included, “Most people who are important to me think 

that I should be in treatment for my drug/alcohol problem”, and were scored employing 

a five-point Likert response format (1 = strongly disagree; 5 = strongly agree). A PAFA 

supported the one-factor structure of the instrument. For a summary of the PAFA see 

Table 11 (Appendix 5). Cronbach alpha values at Time 1 (α = .78) and Time 2 (α = .83) 

provided evidence for the internal consistency of the scale.  

3.1.2.10 Intention 

A modified version of an existing instrument (O’Callaghan et al., 1997) was 

used to assess participants’ intention towards being in treatment. Respondents were 

asked to respond to four items (e.g., “I intend to overcome my substance abuse problem 

with the help of the treatment program”, “I intend to drop out of the treatment 

program”) that were scored on a five-point Likert scale (1 = strongly disagree; 5 = 

strongly agree). A PAFA supported the one-factor structure of the instrument. For a 

summary of the PAFA see Table 11 (Appendix 5). Reliability analysis confirmed the 

internal consistency of the four-item scale, as indicated by Cronbach alpha values of .76 

both at T1 and at T2.  
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3.1.3 Outcome Measures 

3.1.3.1 Retention 

Number of days spent in treatment was used as the indicator of retention. 

Treatment programs for each of the six therapeutic communities differed in terms of 

duration, with program length ranging from four months to up to ten months. In order to 

assure comparability between the treatment facilities, percentages were calculated for 

each therapeutic community based on the highest score within each respective grouping 

for each participant. A new variable was created by dividing Time in Treatment with the 

highest Time in Treatment score for each of the six therapeutic communities and 

multiplying this value by 100.  

A second indicator of retention employed in this study was whether or not 

individuals dropped out of treatment or completed the treatment program (dropped out 

of treatment program = 1; completed program = 0).  

3.1.3.2 Treatment Engagement 

Two subscales (i.e., personal involvement and personal progress) were utilised 

from a three-component scale (i.e., personal involvement, personal progress, and 

psychological safety), developed by Hiller and colleagues (2002), to provide a 

psychological indicator of participants’ treatment engagement. The two subscales 

measured respondents’ perceptions of their participation in the therapeutic community, 

employing a Likert scale that ranged from 1 (strongly disagree) to 5 (strongly agree). 

They included statements such as “You are willing to talk about your feelings in group” 

(personal involvement) and “You have made progress with your emotional or 

psychological issues” (personal progress). The scale has been validated in a number of 

studies and has been found to have reliability coefficients between .79 and .80 for each 

of its subscales (Hiller et al., 2002; Hiller, Knight, Rao, & Simpson, 2000). A PAFA of 

the 10-item scale confirmed the two-factor structure of the measure. For a summary of 

the PAFA see Table 11 (Appendix 5). A reliability analysis of the scale indicated 

satisfactory internal consistency, as demonstrated by a reliability coefficient for the 

Personal Involvement scale of .80 at T1, and .78 at T2; the Personal Progress scale of 

.80 at T1 and .87 at T2; and the overall treatment engagement scale of .85 at T1 and .86 

at T2. 

The two subscales were combined to serve as an overall predictor of treatment 

engagement for two reasons. First, PAFAs of all SDT and TPB scales used in the study 
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revealed that the Personal Progress scale cross-loaded on the Personal Involvement 

scale. For a summary of the factor loadings of the overall PAFAs see Table 16 

(Appendix 7) and Table 17 (Appendix 8). Second, the reliability of the combined scale 

was higher than for each individual scale alone.   

3.1.3.3 Severity of Substance Dependence 

A measure of dependence severity for individuals undergoing residential drug 

treatment in a drug-free setting was employed to assess the extent and strength of 

clients’ substance dependence. Existing measures of the dependency construct were not 

suitable to assess severity of dependence during treatment within a drug-free residential 

treatment setting. Therefore, six items were included based on items from the Leeds 

Dependence Questionnaire (LDQ; Raistrick, Bradshaw, Tober, Weiner, Allison, & 

Healey, 1994) and the Severity of Dependence Scale (SDS; Gossop et al., 1995), which 

are reliable and valid measures of the dependence construct (Gossop et al., 1995; 

Raistrick et al., 1994), and the instrument was called the “Severity of Dependence 

Index”. Items included “In the last week, how often have you thought about having 

drugs/alcohol?” and “In the last week, how often have you felt that your need to take 

drugs/alcohol was too strong to control”. The items were scored on a five-point Likert 

scale ranging from 1 (never) to 5 (always). A PAFA supported the one-factor structure 

of the scale. For a summary of the PAFA Table 11 (Appendix 5). A reliability analysis 

provided evidence for the internal consistency of the scale, as indicated by a reliability 

coefficient of .88 at T1, .89 at T2, and .87 at T3. Reliability analysis provided evidence 

for the internal consistency of the scale, as indicated by Cronbach’s alpha values of .88 

at T1, .89 at T2, and .87 at T3.  

3.1.3.4 Psychological Wellbeing 

The well-known and widely used 12-item version of the General Health 

Questionnaire (GHQ; Goldberg, 1978) was employed as a measure of psychological 

wellbeing. Participants were asked how they had felt over the past week on a range of 

variables, such as cognitive processing, anxiety, and depression. Sample items included: 

“Have you been able to enjoy your normal day-to-day activities?” and “Have you been 

able to face up to your problems?”. A four-point scale was employed with a response 

format ranging from 1 to 4. Anchors used included better than usual/same as usual/less 

than usual/much more than usual. The scale was reverse scored with higher scores 

indicating greater psychological wellbeing. As the GHQ is a widely used and reliable 
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and valid measure of psychological wellbeing (see Goldberg & Williams, 1988), an 

individual PAFA of the GHQ was deemed unnecessary. The internal reliability 

coefficient of the GHQ was .90 at T1, .91 at T2, and .91 at T3.  

3.1.3.5 Drug Taking Confidence 

An 8-item version (Sklar & Turner, 1999) of the 50-item Drug Taking 

Confidence Questionnaire (DTCQ; Annis & Martin, 1985) was utilised to assess 

respondents’ levels of self-efficacy regarding their ability to remain drug/alcohol-free 

when exposed to high-risk situations. A response format from 1 to 5 was chosen (1 = 

not at all confident; 5 = very confident) and sample items included: “I am confident that 

I would be able to resist the urge to use drugs/drink heavily if I were angry at the way 

things had turned out” and “I am confident that I would be able to resist the urge to use 

drugs/drink heavily if other people treated me unfairly or interfered with my plans”. The 

DTCQ-8 is a reliable measure of the coping self-efficacy construct among substance 

abusers, as indicated by an alpha coefficient of .89, and evidence in support of the 

construct validity of the scale has been provided (Sklar & Turner, 1999). A PAFA 

supported the one-factor structure of the scale. For a summary of the PAFA see Table 

11 (Appendix 5). Cronbach’s alpha values for the DTCQ-8 were .89 at T1, .92 at T2, 

and .91 at T3, supporting the internal consistency of the scale.  

3.1.3.6 Perceived Training Transfer 

Note that this scale was administered only at Time 2 and Time 3. A modified 

version of the 9-item scale developed by Facteau, Dobbins, Russell, Ladd, and Kudish 

(1995) was employed to measure the extent to which therapeutic community clients feel 

that they can apply skills acquired during the drug treatment program to “real-life” 

situations outside the therapeutic community. A response format ranging from 1 to 5 

was employed (1 = strongly disagree; 5 = strongly agree) and sample items included: “I 

am able to transfer the skills I have learnt in this therapeutic community to many areas 

of my life” and “My life outside the therapeutic community has improved due to the 

skills that I have learnt in this treatment program”. The original scale has been shown to 

be a reliable measure of the construct with an internal reliability coefficient of .87 

(Facteau et al., 1995). A PAFA supported the one-factor structure of the scale. For a 

summary of the PAFA see Table 11 (Appendix 5). Cronbach’s alpha values for the 

scale were .90 at Time 2, and .95 at Time 3, supporting the internal consistency of the 

scale. 
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3.1.4 Demographic Variables – Control Variables 

In the literature a number of client-related variables have been shown to impact 

on retention rates and treatment outcomes in substance abuse treatment, including age, 

gender, criminal history, treatment history, comorbidity, whether or not individuals 

enter treatment due to a legal mandate, and substance users’ drug of choice, and past 

treatment behaviour. In light of these findings, the present study examined the influence 

of these variables. Dummy variables were created for gender (0 = male; 1 = female), 

criminal history (1 = yes; 0 = no), dual diagnosis (1 = yes; 0 = no), treatment due to a 

legal mandate (1 = yes; 0 = no), drug court client (1 = yes; 0 = no), and drug of choice 

(1 = alcohol only; 2 = illicit drugs only; 3 = both illicit drugs and alcohol).  

Participants were also asked to respond to one item that served as an indicator of 

treatment experience/history. Using a 1 (none) to 5 (a great deal) Likert format, 

participants provided a response to “How much treatment have you had for your 

drug/alcohol problem before entering this therapeutic community (e.g., residential 

treatment, outclient treatment, counselling, treatment by general practitioner/ 

psychologist/ psychiatrist etc.)?”  Past Retention Behaviour was assessed using a single 

item (When thinking about your best treatment effort, how successful were you in 

completing the treatment program?) that was scored on a 1 to 5 Likert scale (1 = 

dropped out within first few days; 5 = completed the program).  

3.1.5 Validity of Study Measures 

Next, two PAFAs were conducted to test the construct validity and 

independence of the scales used in this study. Factor analysis requires five participants 

per variable to meet the assumption for the analysis (Coakes & Steed, 2003), calling for 

a sample size of 605 participants in order to conduct a reliable PAFA of the 121 

questionnaire items used at Time 1. In light of the insufficient sample size (N = 350), it 

was decided to conduct two PAFAs, with the first employing only items reflecting the 

SDT model, and the second using all items of the TPB model.  

3.1.5.1 Principle Axis Factor Analysis of the Measures of the SDT Model 

First a PAFA of all Time 1 items of the Self-Determination Theory model was 

conducted, using a varimax rotation, that is, the Perceived Coercion Questionnaire (29 

items and six subscales), the Health Care Climate Questionnaire (12 items and two 
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subscales), the Perceived Competence/Self-Efficacy Scale (4 items), the Perceived 

Controllability Scale (2 items), the Basic Need Satisfaction Scale (12 items and two 

subscales), the Client Motivation for Therapy Scale (18 items and four subscales), the 

Treatment Engagement Scale (10 items and 2 subscales), the Severity of Dependence 

Scale (6 items), the General Health Questionnaire (12 items), and the Drug Taking 

Confidence Questionnaire (8 items). Initially, twenty factors were rotated to reflect the 

20 scales/subscales that were included in the analysis.  However, as Factor 20 and 19 

consisted of only one item each, with loadings of less than .35, the analysis was re-run, 

restricting the solution to 18 factors. This solution explained 63.2% of the variance. The 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy (.84) and Bartlett’s Test of 

Sphericity χ2(5886) = 22521.98, p < .001, indicated the suitability of the data for factor 

analysis (Tabachnik & Fidell, 1996). All items loaded on their respective factors with 

three exceptions. First, the items reflecting Identified/Integrated Motivation and 

Introjected Motivation loaded on one factor, which was not surprising, given that 

Introjected Motivation is positioned in the middle of the self-determination continuum 

which ranges from Integrated Motivation (i.e., intrinsic motivation) to Amotivation (i.e., 

the absence of motivation).  

Second, items representing the Autonomy and Relatedness scales also loaded on 

one factor. Correlational analysis revealed a strong positive relationship between the 

two scales of r = .67. Although the two variables clearly overlapped, the correlation was 

deemed not sufficiently high to treat Relatedness and Autonomy as one construct. In 

addition, according to SDT, Relatedness and Autonomy are two separate dimensions 

that are related in that they are both indicators of need satisfaction (Deci & Ryan, 2000).  

Finally, the two items of the Perceived Control Scale and three of the four items 

of the Perceived Competence/Self-Efficacy Scale loaded on the same factor, with Item 

63 of the Perceived Competence/Self-Efficacy scale loading on the factor reflecting 

Autonomy Support Family. As this pattern of results was replicated when the measures 

of the TPB model were subjected to a PAFA, Item 63 was removed from the analysis. 

There is controversy in the literature about whether Perceived Behavioural Control is a 

uni or bi-dimensional construct, with some researchers providing evidence that the 

variable is composed of two components and other researchers providing evidence to 

the contrary. A PAFA with varimax rotation of the two-item Perceived Controllability 

scale and the three-item Perceived Competence/Self-Efficacy scale revealed a one-

factor solution. As a result of these findings, it was decided to merge the two scales, and 
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label the combined variable Perceived Competence/ Controllability. For a description of 

the factor loadings see Table 14 (Appendix 7).  

3.1.5.2 Principle Axis Factor Analysis of the Measures of the TPB Model 

Next, a PAFA of all Time 1 items of the Theory of Planned Behaviour model 

was performed, using a varimax rotation, that is, the Attitude Scale (4 items), the 

Perceived Competence/Self-Efficacy scale (4 items), the Perceived Controllability Scale 

(2 items), the Intention Scale (4 items), the Treatment Engagement Scale (10 items), the 

Severity of Dependence Scale (6 items), the General Health Questionnaire (12 items), 

and the Drug Taking Confidence Questionnaire (8 items). Nine factors were rotated to 

reflect the nine scales/subscales that were included in the analysis. All items loaded on 

their respective factors, with the exception of Item 63 of the Perceived 

Competence/Self-Efficacy scale, which was consequently removed from the analysis. In 

addition, Item 132 of the Personal Progress subscale loaded on the Personal 

Involvement subscale. The solution explained 61.05% of the variance, and the Kaiser-

Meyer-Olkin Measure of Sampling Adequacy (.90) and Bartlett’s Test of Sphericity 

χ2(1326) = 9701.03, p < .001, indicated the suitability of the data for factor analysis 

(Tabachnik & Fidell, 1996). For a description of the factor loadings see Table 17 

(Appendix 8). For means, standard deviations, skewness and kurtosis scores, and 

Cronbach’s alpha values of predictor and outcome variables at T1, T2 and T3 see Table 

18 to 20 (Appendix 9). For frequency data and percentages of categorical variables at 

T1, T2 and T3 see Table 21 to 23 (Appendix 9).  

3.1.6 Procedure 

Data were collected in three waves over a one and a half year period (May 2003 

to December 2004). Six therapeutic communities took part in the study, with respective 

treatment programs ranging from 16 to 42.6 weeks in length. For a visual presentation 

of the design, see Table 24 (Appendix 10). T1 data were collected within two weeks of 

admission to the therapeutic community, and T2 data two months after entering 

treatment. Although 90 days has been identified as the critical threshold for favourable 

changes to occur (Simpson et al., 1997a), the T2 data collection point was chosen for 

practical reasons, as it signified the half way mark for the therapeutic community with 

the shortest treatment program. Given the intensity of TC treatment programs, a two 

months time period was considered sufficient time for psychological, cognitive, and 
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behavioural changes to occur. The third and final set of data was collected shortly prior 

to clients’ graduation from the treatment program.   

Data collection procedures were identical for all six therapeutic communities 

(TC). On a fortnightly basis, an announcement was made by a staff member of the TC 

for all new admissions, who were deemed psychologically stable enough to complete 

the assessment pack, to gather in a designated room. The moderator, a doctoral student 

(in the case of the Victorian treatment facility, a staff member) introduced the study to 

the clients. Individuals who volunteered to participate in the research were asked to read 

through an information sheet and sign a consent form, while those who decided not to 

take part were asked to leave the room. See Appendix 11 for a copy of the Information 

Sheet and Consent Form. The participants were handed a copy of the questionnaire (see 

Appendix 12 for copy of the T1 questionnaire), and asked to answer all questions as 

honestly as possible and without discussing their answers with other clients. Upon 

completion of the questionnaire, participants were asked to take a few minutes to read 

through the questionnaire to ensure that all items had been completed in order to avoid 

problems with missing data. In the case of the Victorian therapeutic community, a staff 

member oversaw the completion of the questionnaire and answered participants’ 

questions where needed.  Participants were asked to seal the completed questionnaire in 

a prepaid envelope, which was addressed and consequently mailed to the doctoral 

student. As a sign of appreciation for their participation, all clients received a small 

chocolate while completing the survey. 

At Time 2, a staff member of the therapeutic community asked those clients who 

had completed the Time 1 assessment to gather in a designated room. Again, 

respondents were handed a copy of the questionnaire (see Appendix 13 for T2 

Questionnaire) and asked to answer all questions as honestly as possible without 

discussing their answers with other participants, and to check the completed survey for 

uncompleted items before handing it back to the moderator (i.e., the doctoral student). 

In the case of the Victorian facility, as instructed at Time 1, respondents sealed the 

completed questionnaire in a prepaid envelope that was addressed to the doctoral 

student, before handing it back to the staff member. 

For the collection of Time 3 data, a designated staff member of the therapeutic 

community notified the doctoral student of participants’ graduation dates. Taking time 

and resource constraints into consideration, wherever possible the doctoral student 

conducted the data collection process in person, following the procedures for 

questionnaire completion outlined above. In cases where the data could not be collected 
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in person, the questionnaire was mailed to the respondent with clear instructions of how 

to complete the survey (see Appendix 14 for T3 Questionnaire). Participants were asked 

to seal the completed questionnaire in a prepaid envelope and to mail it back to the 

doctoral student whose address was specified on the prepaid envelope.  

Participants who completed all three assessments received a small payment of 

$20 that they were handed in person or that they received via mail after handing in the 

final completed questionnaire.  

3.2 Preliminary Results 

3.2.1 Differences between Participants from the Six Therapeutic Communities 

3.2.1.1 Differences in Client-Related Variables (N = 350)  

A series of ANOVAs was conducted to test differences relating to clients’ age, 

treatment history, and retention in previous treatment episodes. In light of the multiple 

conditions (i.e., six TCs) and resulting comparisons (i.e., 15), the Bonferroni correction 

method was employed, adjusting the significance level to 0.003. Levene’s test in 

relation to age and past retention indicated that variances between the conditions were 

unequal, thereby violating an assumption for the ANOVA. Thus, findings for these 

variables must be interpreted with caution. Significant differences were observed for 

participants’ age, F(5,344) = 18.06; p < .001, and treatment history, F(5,344) = 3.84; p 

< .01. Tukey’s HSD test revealed that one of the treatment facilities had a significantly 

younger clientele compared to four of the other TCs. With regard to treatment history, 

none of Tukey’s comparisons were found to be significant. See Table 25 for mean 

group differences.  

 

Table 25 
Means associated with significant group differences between participants in the six 
therapeutic communities (TC) at T1 in relation to individuals’ age and treatment 
history, using ANOVAs.  

 Age - M Treatment History - M 

TC1 24.00 2.34 

TC2 34.01 3.03 

TC3 32.57 2.36 

TC4 33.73 2.82 

TC5 29.36 3.21 

TC6 34.91 2.53 
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Next, a series of Chi-Square analyses was conducted, testing differences relating 

to gender (male/female), criminal history (yes/no), treatment due to legal mandate 

(yes/no), drug court order (yes/no), dual diagnosis (yes/no), and drug of choice (alcohol 

dependency, illicit drug dependency, and both alcohol and illicit drug dependency). 

While the assumptions of random sampling and independence of observations were 

met, sample sizes for two of the six therapeutic communities were only small, resulting 

in a violation of the minimum expected cell frequency for these cells. To address this 

problem, analyses were conducted using data from all six therapeutic communities and 

data from the four therapeutic communities that had a sufficient sample size. As there 

were no major differences between the two sets of analyses, it was decided to report the 

results for the full sample. Again, the Bonferroni correction method was employed, 

adjusting the significance level to .003. There were no significant differences between 

the six therapeutic communities, except for gender (Pearson’s Chi Square = 56.42 with 

a significance of .001) and drug of choice (alcohol, illicit drugs, and alcohol & drugs; 

Pearson’s Chi Square = 38.94 with a significance of .001). The effect for gender was 

not surprising, given that one of the therapeutic communities was a “male only” facility. 

In relation to drug of choice, five of the TCs showed a pattern where illicit drug users 

represented the largest number of clients, followed by drug and alcohol users and 

individuals who were alcohol dependent. However, for one TC, the majority of clients 

abused both drugs and alcohol and a substantially lower but equal number of individuals 

were illicit drug users and alcohol alone.  

3.2.1.2 Differences in Predictor and Outcome Variables 

Questionnaire responses relating to the various model components were 

compared by conducting a series of ANOVAs to explore differences in response 

patterns across the six therapeutic communities. Again, the Bonferroni correction 

method was employed, adjusting the significance level to .003. At Time 1 (T1), the 

assumptions of the analysis were met, except in the case of Autonomy Support 

Therapeutic Staff, Amotivation, Attitude, Competence/ Control, and Intention. Levene’s 

test indicated that variances between the conditions were unequal, thereby violating an 

assumption of the ANOVA. At T1, none of the ANOVAs were significant. At Time 2 

(T2), the assumptions of the analysis were met, except for Attitude, Intention, 

Competence/ Control, and Amotivation. Levene’s test indicated that variances between 

the conditions were unequal, thereby violating an assumption of the ANOVA. None of 

the ANOVA results were significant, with the exception of Intention, F(5,186) = 3.83; p 
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= .003,which was marginally significant. Turkey’s HSD revealed that participants of 

one of the TCs had significantly lower levels of intention to remain in treatment 

compared to participants of another TC. At Time 3 (T3), the assumptions for the 

ANOVA were met, except for Legal Coercion. Levene’s test indicated that variances 

between the conditions were unequal, thereby violating an assumption of the ANOVA. 

Results revealed no significant differences between participants across the six TCs.   

Taken together, although the assumption of homogeneity of variance was 

violated in some instances, it is reasonable to conclude that data from the TCs can be 

collapsed and treated as a single data file, as long as the influence of client-related 

factors such as age and drug of choice were controlled for.  

3.2.2 Attrition Analysis 

Independent sample t-tests were conducted with all independent and dependent 

variables at T1 and T2 to determine whether there were any significant differences at 

the outset of treatment between those participants who completed the treatment program 

and those who dropped out. The assumptions for the analysis were met. As 25 variables 

were examined at T1 (i.e., Self Coercion, Family Coercion, Legal Coercion, Finance 

Coercion, Health Coercion, Work Coercion, Total Coercion, Autonomy Support 

Family, Autonomy Support Staff, Attitude, Competence/Control, Subjective Norm, 

Intention, Autonomy, Relatedness, Amotivation, External Motivation, Introjected 

Motivation, Identified/Integrated Motivation, Treatment Engagement, Severity of 

Dependence, Wellbeing, and Drug Taking Confidence, Age, and Treatment History), 

and 24 variables at T2 (Self Coercion, Family Coercion, Legal Coercion, Finance 

Coercion, Health Coercion, Work Coercion, Total Coercion, Autonomy Support 

Family, Autonomy Support Staff, Attitude, Competence/Control, Subjective Norm, 

Intention, Autonomy, Relatedness, Amotivation, External Motivation, Introjected 

Motivation, Identified/Integrated Motivation, Treatment Engagement, Severity of 

Dependence, Wellbeing, Drug Taking Confidence, and Perceived Training Transfer), 

the alpha level was adjusted using a Bonferroni correction to reduce the likelihood of 

making a Type 1 error, α = .002.  

At T1 (N = 350; Graduates = 109, Dropouts = 241), one significant difference 

between graduates and treatment dropouts was observed, with graduates found to report 

significantly higher levels of Identified/Integrated Motivation at T1 than dropouts, 

t(348) = 3.11, p < .002. In addition, there was a trend toward significance for Perceived 

Competence/ Control, t(348) = -2.07, p = .039, Intention, t(348) = -2.41, p = .017, and 
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Wellbeing, t(348) = -2.10, p = .036, suggesting that substance users who at the start of 

treatment felt more competent and in control in relation to their treatment, and who 

reported higher levels of intention to complete treatment and more wellbeing, tended to 

be more likely to graduate from the program. See Table 26 for mean group differences.  

 

Table 26 
Means associated with significant and marginally significant group differences between 
treatment graduates and dropouts at T1 in relation to Identified/Integrated Motivation, 
Perceived Competence/Control, Intention and Attitude, using t-tests.  

 Graduates - M Dropouts - M 

Identified/Integrated Motivation* 25.87 24.12 

Perceived Competence/Control** 20.77 19.84 

Intention** 18.66 18.02 

Wellbeing** 36.77 35.05 

* significant        **marginally significant 

 

At T2 (N = 192; Graduates = 109, Dropouts = 83), graduates reported 

significantly higher levels of Competence/Control compared to treatment dropouts, 

t(190) = 3.07; p < .002. In addition, there was a trend towards significance for Work 

Coercion, t(190) = -2.47, p = .014, Attitude, t(190) = -2.79, p = .006, Intention, t(190) = 

-2.87,  p =   .005, and Identified/Integrated Motivation t(190) = -2.26, p = .025, 

indicating that graduates experienced more work-related pressures, reported a more 

positive attitude toward and intention to remain in treatment, and were more 

intrinsically motivated compared to treatment dropouts. See Table 27 for mean group 

differences.  
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Table 27 
Means associated with significant and marginally significant group differences between 
treatment graduates and dropouts at T2 in relation to Perceived Competence/Control, 
Work Coercion, Attitude, Intention and Identified/Integrated Motivation, using t-tests.  

 Graduates - M Dropouts - M 

Perceived Competence/Control* 22.50 21.21 

Work Coercion** 14.00 12.00 

Attitude** 19.10 18.13 

Intention** 19.00 18.01 

Identified/Integrated Motivation** 26.76 25.34 

* significant        **marginally significant 

 

Finally, a series of Chi-Square tests for relatedness or independence was 

conducted to identify differences between treatment completers and dropouts in relation 

to categorical client characteristics. Using a Bonferroni correction, the alpha level was 

adjusted to .007. All of the assumptions of the analysis were met. Pearson’s Chi-Square 

revealed no significant differences between graduates and treatment dropouts in terms 

of their gender, drug of choice (i.e., whether clients were alcohol dependent, drug 

dependent or used both drugs and alcohol dependent), criminal history, coexisting 

comorbid conditions, and whether individuals were in treatment due to a legal mandate 

or a drug court order.  

3.2.3 Past Treatment Behaviour 

As previously indicated, the effect of past behaviour on present behaviour has 

attracted a great deal of attention in the context of the Theory of Planned Behaviour, 

with some researchers arguing that many health behaviours are determined by peoples’ 

past behaviour rather than cognitions as those described in the Theory of Planned 

Behaviour (Sutton, 1994). The present study tested the extent to which past retention 

behaviour may impact on the predictors and outcomes of the hypothesised TPB model. 

Past Retention Behaviour was assessed using a single item (When thinking about your 

best treatment effort, how successful were you in completing the treatment program?) 

that was scored on a 1 to 5 Likert scale (1 = dropped out within first few days; 5 = 

completed the program). Of the 350 participants, 62 had never been in treatment for 

their substance use problem, and 25 failed to respond to the question. At T1, none of the 

variables (i.e., Attitude, Competence/Control, Intention, Treatment Engagement, 

Severity of Dependence, Wellbeing, and Drug Taking Confidence) with the exception 
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of Subjective Norm were found to be significantly related to Past Retention Behaviour. 

There was a very small but significantly negative correlation between Past Retention 

Behaviour and Subjective Norm (r = -.13) at p < .05, suggesting that the less successful 

an individual had previously been in completing a treatment regime, the more social 

pressure the person experienced from significant others to be in treatment.  At T2, none 

of the components of the TPB model (i.e., Attitude, Subjective Norm, 

Competence/Control, Intention, Treatment Engagement, Severity of Dependence, 

Wellbeing, Drug Taking Confidence, and Perceived Training Transfer) were 

significantly related to Past Retention Behaviour.  

A low but significantly negative relationship was found between Past Retention 

Behaviour and the categorical variable of treatment completed/dropped out (r = -.14; p 

< .05), suggesting that people who had previously failed to complete treatment tend to 

be more likely to abandon treatment again. There was no relationship between Time in 

Treatment and Past Retention Behaviour. 

3.2.4 Data Analysis Overview 

Three approaches were chosen to analyse the longitudinal data, that is, the  “Raw 

Score Approach”, “the “Change in Outcome Approach” and the ‘Change/Change 

Approach”. 

3.2.4.1 The “Raw Score Approach” 

First, a series of hierarchical multiple regression analyses (HMRAs) was 

conducted to determine the usefulness and overall logic of the Self-Determination 

Theory, the Theory of Planned Behaviour, and the two Combined models in relation to 

outcomes in drug and alcohol treatment. HMRS can determine the relative contribution 

of the hypothesised predictors in accounting for substance abusers’ intentions to 

complete the treatment program, the extent to which individuals engage in the treatment 

process, the length of time they remain in treatment, and treatment outcomes. These 

analyses can also test the hypothesised mediating effects. The variables Intention, 

Treatment Engagement, Time in Treatment, Drug Taking Confidence, Severity of 

Dependence, Wellbeing, and Perceived Training Transfer (at T2 only), one at a time, 

were regressed on the predictors specified by the Self-Determination Theory model, the 

Theory of Planned Behaviour, and the combined models, using the following 

combinations: 

1. T1 Independent Variables predict T1 Outcome Variables 
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2. T2 Independent Variables predict T2 Outcome Variables 

3. T1 Independent Variables predict T2 Outcome Variables 

4. T1 Independent Variables predict T3 Outcome Variables, and 

5. T2 Independent Variables predict T3 Outcome Variables 

The order in which the predictor variables were entered into the analyses was 

based on their position within the respective model. In light of the large number of 

variables (18 for the SDT model, 7 for the TPB model, and 21 for the combined 

models) and related power concerns due to sample size restrictions, to be included in the 

analyses, predictors had to correlate with the dependent variables at T1 (N = 350) at p < 

.05. At T2 (N = 192) and T3 (N = 109), only independent variables that correlated with 

the outcome measures at p < .01 were entered into the analyses. The more stringent cut-

off of p < .01 at T2 and T3 was chosen following the recommendation by Stevens 

(2002) who advocated a minimum of 15 participants per predictor to ensure sufficient 

power. Given that analyses consisted of a minimum of 11 (a minimum of N = 165 is 

needed) and a maximum of 16 predictors (a minimum of N = 240 is needed), a cut-off 

of p < .01 was considered justified. As a manipulation check, analyses at T2 and T3 

were also conducted using variables that correlated with the dependent variable at p < 

.05. No differences in results were observed when the variables were entered into the 

regression, providing further justification for a cut-off of p < .01. Client-related 

variables (i.e., age, gender, treatment history, criminal history, dual diagnosis, legal 

mandated, drug court order, and drug of choice) that significantly correlated with the 

relevant dependent variable were entered at Step 1.   

The variable Perceived Competence/Control is a component of both SDT and 

TPB. Given that HMRA cannot account for bi-directional relationships, when effects 

for the combined model were explored, two hierarchical regression analyses were 

conducted for each dependent variable under investigation. In the first analysis 

Perceived Competence/Control was placed at the relevant step (i.e., either Step 2 or Step 

3) along with the predictors of SDT. In the second analysis Perceived 

Competence/Control was placed along with the predictors of the TPB model (i.e., either 

at Step 4 or Step 5).  For correlations between predictor, outcome, and client-related 

variables at T1 see Table 28 (Appendix 15), and at T2 see Table 29 (Appendix 16). For 

correlations between T1 predictors and T2 outcomes see Table 30 (Appendix 17). For 

correlations between T1 predictors and T3 outcomes see Table 31 (Appendix 18), and 

for correlations between T2 predictors and T3 outcomes see Table 32 (Appendix 19).  
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3.2.4.2 The “Change in Outcome Approach” 

Second, in order to examine whether the independent variables predicted 

changes in the outcome measures across treatment (i.e., from T1 to T3), difference 

scores (or raw change scores, Finkel, 1995) were calculated for Intention, Treatment 

Engagement, Severity of Dependence, Drug Taking Confidence, Wellbeing, and 

Perceived Training Transfer. Difference scores were computed by subtracting T2 raw 

scores from T1 raw scores, T3 raw scores from T1 raw scores, and T3 raw scores from 

T2 raw scores (Finkel, 1995; Menard, 2002; Taris, 2000). The following combinations 

were tested: 

1. T1 Independent Variables predict changes in Outcome Variables (T1-T2)  

2. T1 Independent Variables predict changes in Outcome Variables (T1-T3)  

3. T1 Independent Variables predict changes in Outcome Variables (T2-T3)  

4. T2 Independent Variables predict changes in Outcome Variables (T2-T3)      

In the literature, there has been much support for the use of difference scores 

when examining changes across time in longitudinal studies (Colvin, Block, & Funder, 

1995, 1996; Gottman & Krokoff, 1990; Lord, 1967). Two main concerns that have been 

identified with the use of the difference scores is the “presumed” unreliability of the 

difference scores and the “regression fallacy”, also referred to as regression to the mean 

(Taris, 2000). Recent writings have alleviated many of the concerns previously raised 

relating to the use of difference scores in longitudinal data analysis (Allison, 1990; 

Rogasa, 1988; Rogasa & Willett, 1983, 1985; Taris, 2000). 

The predictor variables were entered in the same steps, using the same criteria, 

as those outlined above. In addition, predictor variables had to be significantly related to 

the difference score of the outcome variables, p < .05 (T1) and p < .01 (at T2 and T3). 

For correlations between T1 predictors and changes in outcomes from T1 to T2 see 

Table 33 (Appendix 20). For correlations between T1 predictors and changes in 

outcomes from T1 to T3 see Table 34 (Appendix 21). For correlations between T1 

predictors and changes in outcomes from T2 to T3 see Table 35 (Appendix 22), and for 

correlations between T2 predictors and changes in outcomes from T2 to T3 see Table 36 

(Appendix 23). 

3.2.4.3 The “Change/Change Approach” 

The third set of analyses aimed to investigate the extent to which changes in the 

independent variables predicted changes in the outcome measures (“change/change” 

approach). For this purpose, difference scores were calculated for the independent and 



 Substance Abuse Treatment 92

 

dependent variables, following the same method as outlined above (i.e., T1-T2; T1-T3; 

and T2-T3). At Step 1, the difference scores for the predictors were included in the 

analyses if they significantly correlated with the change scores for the outcome 

measures at p < .05, and when T2 and T3 difference scores were involved, the 

significance level was reduced to p < .01. The following combinations were tested: 

1. Changes in Independent Variables (T1-T2) predict changes in Outcome 

Variables (T1-T2). For correlations between predictor and outcome variables see 

Table 37 (Appendix 24).  

2. Changes in Independent Variables (T1-T2) predict changes in Outcome 

Variables (T1-T3). For correlations between predictor and outcome variables see 

Table 38 (Appendix 25).  

The sample size, means, and standard deviation scores for difference scores 

from (a) T1 to T2 are displayed in Table 39 (Appendix 26), (b) T1 to T3 are presented 

in Table 40 (Appendix 26), and (c) T2 to T3 can be viewed in Table 41 (Appendix 26).  

3.2.5 Justification for the Three Approaches 

Given the complexity of this study and the large number of analyses necessary 

to test all three approaches, the “Raw Score Approach” was chosen as the primary 

approach to test the usefulness and suitability of SDT, TPB, and the Combined model 

within a drug and alcohol treatment context. Findings relating to this approach are 

described in detail in the present chapter. The “Change in Outcome Approach” and the 

“Change/Change Approach” were also tested to strengthen the support for and the 

reliability and robustness of the findings, in particular with regard to causal and 

temporal relationships amongst independent and dependent variables. As some experts 

argue, the strength of the longitudinal design lies in its ability to attend to the issue of 

causation (Menard, 2002; Taris, 2000; Zapf, Dorman, & Frese, 1996).  In addition, the 

main goal of substance abuse treatment is to produce positive cognitive, psychological 

and behavioural change. The “Change in Outcome Approach” and the “Change/Change 

Approach” provided insight into this change process. Each of the three analytical 

approaches has its own strengths and weaknesses, allowing a more comprehensive 

understanding of and insight into the relationship between independent and outcome 

variables cross-sectionally and longitudinally. A summary of the important findings of 

the “Change in Outcome Approach” and the “Change/Change Approach” are described 

in Chapter 4.  
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The “Raw Score Approach” resembles a cross-sectional design, with the primary 

difference being that the dependent variables for some of the comparisons were 

collected at a later point in time (e.g., in the case of this study between 2 and 11 months 

later; Zapf et al., 1996). Compared to a cross-sectional design, the “Raw Score 

Approach” offers some advantages by allowing the researcher to explore the 

relationship between the variables prior to the partialling out or controlling of initial 

predictor or outcome variable levels. In addition, (cross) lagged effects can be 

established, addressing the issue of common occasion bias (e.g., time of day). However, 

the “Raw Score Approach” fails to address the problem of temporal and causal order 

and the relationships amongst the variables of interest (Cohen, Cohen, West, & Aiken, 

2003; Menard, 2002).  

The “Change in Outcome Approach” permits the researcher to explore two 

additional types of effects, first, “stability effects (or autocorrelations), that is, the 

relationship between measures of the same variable taken at different points in time”, 

and second, “contemperaneous (or synchronous or cross-sectional) effects, that is 

relationships between different variables measured at the same point in time” (Bradley, 

2004, p. 103). An additional advantage involves the removal of background variables 

(e.g., gender and ethnic background) as a source of spurious dependency, by controlling 

for initial outcome variable levels and background factors (Menard, 2002; Zapf et al., 

1996). The inclusion of independent or dependent baseline variables as control variables 

allows the assessment of the impact of predictors independent of the variables’ pre-

existing levels. The literature suggests that a significant R2 in the final step can be 

viewed as providing evidence in support of a causal effect (Zapf et al., 1996). A 

disadvantage is that the time intervals between data collection points may be 

insufficient for the predictors to exert further influence before collecting Time 2/Time 3 

outcome measures. As a result, the likelihood of committing a Type II error (i.e., not 

identifying a predictor that has a potential effect) is increased by controlling for baseline 

outcome levels (Bradley, 2004; Schonfeld, Rhee, & Xia, 1995).  

The “Change/Change Approach” controls for initial levels of all the predictor 

and outcome variables. There is controversy about whether the data should be analysed 

using the regressor variable approach or raw change scores. Inclusion of the initial 

measures of the outcome variable within the analysis of longitudinal data offers several 

advantages, such as (1) addressing the problem of temporal order or association by 

using T1 levels of the predictor to assess changes between T1 and T2, T1 and T3, and 

T2 and T3 on the dependent variable (logically, any such change would occur after T1); 
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(2) the possibility of controlling stable sources of error (e.g., persistent response bias) 

by accounting for baseline outcome levels; and (3) the reduction of potentially 

considerable causal influence of baseline outcome levels upon T2 and T3 outcomes by 

including baseline outcomes in the model (Bradley, 2004).  

The advantages of additionally incorporating predictors in the T2 analyses 

involve the opportunity to test for T2 contemporaneous effects, as well as for reverse 

and reciprocal effects of predictors and outcomes (Bradley, 2004).  “Without T2 

predictors, synchronous effects can be demonstrated at T1 only, yet there may not have 

been sufficient exposure at that point for an effect to be detected and the effect may 

have dissipated at T2” (Bradley, 2004, p. 104). Interpretational difficulties, including 

suppressor effects, may arise unless predictor variable levels at T2 are taken into 

consideration. “Unless it is known that a variable is extremely stable over time and/or 

its effect is almost instantaneous, there are sound reasons for including in the analysis 

measures of predictors taken at both T1 and T2” (Bradley, 2004, p. 105). The inclusion 

of predictors at both T1 and T2 allows the exploration of changes in predictor levels 

upon changes in outcomes. Each of the three versions has strengths independent of the 

other versions, highlighting the importance of testing all three possibilities in order to 

obtain a comprehensive understanding of the influence that the predictor variables exert 

on changes in the dependent variables across time.  

Researchers have typically employed the regressor variable approach to explore 

these three model versions (Menard, 2000; Taris, 2000; Zapf et al., 1996). Employing 

regression analysis, the initial (T1) outcome and background variables are entered at 

Step 1 and the (T1) predictor variables at Step 2. For the purpose of this study, however, 

hierarchical regression analyses have been employed, using raw change scores, as 

experts argue that the change score is the most intuitive metric of change (Lord, 1967; 

Rogasa, 1988). In addition, according to Taris (2000), it is needless to enter the initial 

levels of the independent and dependent variables when using raw scores. The use of 

raw change scores produces similar results to the regressor variable approach, although 

the initial levels of outcome and predictor variables are not included in the analysis 

(Taris, 2000).    

For each HMRA, the final coefficient of determination (R2) and the adjusted 

coefficient of determination (Adjusted R2 – which takes into account sample size) are 

reported, detailing the overall percentage of variance in the dependent variable that was 

accounted for by the predictor variables once all variables had been entered. The change 

in the coefficient of determination (8R2) is presented at each step of the analyses, 
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indicating the additional amount of unique variance that the newly added predictor 

variable(s) contribute to explaining the dependent variable. In addition, the standardised 

regression coefficients (beta weights) are provided as a measure of the strength of the 

relationship between predictor and outcome variables. The closer these coefficients 

approximate +1.0 or –1.0, the more important is the variable to the solution.  

3.2.6 Preliminary Analyses 

3.2.6.1 Inspection and Preparation of Data 

At T1, a number of univariate outliers were censored to reduce and normalise 

the spread and skewness of the distributions of Self Coercion (1 score), Autonomy 

Support by Therapeutic Staff (6 scores), Autonomy (5 items), Attitude (3 scores), 

Subjective Norm (5 scores), and Treatment Engagement (1 score). At T2, the following 

distributions were censored for the same reason: Autonomy by Therapeutic Staff (6 

scores), Autonomy (4 scores), Attitude (2 scores), Subjective Norm (3 scores), 

Competence/Control (3 scores), Wellbeing (3 scores), and Perceived Training Transfer 

(4 scores). At T3, the distributions of Treatment Engagement (5 scores) and Perceived 

Training Transfer (2 scores) were also censored. Following this adjustment, the 

assumption of normality was met for most of the variables for the longitudinal sample 

except for T1 Attitude (standardised skewness value = -10.7), T1 Subjective Norm 

(standardised skewness value = -10.0), and T1 Intention (standardised skewness value = 

-11.6), which were all positively skewed. As transformation failed to normalise the 

distributions and given that all three variables were skewed in the same direction, the 

variables were entered into the analyses in their original form (Tabachnik & Fidell, 

1996).  

Correlations and tolerance values were inspected to determine whether there 

were any multicollinearity issues. There was no multicollinearity amongst the 

independent variables (all r’s < .90; Tabachnik & Fidell, 1996) and tolerance values 

were not close to 0. As none of the intercorrelations between two scales approached 

their mean scale reliability, multicollinearity was also not found to be a threat to the 

stability of the analyses (Campbell & Fiske, 1959).  

3.2.6.2 Reliability of Difference Scores 

In order to address the issue of the reliability of the difference scores, 

correlations between the variables’ T1 and T2 scores were explored and the internal 
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reliability coefficients of the scales were investigated. According to Taris (2000), as the 

correlation between two constituent variables increases, the reliability of the difference 

score decreases. A set of conventions proposed by Taris (2000), see Table 42 (this 

chapter), offers an indication of the reliability of the difference scores based on the 

average of the T1 and T2 (T1 and T3, and T2 and T3) internal consistency coefficients 

of the respective measures and the T1 to T2 (T1 and T3, and T2 and T3) correlations. 

For example, the correlation between Autonomy Support Family at T1 and T2 was r = 

.60, and the average reliability was .89. As a result, the reliability of the difference score 

for Autonomy Support Family was above .50. By and large, the three sets of difference 

scores obtained for the current study appear to have acceptable reliability, as indicated 

by reliability levels between .50 and .80. Except for T1 and T2 difference scores there 

were six difference scores with reliability levels greater than .40 but less than .50. They 

were, Family Coercion, Legal Coercion, Finance Coercion, Autonomy, External 

Motivation, and Introjected Motivation. Therefore, findings for these difference scores 

must be viewed with caution.  

 

Table 42 
Reliability of difference scores as a function of the reliability of two variables and their 
correlations.  

Correlations between Y1 and Y2 
Reliability of Y1 and Y2 .80 .60 .40 .20 

.80 .00 .50 .66 .75 

.60 - .00 .33 .50 

.40  - .00 .25 

.20   - .00 
Obtained from Taris (2000).  

 

Another method to increase the reliability of difference scores is to ensure that 

there is an “appropriate” time interval between the consecutive waves of the study for 

true changes to take place (Kessler, 1977). The longer the time interval the smaller the 

correlation tends to be between the two measures (Taris, 2000). It is possible that the 

two-month time period between T1 and T2 may not have been a sufficient time interval 

to reflect changes for Family Coercion, Legal Coercion, Finance Coercion, Autonomy, 

External Motivation, and Introjected Motivation. As difference scores have been shown 

to be generally quite reliable, the findings from this study can be interpreted with some 

confidence (Gottman & Rushe, 1993; Rogasa, 1988).  
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The “regression fallacy” (i.e., the tendency of difference scores, in particular 

high/low extreme scores, to regress to the mean in consecutive data collection waves) is 

another problem that is related to the use of difference scores (Taris, 2000), as is the 

concern of a negative correlation between the difference score and the initial levels of 

the variable, also known as “floor or ceiling effect” (Gottman & Rushe, 1993; Taris, 

2000). This issue was addressed by examining the normality plots and histograms of the 

difference scores for all independent and dependent variables. As the variables were 

relatively normally distributed, no floor or ceiling effects could be identified. However, 

there was a tendency for the distribution to be more humped around the mean compared 

to the tails. According to Gottman and Krokoff (1990), this phenomenon may 

exacerbate the problem of regression to the mean. 

3.2.6.3 Regression to the Mean 

The possibility of a regression to the mean was investigated. A procedure 
outlined by Taris (2000) was adopted where the average T1 and T2 (T1 and T3, and T2 
and T3) scores of the dependent measures (i.e., Intention, Treatment Engagement, 
Severity of Dependence, Drug Taking Confidence, Wellbeing, and Perceived Training 
Transfer) were computed for the entire sample and for a sub-sample of participants who 
obtained a high score on these measures at T1 (M + 1 SD). The entire sample mean was 
then subtracted from the sub-sample mean. For example, the mean of T1 Treatment 
Engagement for the subsample (N = 61) was 48.10. Subtracting the corresponding mean 
for the full T1 sample (39.08) resulted in a difference of 9.02. At T2, the mean for the 
sub-sample increased to 49.38. When the T2 Treatment Engagement mean for the full 
sample was subtracted from this score a difference of 7.16 was revealed. Thus, the 
participants who intensely participated in treatment at T1 were closer to the group mean 
at T2, indicating that a regression to the mean had taken place. See Table 43 to Table 45 
(this chapter) for results of these analyses.  
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Table 43 
Total sample means, sub-sample means, and difference scores for T1 and T2 dependent 
measures to explore regression to the mean effects.  

Time 1 Time 2 
Dependent Variable Total Sample 

Mean 
Sub-sample 

Mean Difference Total Sample 
Mean 

Sub-sample 
Mean Difference

Intention 13.52 
(N = 350) 

no cases - 13.86 
(N = 192) 

no cases - 

Treatment Engagement 39.08 
(N = 350) 

48.10 
(N = 61) 

9.02 42.22 
(N = 192) 

49.38 
(N = 34) 

7.16 

Severity of Dependence 17.22 
(N = 350) 

26.39 
(N = 66) 

9.17 14.35 
(N = 192) 

24.22 
(N = 31) 

9.87 

Drug Taking Confidence 22.79 
(N = 350) 

36.54 
(N = 55) 

13.75 27.36 
(N = 192) 

38.73 
(N = 37) 

11.37 

Wellbeing 35.59 
(N = 350) 

45.81 
(N = 52) 

10.22 38.06 
(N = 192) 

47.20 
(N = 25) 

9.14 

 

Table 44 
Total sample means, sub-sample means, and difference scores for T1 and T3 dependent 
measures to explore regression to the mean effects.  

Time 1 Time 3 

Dependent Variable Total 
Sample 
Mean 

Sub-sample 
Mean Difference 

Total 
Sample 
Mean 

Sub-sample 
Mean Difference 

Treatment Engagement 39.08 
(N = 350) 

48.10 
(N = 61) 

9.02 44.54 
(N = 109) 

49.52 
(N = 23) 

4.98 

Severity of Dependence 17.22 
(N = 350) 

26.39 
(N = 66) 

9.17 11.92 
(N = 109) 

19.94 
(N = 19) 

8.02 

Drug Taking Confidence 22.79 
(N = 350) 

36.54 
(N = 55) 

13.75 31.00 
(N = 109) 

39.75 
(N = 20) 

8.75 

Wellbeing 35.59 
(N = 350) 

45.81 
(N = 52) 

10.22 40.26 
(N = 109) 

47.73 
(N = 19) 

7.47 

 

Table 45 
Total sample means, sub-sample means, and difference scores for T2 and T3 dependent 
measures to explore regression to the mean effects.  

Time 2 Time 3 

Dependent Variable Total 
Sample 
Mean 

Sub-sample 
Mean Difference 

Total 
Sample 
Mean 

Sub-sample 
Mean Difference 

Treatment Engagement 42.22 
(N = 192) 

49.38 
(N = 34) 

7.16 44.54 
(N = 109) 

49.52 
(N = 23) 

4.98 

Severity of Dependence 14.35 
(N = 192) 

24.22 
(N = 31) 

9.87 11.92 
(N = 109) 

19.94 
(N = 19) 

8.02 

Drug Taking Confidence 27.36 
(N = 192) 

38.73 
(N = 37) 

11.37 31.00 
(N = 109) 

39.75 
(N = 20) 

8.75 

Wellbeing 
 

38.06 
(N = 192) 

47.20 
(N = 25) 

9.14 40.26 
(N = 109) 

47.73 
(N = 19) 

7.47 

Perceived Training 
Transfer 

37.43 
(N = 192 

44.87 
(N = 40) 

7.44 40.79 
(N = 109) 

no cases - 

 

Results of the analyses revealed that there was a tendency for all of the 

variables, to some extent, to regress to the mean. According to Kessler (1977), when 

measures are highly reliable, regression to the mean in fact reflects true change. By and 
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large, the measures employed in this study and their respective raw change scores 

demonstrated sound and high psychometric properties. In addition, it is anticipated that 

substance users undergoing treatment would experience substantial changes. Given that 

the assumptions of the regression analysis were met and the measures employed were 

reliable, the use of difference scores in the longitudinal regression analysis was found to 

be appropriate.  

3.2.7 Changes between T1 and T2 Predictors 

Paired sample t-tests were conducted to test changes in the predictor variables 

from T1 (i.e., treatment admission) to T2 (two months in treatment). Of particular 

interest were changes relating to the coercive forces that contributed to substance users 

entering treatment and changes in individuals’ motivation towards treatment. In 

addition, changes in outcome variables were examined across the entire treatment 

process. The assumptions of the analysis were met, although some of the T1 (i.e., 

Attitude, Subjective Norm, Intention, and Amotivation) and T2 variables (i.e., Legal 

Coercion, Attitude, Subjective Norm, Intention, Amotivation) showed a slight departure 

from normality, as indicated by the normal probability plot. As all variables were 

skewed in the same direction at T1 and T2, there was no major violation of the 

assumption of normality (Tabachnik & Fidell, 1996). The alpha level was adjusted 

using the Bonferroni correction method. As there were 23 variables tested for T1-T2 

comparisons, the alpha level was reduced to p < .002. For T1-T3 and T2-T3 

comparisons (11/12 variables), the alpha level was adjusted to p < .004. The paired 

sample t-tests revealed a number of significant mean-level changes among the predictor 

and outcome variables from admission to two months in treatment. There was a 

significant increase in Autonomy Support Family, t(191) = -4.91, p < .001, Autonomy 

Support Therapeutic Staff, t(191) = -3.70), p < .002, Perceived Competence/Control, 

t(191) = -5.70, p < .002, Identified/Integrated Motivation, t(191) = -3.84, p < .002, 

Treatment Engagement, t(191) = -6.99, p < .002, Wellbeing, t(191) = -3.07, p < .002, 

and Drug Taking Confidence, t(191) = -6.32, p < 002. In addition, comparisons revealed 

a significant decrease in External Motivation, t(191) = 3.26, p < .002, and Severity of 

Dependence, t(191) = 6.00, p < .002. See Table 46 (this chapter) for means, standard 

deviations, significance levels, and confidence intervals.  
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Table 46 
Means, standard deviations, 95% confidence intervals, and significance levels for 
paired sample t-tests testing change across T1 and T2 predictor and outcome variables 
(N = 192).  

95% Confidence 
Interval Variable M-T1 SD-T1 M-T2 SD-T2 

Lower Upper 
p 

SDT Predictor Variables        
   Self Coercion 17.02 2.61 16.71 2.85 -.06 .67  > .002 
   Family Coercion 17.70 5.75 17.39 5.77 -.30 .91  > .002 
   Legal Coercion 10.73 6.33 10.88 6.56 -.74 .43 > .002 
   Finance Coercion 14.26 5.72 14.56 5.65 -.99 .39 > .002 
   Health Coercion 17.47 4.53 18.05 4.51 -1.17 .02 > .002 
   Work Coercion 12.09 5.30 13.18 5.88 -1.82 -.35 > .002 
   AutSupp Family 17.30 6.34 19.38 6.68 -2.91 -1.24 < .002* 
   AutSupp Staff 23.26 5.01 24.73 4.41 -2.26 -.69 < .002* 
   Relatedness 18.98 3.75 19.32 3.86 -.88 .21 > .002 
   Autonomy 15.17 3.00 15.75 2.85 -1.05 -.11 > .002 
   Competence/Control 20.62 3.96 21.95 2.94 -1.79 -.86 < .002* 
   Amotivation 6.90 3.53 6.37 3.66 -.01 1.07 > .002 
   External Motivation 10.59 4.70 9.74 4.48 .33 1.36 < .002* 
   Introjected Motivation 14.70 4.16 14.63 4.13 -.43 .57 > .002 
   Identified/Integrated M.  24.96 4.74 26.15 4.34 -1.80 -.58 < .002* 
TPB Predictor Variables        
   Attitude 18.49 2.30 18.68 2.30 -.56 .19 > .002 
   Subjective Norm 13.23 2.21 12.98 2.30 .19 .56 > .002 
   Intention 18.59 2.17 18.57 2.28 -.32 .35 > .002 
Outcome Variables        
   Treatment Engagement 39.18 6.55 42.22 5.13 -3.90 -2.18 < .002* 
   Severity of Dependence 17.09 5.95 14.35 5.89 1.84 3.63 < .002* 
   Wellbeing 36.32 7.50 38.06 7.43 -2.86 -.62 < .002* 
   Drug Taking Confidence 23.21 8.18 27.36 8.50 -5.44 -2.85 < .002* 

* = significant 

 

Between T2 (i.e., two months in treatment) and T3 (at graduation of program) 

no significant changes in participants’ perceptions of coercion were observed, except for 

a significant reduction in Family Coercion. In terms of the outcome variables, while no 

significant change in participants’ Wellbeing was observed, there was a significant 

increase in Treatment Engagement, t(108) = -3.48, p < .004, Drug Taking Confidence, 

t(108) = -2.94, p < .004, and Perceived Training Transfer, t(108) = -4.51, p < .004, and a 

significant decrease in Severity of Dependence, t(108) = 4.12, p < .004. See Table 47 

(this chapter) for means, standard deviations, significance levels, and confidence 

intervals.  
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Table 47 
Means, standard deviations, 95% confidence interval, and significance levels for paired 
sample t-tests testing change across T2 and T3 predictor and outcome variables (N = 
109). 

95% Confidence 
Interval Variables M-T2 SD-T2 M-T3 SD-T3 

Lower Upper 
p 

Predictor Variables        
   Self Coercion 16.84 2.75 16.22 3.02 .03 1.19 > .004 
   Family Coercion 17.38 5.60 16.06 5.77 .51 2.11 < .004* 
   Legal Coercion 11.39 6.98 10.46 6.46 .17 1.70 > .004 
   Finance Coercion 14.81 5.93 14.43 5.94 -.53 1.28 > .004 
   Health Coercion 18.37 4.56 18.04 4.75 4.58 .44 > .004 
   Work Coercion 14.09 6.09 13.67 5.54 5.43 .52 > .004 
Outcome Variables        
   Treatment Engagement 42.71 4.85 44.54 4.42 -2.86 -.78 < .004* 
   Severity of Dependence 14.00 6.03 11.92 4.73 1.07 3.08 < .004* 
   Drug Taking Confidence 28.23 8.76 31.00 7.34 -4.64 -.90 < .004* 
   Wellbeing 39.04 7.21 40.26 6.50 -2.68 .24 > .004 
   Perceived Training Transfer 37.84 5.89 40.80 5.18 -4.25 -1.65 < .004* 

* = significant 

 

Finally, looking at comparisons fromT1 (i.e., treatment admission) to T3 (i.e., 

graduation from treatment program) significant reductions in perceptions of Self, t(108) 

= 3.36, p < .004, and Family Coercion, t(108) = 3.24, p < .004, were observed. As 

expected, significant mean-level changes were also found for all outcome variables. 

While there were significant increases for Treatment Engagement, t(108) = -7.79, p < 

.004, Drug Taking Confidence, t(108) = -9.26, p < .004, and Wellbeing, t(108) = -4.60, 

p < .004, there was a significant reduction in Severity of Dependence scores, t(108) = 

8.43, p < .004. See Table 48 (this chapter) for means, standard deviations, significance 

levels, and confidence intervals. 

 



 Substance Abuse Treatment 102

 

 
Table 48  
Means, standard deviations, 95% confidence intervals, and significance levels for 
paired sample t-tests testing change across T1 and T3 predictor and outcome variables 
(N = 109). 

95% Confidence 
Interval Variables M-T1 SD-T1 M-T3 SD-T3

Lower Upper 
p 

Predictor Variables        
   Self Coercion 17.11 2.57 16.23 3.02 .36 1.39 < .004* 
   Family Coercion 17.49 5.42 16.06 5.77 .55 2.30 < .004* 
   Legal Coercion 11.08 6.52 10.46 6.46 -.34 1.59 > .004 
   Finance Coercion 14.82 5.94 14.43 5.94 -.58 1.37 > .004 
   Health Coercion 17.94 4.24 18.04 4.75 -.93 .73 > .004 
   Work Coercion 12.87 5.32 13.67 5.54 -2.00 .40 > .004 
Outcome Variables        
   Treatment Engagement 39.31 6.49 44.54 4.42 -6.56 -3.89 < .004* 
   Severity of Dependence 16.41 5.95 11.92 4.73 3.43 5.55 < .004* 
   Wellbeing 36.85 6.56 40.26 6.50 -4.87 -1.93 < .004* 
   Drug Taking Confidence 23.34 7.97 31.00 7.34 -9.30 -6.02 < .004* 

* = significant 

3.2.8 Differences between Legally Mandated Clients and Non-Mandated Clients 

In order to investigate differences between legally mandated clients (including 

drug court clients, N = 68) and participants who entered treatment not as the result of a 

legal mandate, the 68 legally mandated clients were matched with a group of 

participants who were neither drug court nor legally mandated clients. Participants were 

matched based on age, gender, and drug of choice (i.e., Alcohol Dependence, Drug 

Dependence, and Drug & Alcohol Dependence). A series of independent sample t-tests 

was conducted for all independent and dependent variables at T1, T2, and T3.  

3.2.8.1 Time 1 (N = 136; Legally Mandated Clients = 68; Non-Mandated 

Clients = 68) 

There were 22 variables (i.e., Self Coercion, Family Coercion, Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, Total Coercion, Autonomy 

Support Family, Autonomy Support Staff, Perceived Relatedness, Perceived Autonomy, 

Perceived Competence/Control, Amotivation, External Motivation, Introjected 

Motivation, Identified/Integrated Motivation, Attitude, Subjective Norm, Intention, 

Treatment Engagement, Time in Treatment, Severity of Dependence, Drug Taking 

Confidence, and Wellbeing) examined at T1. To reduce the likelihood of making a Type 
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1 error, the alpha level was adjusted using a Bonferroni correction, α = .002. At T1, no 

significant differences between legally mandated and non-mandated clients were 

observed, with the exception that legally mandated clients reported significantly higher 

levels of legal coercion compared to non-mandated clients t(134) = 8.62, p < .002. In 

addition, a trend towards significance was identified for the variable Wellbeing, t(134) 

= 2.33, p = .02, indicating a tendency for legally mandated clients to report higher levels 

of  wellbeing at the beginning of treatment compared to non-mandated clients. See 

Table 49 (this chapter) for means, standard deviations, significance levels, and 

confidence intervals.  

 

Table 49  
Means, standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables for legally mandated 
clients (N = 68) and matched non-mandated clients (N = 68) at T1. 

Mandated Clients 
(N = 68) 

Non-Mandated 
Clients 

(N = 68) 

95% Confidence 
Interval 

  

M SD M SD Lower Upper 

p 

SDT Predictor Variables        
   Self Coercion 16.09 3.01 16.34 2.919 -1.26 .76 > .002 
   Family Coercion 18.16 5.86 19.03 5.165 -2.74 1.01 > .002 
   Legal Coercion 18.34 5.56 10.38 5.19 6.13 9.78 < .002* 
   Finance Coercion 14.25 5.68 15.29 5.01 -2.86 .77 > .002 
   Health Coercion 16.69 4.72 18.23 4.69 -3.14 .051 > .002 
   Work Coercion 12.88 5.64 12.41 5.59 -1.43 2.38 > .002 
   Total Coercion 96.37 20.06 91.69 17.36 -1.69 11.04 > .002 
   Autonomy Support Family 17.94 6.26 17.81 6.74 -2.07 2.34 > .002 
   Autonomy Support Staff 22.34 5.08 22.88 5.27 -2.30 1.21 > .002 
   Perceived Relatedness 18.23 4.01 18.44 3.75 -1.52 1.11 > .002 
   Perceived Autonomy 14.79 2.99 15.13 2.77 -1.32 .64 > .002 
   Perceived Competence/Contr. 20.95 3.52 19.59 4.52 -.00 2.74 > .002 
   Amotivation 8.13 4.13 7.60 3.91 -.83 1.89 > .002 
   External Motivation 10.69 4.77 10.43 4.29 -1.27 1.80 > .002 
   Introjected Motivation 14.12 4.31 14.85 4.28 -2.19 .72 > .002 
   Identified/Integrated Motiv. 24.38 4.50 24.06 5.51 -1.38 2.03 > .002 
TPB Predictor Variables        
   Attitude 17.72 2.84 17.88 2.87 -1.13 .80 > .002 
   Subjective Norm 12.97 2.20 13.06 2.30 -.85 .68 > .002 
   Intention 18.13 2.39 18.19 2.99 -.98 .86 > .002 
Outcome Variables        
   Treatment Engagement 37.98 7.65 39.48 6.38 -3.89 .89 > .002 
   Time in Treatment 49.48 33.39 40.48 29.46 -1.69 19.68 > .002 
   Severity of Dependence 16.50 7.33 18.12 5.64 -3.84 .60 > .002 
   Drug Taking Confidence 25.17 8.49 23.45 8.86 -1.22 4.66 > .002 
   Wellbeing 36.98 6.83 33.94 8.35 .46 5.63 > .002 

* = significance 
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3.2.8.2 Time 2 (N = 79; Legally Mandated Clients = 40; Non-Mandated 

Clients = 39) 

There were 21 variables (i.e., Self Coercion, Family Coercion, Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, Total Coercion, Autonomy 

Support Family, Autonomy Support Staff, Perceived Relatedness, Perceived Autonomy, 

Perceived Competence/Control, Amotivation, External Motivation, Introjected 

Motivation, Identified/Integrated Motivation, Attitude, Subjective Norm, Intention, 

Treatment Engagement, Severity of Dependence, Drug Taking Confidence, Wellbeing, 

and Perceived Training Transfer) examined at T2. To reduce the likelihood of making a 

Type 1 error, the alpha level was adjusted using a Bonferroni correction, α = .002.  

 

Table 50 
Means, standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables for legally mandated 
clients (N = 40) and matched non-mandated clients (N = 39) at T2.  

 Mandated Clients 
(N = 40) 

Non-Mandated 
Clients 

(N = 39) 

95% Confidence 
Interval  

 M SD M SD Lower Upper p 
SDT Predictor Variables        
   Self Coercion 16.17 2.82 16.18 3.16 -1.35 1.34 > .002 
   Family Coercion 18.27 5.12 17.92 6.30 -2.22 2.92 > .002 
   Legal Coercion 20.35 4.90 9.79 4.81 8.38 12.73 < .002* 
   Finance Coercion 15.82 5.88 14.74 5.22 -1.41 3.58 > .002 
   Health Coercion 17.62 5.20 18.08 4.27 -2.59 1.68 > .002 
   Work Coercion 14.57 6.72 12.89 5.88 -1.15 4.51 > .002 
   Total Coercion 102.82 21.96 89.61 20.37 3.71 22.70 > .002 
   Autonomy Support Family 21.32 6.92 17.67 6.39 .67 6.64 > .002 
   Autonomy Support Staff 24.35 4.98 24.43 4.45 -2.20 2.03 > .002 
   Perceived Relatedness 19.42 4.39 19.20 3.51 -1.56 2.00 > .002 
   Perceived Autonomy 15.65 3.05 15.02 2.67 -.66 1.91 > .002 
   Perceived Competence/Contr. 21.60 3.70 22.02 2.61 -1.86 1.01 > .002 
   Amotivation 7.87 4.61 6.54 3.96 -.59 3.26 > .002 
   External Motivation 10.85 4.47 9.13 3.67 -.11 3.56 > .002 
   Introjected Motivation 14.25 4.10 14.87 4.35 -2.55 1.27 > .002 
   Identified/Integrated Motiv. 25.20 5.33 26.54 3.92 -3.44 .76 > .002 
TPB Predictor Variables        
   Attitude 17.85 2.70 18.61 2.27 -1.88 .35 > .002 
   Subjective Norm 12.82 2.47 12.84 1.99 -1.03 .98 > .002 
   Intention 17.82 2.79 18.30 2.50 -1.67 .71 > .002 
Outcome Variables        
   Treatment Engagement 41.20 6.48 43.05 3.96 -4.26 .56 > .002 
   Severity of Dependence 14.60 6.23 14.20 6.11 -2.37 3.16 > .002 
   Drug Taking Confidence 28.52 9.22 26.26 7.29 -1.46 6.00 > .002 
   Wellbeing 36.97 7.74 39.28 6.39 -5.49 .88 > .002 
   Perceived Training Transfer 36.52 7.60 37.20 4.97 -3.56 2.12 > .002 

* = significance 
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Similar to T1, at T2, legally mandated clients reported significantly higher levels 

of legal pressure compared to non-mandated clients, t(77) = 9.65, p < .001. There was 

also a trend for legally mandated clients to report higher levels of Total Coercion, t(77) 

= 2.77, p = .007, and Autonomy Support Family, t(77) = 2.44, p = .02. These results 

suggest a tendency for legally mandated clients to have higher perceptions of coercion 

on the whole and to perceive their families as more autonomy supportive compared to 

non-mandated clients after they had spent two months in treatment. See Table 50 (this 

chapter) for means, standard deviations, significance levels, and confidence intervals. 

3.2.8.3 Time 3 (N = 44; Legally Mandated Clients = 27; Non-Mandated 

Clients = 17) 

There were 12 variables (i.e., Self Coercion, Family Coercion, Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, Total Coercion, Treatment 

Engagement, Severity of Dependence, Drug Taking Confidence, Wellbeing, and 

Perceived Training Transfer) examined at T3. To reduce the likelihood of making a 

Type 1 error, the alpha level was adjusted using a Bonferroni correction, α = .004. No 

significant differences were revealed between the two groups, with the exception that 

legally mandated clients reported significantly higher levels of legal coercion at the end 

of treatment compared to non-mandated clients, t(42) = 6.48, p < .004. See Table 51 

(this chapter) for means, standard deviations, significance levels, and confidence 

intervals. 

 
Table 51 
Means, standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables for legally mandated 
clients (N = 27) and matched non-mandated clients (N = 17) at T3.  

 Mandated Clients 
(N = 27) 

Non-Mandated 
Clients (N = 17) 

95% Confidence 
Interval 

 M SD M SD Lower Upper 
p 

Predictor Variables        
   Self Coercion 15.70 2.76 15.88 2.98 -1.95 1.60 > .004 
   Family Coercion 16.63 5.31 15.94 6.66 -2.97 4.35 > .004 
   Legal Coercion 18.52 5.65 8.35 3.94 6.99 13.33 < .004* 
   Finance Coercion 15.59 6.05 14.53 5.93 -2.69 4.81 > .004 
   Health Coercion 17.48 5.38 19.00 3.37 -4.47 1.43 > .004 
   Work Coercion 14.52 5.42 14.29 5.95 -3.29 3.74 > .004 
   Total Coercion 98.44 20.48 88.00 19.51 -2.12 23.01 > .004 
Outcome Variables        
   Treatment Engagement 43.70 4.87 45.64 3.57 -4.70 .82 > .004 
   Severity of Dependence 12.89 5.51 10.88 3.64 -1.04 5.05 > .004 
   Drug Taking Confidence 29.59 7.82 31.18 7.16 -6.31 3.15 > .004 
   Wellbeing 39.55 6.26 38.94 5.33 -3.09 4.32 > .004 

Perceived Training Transfer 39.74 6.51 40.94 3.13 -4.62 2.22 > .004 
* = significance 
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3.2.9 Differences between Drug Court Clients and Non Drug Court Clients 

In order to investigate differences between drug court clients (N = 33) and 

participants who entered treatment not as the result of a drug court order, the 33 drug 

court clients were matched with a group of participants who were neither drug court nor 

legally mandated clients. Participants were matched based on age, gender, and drug of 

choice (i.e., Alcohol Dependence, Drug Dependence, and Drug & Alcohol 

Dependence). A series of independent sample t-tests with all independent and dependent 

variables at T1, T2, and T3 was conducted.  

3.2.9.1 Time 1 (N = 66; Drug Court Clients = 33; Non Drug Court Clients = 

33) 

There were 22 variables (i.e., Self Coercion, Family Coercion, Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, Total Coercion, Autonomy 

Support Family, Autonomy Support Staff, Perceived Relatedness, Perceived Autonomy, 

Perceived Competence/Control, Amotivation, External Motivation, Introjected 

Motivation, Identified/Integrated Motivation, Attitude, Subjective Norm, Intention, 

Treatment Engagement, Time in Treatment, Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and Treatment History) examined at T1. To reduce the 

likelihood of making a Type 1 error, the alpha level was adjusted using a Bonferroni 

correction, α = .002. At T1, no significant differences were revealed between drug court 

and non drug court clients, with the exception that drug court clients reported 

significantly higher levels of legal coercion compared to non drug court clients, t(64) = 

7.78, p < .002. In addition, there was a trend towards significance for Amotivation, t(64) 

= 2.22, p = .03, External Motivation, t(64) = 2.02, p = .04, and Drug Taking 

Confidence, t(64) = 2.09, p = .04, suggesting a trend for drug court clients to report 

higher levels of Amotivation and External Motivation, and more confidence to resist the 

temptation to use substances when exposed to high-risk situations. See Table 52 (this 

chapter) for means, standard deviations, significance levels, and confidence intervals. 
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Table 52 
Means, standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables for drug court clients (N 
= 33) and matched non drug court clients (N = 33) at T1.  

 Drug Court Clients 
(N = 33) 

Non Drug Court 
Clients 

(N = 33) 

95% Confidence 
Interval 

 M SD M SD Lower Upper 

p 

SDT Predictor Variables        
   Self Coercion 15.76 3.03 16.27 2.68 -1.92 .89 > .002 
   Family Coercion 18.18 5.36 19.03 4.78 -3.34 1.65 > .002 
   Legal Coercion 19.30 4.71 9.94 5.05 6.96 11.77 < .002* 
   Finance Coercion 14.18 5.56 15.39 4.39 -3.68 1.25 > .002 
   Health Coercion 17.27 4.61 18.69 3.99 -3.55 .69 > .002 
   Work Coercion 13.00 5.21 12.24 5.81 -1.96 3.47 > .002 
   Total Coercion 97.60 16.36 91.57 15.61 -1.83 13.89 > .002 
   Autonomy Support Family 17.72 6.84 16.33 6.38 -1.86 4.64 > .002 
   Autonomy Support Staff 22.51 5.10 22.36 5.58 -2.48 2.78 > .002 
   Perceived Relatedness 18.24 4.62 18.15 4.24 -2.09 2.27 > .002 
   Perceived Autonomy 15.21 2.90 15.12 2.92 -1.34 1.52 > .002 
   Perceived Competence/Contr. 21.36 2.86 19.82 4.24 -.23 3.32 > .002 
   Amotivation 9.00 4.34 6.94 3.09 .20 3.91 > .002 
   External Motivation 11.54 4.58 9.54 3.37 .02 3.98 > .002 
   Introjected Motivation 14.88 4.41 14.42 4.43 -1.72 2.63 > .002 
   Identified/Integrated Motiv. 25.09 3.82 23.67 6.66 -1.25 4.09 > .002 
TPB Predictor Variables        
   Attitude 17.67 2.96 17.79 2.89 -1.56 1.32 > .002 
   Subjective Norm 12.51 2.57 13.09 2.021 -1.71 .56 > .002 
   Intention 18.09 2.59 18.67 2.45 -1.82 .67 > .002 
Outcome Variables        
   Treatment Engagement 37.88 7.67 39.42 6.39 -5.02 1.92 > .002 
   Time in Treatment 53.88 32.33 45.05 33.27 -7.30 24.96 > .002 
   Severity of Dependence 15.18 7.34 17.21 5.84 -5.29 1.23 > .002 
   Drug Taking Confidence 25.76 7.93 21.57 8.32 .18 8.18 > .002 
   Wellbeing 36.94 7.54 34.76 7.41 -1.49 5.86 > .002 

* = significance 

 

3.2.9.2 Time 2 (N = 42; Drug Court Clients = 21; Non Drug Court Clients = 

19).  

There were 21 variables (i.e., Self Coercion, Family Coercion, Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, Total Coercion, Autonomy 

Support Family, Autonomy Support Staff, Perceived Relatedness, Perceived Autonomy, 

Perceived Competence/Control, Amotivation, External Motivation, Introjected 

Motivation, Identified/Integrated Motivation, Attitude, Subjective Norm, Intention, 

Treatment Engagement, Severity of Dependence, Drug Taking Confidence, Wellbeing, 

and Perceived Training Transfer) examined at T2. To reduce the likelihood of making a 

Type 1 error, the alpha level was adjusted using a Bonferroni correction, α = .002. 

Similar to T1, at T2, a significant difference between the two groups was only found for 
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Legal Coercion, t(38) = 7.62, p < .002. In addition, there was a trend towards 

significance for Autonomy Support Family, t(38) = 2.68, p = .01, and Drug Taking 

Confidence, t(38) = 2.54, p = .01. These results suggest that drug court clients two 

months into treatment reported significantly higher levels of legal pressures compared 

to non drug court clients, more autonomy support from their families, and more 

confidence to resist the temptation to use substances when exposed to high-risk 

situations. See Table 53 (this chapter) for means, standard deviations, significance 

levels, and confidence intervals. 

 

Table 53 
Means, standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables for drug court clients (N 
= 21) and matched non drug court clients (N = 19) at T2.  

 Drug Court Clients 
(N = 21) 

Non Drug Court 
Clients 

(N = 19) 

95% Confidence 
Interval 

 M SD M SD Lower Upper 

p 

SDT Predictor Variables        
   Self Coercion 15.95 2.91 15.78 3.22 -1.79 2.12 > .002 
   Family Coercion 18.05 5.29 17.63 5.97 -3.19 4.02 > .002 
   Legal Coercion 21.14 4.56 9.89 4.77 8.26 14.24 > .002* 
   Finance Coercion 15.19 5.98 14.74 4.84 -3.05 3.96 > .002 
   Health Coercion 16.00 6.03 17.95 4.74 -5.45 1.55 > .002 
   Work Coercion 13.14 5.93 13.26 6.68 -4.16 3.91 > .002 
   Total Coercion 99.48 21.11 89.26 19.76 -2.91 23.34 > .002 
   Autonomy Support Family 22.14 6.35 17.05 5.56 1.25 8.93 > .002 
   Autonomy Support Staff 24.90 4.89 23.68 4.31 -1.74 4.18 > .002 
   Perceived Relatedness 19.95 4.47 18.95 3.55 -1.59 3.61 > .002 
   Perceived Autonomy 16.09 3.03 14.42 3.06 -.278 3.63 > .002 
   Perceived Competence/Contr. 21.86 3.42 21.63 2.63 -1.74 2.19 > .002 
   Amotivation 7.71 4.32 7.74 4.86 -2.96 2.92 > .002 
   External Motivation 10.90 4.09 9.68 4.09 -1.40 3.85 > .002 
   Introjected Motivation 14.28 3.96 14.74 4.10 -3.03 2.13 > .002 
   Identified/Integrated Motiv. 24.76 5.97 25.95 3.34 -4.33 1.96 > .002 
TPB Predictor Variables        
   Attitude 17.38 2.89 18.31 2.47 -2.66 .79 > .002 
   Subjective Norm 12.14 2.69 12.36 2.31 -1.84 1.39 > .002 
   Intention 18.19 2.71 17.63 2.89 -1.23 2.35 > .002 
Outcome Variables        
   Treatment Engagement 40.48 6.38 41.63 3.77 -4.56 2.25 > .002 
   Severity of Dependence 12.71 5.94 14.89 6.55 -6.18 1.82 > .002 
   Drug Taking Confidence 31.24 8.99 24.74 6.96 1.31 11.69 > .002 
   Wellbeing 38.14 8.03 37.95 7.663 -4.84 5.23 > .002 
   Perceived Training Transfer 36.95 7.38 36.26 5.546 -3.53 4.91 > .002 

* = significance 
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3.2.9.3 Time 3 (N = 25; Drug Court Clients = 14; Non Drug Court Clients = 

11). 

There were 12 variables (i.e., Self Coercion, Family Coercion, Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, Total Coercion, Treatment 

Engagement, Severity of Dependence, Drug Taking Confidence, Wellbeing, and 

Perceived Training Transfer) examined at T3. To reduce the likelihood of making a 

Type 1 error, the alpha level was adjusted using a Bonferroni correction, α = .004. No 

significant differences between the two groups were observed, with the exception that 

drug court clients reported significantly higher levels of legal pressure at the end of 

treatment compared to non drug court clients, t(23) = 5.33, p < .004. See Table 54 (this 

chapter) for means, standard deviations, significance levels, and confidence intervals. 

 

Table 54 
Means, standard deviations, and 95% confidence intervals of independent sample t-tests 
for predictor and outcome variables for drug court clients (N = 14) and matched non 
drug court clients (N = 11) at T3.  

 Drug Court Clients 
(N = 14) 

Non Drug Court 
Clients (N = 11) 

95% Confidence 
Interval 

 M SD M SD Lower Upper 
p 

Predictor Variables        
   Self Coercion 15.36 2.79 15.36 3.11 -2.45 2.44 > .004 
   Family Coercion 15.64 5.85 16.18 6.64 -5.71 4.64 > .004 
   Legal Coercion 19.43 5.05 9.09 4.48 6.33 14.35 < .004* 
   Finance Coercion 14.14 5.99 16.00 5.31 -6.61 2.90 > .004 
   Health Coercion 16.28 6.32 19.45 2.84 -7.13 .79 > .004 
   Work Coercion 14.07 6.19 14.18 6.08 -5.23 5.01 > .004 
   Total Coercion 94.93 21.19 90.27 19.98 -12.58 21.89 > .004 
Outcome Variables        
   Treatment Engagement 43.64 4.70 45.36 4.10 -5.43 1.99 > .004 
   Severity of Dependence 13.64 6.13 10.63 3.72 -1.35 7.36 > .004 
   Drug Taking Confidence 32.14 6.72 29.82 8.35 -3.91 8.55 > .004 
   Wellbeing 38.57 6.12 37.91 6.14 -4.44 5.77 > .004 
   Perceived Training Transfer 39.57 7.09 40.36 3.14 -5.56 3.97 > .004 

* = significance 



 Substance Abuse Treatment 110

 

3.2.10 Differences between Legally Mandated (N = 35) and Drug Court Clients (N = 

33) 

Given that the category Legal Mandate incorporated drug court clients a series 

of independent sample t-tests was conducted to assess differences between clients who 

entered treatment as a result of a legal mandate (N = 35) and clients who entered 

treatment as a result of a drug court order (N = 33). As can be seen from Table 55 to 

Table 57 (this chapter), no significant differences between the two groups were 

observed for any of the predictor and outcome variables at T1, T2, and T3.  

 

Table 55 
Means, standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables for legally mandated 
clients (N = 35) and drug court clients (N = 33) at T1.  

 Legally Mandated 
Clients (N = 35) 

Drug Court Clients 
(N = 33) 

95% Confidence 
Interval 

 M SD M SD Lower Upper 
p 

SDT Predictor Variables        
   Self Coercion 16.40 3.00 15.76 3.03 -2.10 .82 > .002 
   Family Coercion 18.14 6.38 18.18 5.36 -2.82 2.89 > .002 
   Legal Coercion 17.43 6.19 19.30 4.71 -.80 4.55 > .002 
   Finance Coercion 14.31 5.86 14.18 5.56 -2.90 2.64 > .002 
   Health Coercion 16.14 4.82 17.27 4.61 -1.16 3.42 > .002 
   Work Coercion 12.77 6.09 13.00 5.21 -2.52 2.98 > .002 
   Total Coercion 95.20 23.19 97.60 16.36 -7.37 12.18 > .002 
   Autonomy Support Family 18.14 5.76 17.73 6.84 -3.47 2.64 > .002 
   Autonomy Support Staff 22.17 5.12 22.51 5.10 -2.13 2.82 > .002 
   Perceived Relatedness 18.23 3.40 18.24 4.62 -1.94 1.97 > .002 
   Perceived Autonomy 14.40 3.07 15.21 2.90 -.636 2.26 > .002 
   Perceived Competence/Contr. 20.57 4.04 21.36 2.86 -.913 2.49 > .002 
   Amotivation 7.31 3.80 9.00 4.34 -.29 3.66 > .002 
   External Motivation 9.88 4.87 11.54 4.58 -.63 3.95 > .002 
   Introjected Motivation 13.40 4.14 14.88 4.41 -.59 3.55 > .002 
   Identified/Integrated Motiv. 23.71 5.03 25.09 3.82 -.79 3.55 > .002 
TPB Predictor Variables        
   Attitude 17.77 2.77 17.67 2.96 -1.49 1.28 > .002 
   Subjective Norm 13.40 1.72 12.51 2.57 -1.93 .17 > .002 
   Intention 18.17 2.24 18.09 2.59 -1.25 1.09 > .002 
Outcome Variables        
   Treatment Engagement 38.08 7.73 37.88 7.67 -3.94 3.52 > .002 
   Time in Treatment 45.32 34.31 53.88 32.33 -7.60 24.72 > .002 
   Severity of Dependence 17.74 7.21 15.18 7.34 -6.08 .96 > .002 
   Drug Taking Confidence 24.63 9.07 25.75 7.93 -3.00 5.26 > .002 
   Wellbeing 37.03 6.20 36.93 7.54 -3.42 3.24 > .002 

* = significance 
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Table 56 
Means, standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables for legally mandated 
clients (N = 19) and drug court clients (N = 21) at T2. 

  Legally Mandated 
Clients (N = 19) 

Drug Court 
Clients 

(N = 21) 

95% Confidence 
Interval 

 M SD M SD Lower Upper 

p 

SDT Predictor Variables        
   Self Coercion 16.42 2.79 15.95 2.91 -2.29 1.36 > .002 
   Family Coercion 18.53 5.07 18.05 5.28 -3.80 2.84 > .002 
   Legal Coercion 19.47 5.23 21.14 4.56 -1.47 4.80 > .002 
   Finance Coercion 16.53 5.85 15.19 5.98 -5.13 2.46 > .002 
   Health Coercion 19.42 3.42 16.00 6.03 -6.61 -.23 > .002 
   Work Coercion 16.16 7.34 13.14 5.93 -7.27 1.24 > .002 
   Total Coercion 106.52 22.85 99.47 21.11 -21.12 7.02 > .002 
   Autonomy Support Family 20.42 7.57 22.14 6.35 -2.74 6.18 > .002 
   Autonomy Support Staff 23.74 5.14 24.90 4.89 -2.04 4.38 > .002 
   Perceived Relatedness 18.84 4.36 19.95 4.47 -1.72 3.94 > .002 
   Perceived Autonomy 15.16 3.08 16.09 3.03 -1.02 2.89 > .002 
   Perceived Competence/Contr. 21.31 4.07 21.85 3.42 -1.86 2.94 > .002 
   Amotivation 8.05 5.02 7.714 4.33 -3.33 2.65 > .002 
   External Motivation 10.79 4.97 10.90 4.09 -2.79 3.02 > .002 
   Introjected Motivation 14.21 4.37 14.28 3.96 -2.59 2.74 > .002 
   Identified/Integrated Motiv. 25.68 4.64 24.76 5.97 -4.37 2.53 > .002 
TPB Predictor Variables        
   Attitude 18.37 2.45 17.38 2.89 -2.71 .74 > .002 
   Subjective Norm 13.58 2.01 12.14 2.69 -2.97 .09 > .002 
   Intention 17.42 2.89 18.19 2.71 -1.02 2.56 > .002 
Outcome Variables        
   Treatment Engagement 42.00 6.67 40.48 6.38 -5.70 2.66 > .002 
   Severity of Dependence 16.68 6.02 12.71 5.94 -7.80 -.14 > .002 
   Drug Taking Confidence 25.53 8.73 31.24 8.99 .02 11.39 > .002 
   Wellbeing 35.68 7.41 38.14 8.03 -2.50 7.42 > .002 
   Perceived Training Transfer 36.05 8.01 36.95 7.38 -4.03 5.83 > .002 

* = significance 
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Table 57 
Means and standard deviations, 95% confidence intervals, and significance levels of 
independent sample t-tests for predictor and outcome variables of legally mandated 
clients (N = 13) and drug court clients (N = 14) at T3.  

 Legally Mandated 
Clients (N = 13) 

Drug Court 
Clients 

(N = 14) 

95% Confidence 
Interval 

 M SD M SD Lower Upper 

p 

SDT Predictor Variables        
   Self Coercion 16.08 2.78 15.35 2.79 -2.93 1.49 > .004 
   Family Coercion 17.69 4.64 15.64 5.85 -6.26 2.16 > .004 
   Legal Coercion 17.54 6.29 19.43 5.05 -2.61 6.39 > .004 
   Finance Coercion 17.15 5.94 14.14 5.99 -7.75 1.72 > .004 
   Health Coercion 18.77 4.00 16.28 6.32 -6.71 1.75 > .004 
   Work Coercion 15.00 4.65 14.07 6.19 -5.29 3.44 > .004 
   Total Coercion 102.23 19.79 94.93 21.19 -23.59 8.99 > .004 
Outcome Variables        
   Treatment Engagement 43.77 5.23 43.64 4.70 -4.06 3.81 > .004 
   Severity of Dependence 12.08 4.85 13.64 6.13 -2.84 5.97 > .004 
   Drug Taking Confidence 26.85 8.22 32.14 6.72 -.64 11.23 > .004 
   Wellbeing 40.61 6.49 38.57 6.12 -7.04 2.95 > .004 
   Perceived Training Transfer 39.92 6.12 39.57 7.09 -5.62 4.91 > .004 

* = significance 

3.2.11 Hierarchical Multiple Regression Analyses (HMRAs) 

A series of HMRAs was conducted to test the usefulness, logic, and fit of the 

three models (Self-Determination Theory [SDT] model, The Theory of Planned 

Behaviour [TPB] model, and the Combined model) in relation to the “Raw Score 

Approach”. Predictor and client-related variables (i.e., gender, age, legal mandate, drug 

court order, treatment history, criminal history, and dual diagnosis) were included in the 

regression analysis if they correlated significantly with the dependent variable at p < .05 

(in the case of T1 variables; N = 350) or p < .01 (in the case of T2 and T3 variables; N = 

192 and N = 109 respectively). Client-related factors were controlled for by entering 

them into the HMRA at Step 1. At each step, predictor variables were expected to 

account for a significant amount of the variance in the dependent measure.  

Direct effects between predictor and outcome variables were demonstrated when 

the predictor was significant at the final step of the regression analysis, even when the 

variable had been entered at a previous step. Mediating effects among variables were 

demonstrated by a reduction in the size of beta coefficients, combined with the 

introduction of a significant predictor, at each step of the HMRA. In other words, an 

indication of a mediating effect was a reduction in the size of an individual beta weight 

compared with its beta weight in the previous step, when new variables were added to 

the regression. When the beta weight of a variable or set of variables was reduced after 
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entering subsequent variables, then a mediating effect was suggested (see Baron & 

Kenny, 1986; James & Brett, 1984). For the purpose of this study and in line with the 

variable sequence of the proposed models, a mediating effect was reported when the 

significant beta weight changed to non-significance from one step to the next.  For 

example, the significant beta weights of variables entered at Step 1 were expected to 

reduce to non-significance if they were mediated by variables at Step 2. Substantial 

significant reductions in beta weights in subsequent steps were also noted when the 

reduction was the same or more than in previous steps, as they suggested additional 

mediating effects.  

As beta weight fluctuations can be attributed to a range of factors (e.g., 

covariance, error variance, outliers, and non-linearity), with mediation being only one 

possibility, the mediation criteria recommended by Baron and Kenny (1986) were used 

to provide further evidence in support of any mediational effects: 

1) the independent variable predicts/correlates with the dependent variable 

2) the mediator variable predicts/correlates with the dependent variable 

3) the independent variable predicts/correlates with the mediator variable, 

and 

4) the beta weight of the independent variable reduces in size after entering 

the mediator at the subsequent step 

While answers to criteria 1, 2 and 4 can be drawn from the regression analyses, 

correlations between the independent variable and mediator were reported to provide 

further support for criterion 3.   

3.2.12 Issues regarding Categorical Variables 

3.2.12.1 Legal Mandate/Drug Court Order 

First, two categorical client-related variables were created, one reflecting 

whether or not a participant entered treatment as a result of a drug court order (the 

variable was labelled Drug Court Order), the other indicating whether individuals 

entered treatment due to a legal mandate (the variable was labelled Legal Mandate). As 

the variable Legal Mandate incorporated all clients who entered treatment as a result of 

a legal mandate, including drug court clients, two regression analyses were performed in 

cases where both Legal Mandate and Drug Court Order were found to be significantly 

related to the respective dependent measure. In the first regression analysis Legal 

Mandate was entered at Step 1 and in the second analysis Drug Court Order was entered 



 Substance Abuse Treatment 114

 

at Step 1, thereby assessing the individual effect of each of the two variables on the 

respective dependent measure.  

3.2.12.2 Drug Of Choice 

Second, the client-related factor Drug of Choice consisted of three levels (i.e., 

Alcohol Dependence, Drug Dependence, and Drug & Alcohol Dependence). Dummy 

variables were created for each of the three groups. Next, a series of ANOVAs was 

conducted to identify differences between the three groups in relation to each dependent 

measure at T1, T2, T3, T1-T2, T1-T3, and T2-T3. As there were three conditions and 

three comparisons, a Bonferroni correction was used, reducing the significance level to 

p < .02. This information was used to determine which of the three dummy variables 

served as a baseline indicator, while the other two dummy variables were entered into 

the respective regression analysis at Step 1 along with the other client-related variables. 

Time 1 Outcomes (N = 350) 

Differences amongst the three conditions were tested for the following T1 

outcome measures: Amotivation, External Motivation, Introjected Motivation, 

Identified/Integrated Motivation, Treatment Engagement, Personal Involvement, 

Personal Progress, Time in Treatment, Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and Intention. Most of the assumptions were met, with the 

exception of the Levene’s test for homogeneity of variance, which was violated for 

Wellbeing (Levene’s p < .05). Results of the ANOVA were significant for only one of 

the outcome variables, Severity of Dependence, F(2,347) = 6.58, p < .02. Tukey’s HSD 

test revealed that Alcohol Dependence (M = 14.71) differed significantly from Drug 

Dependence (M = 18.09). Consequently, Drug Dependence served as the baseline 

indicator, while Alcohol Dependence and Drug & Alcohol Dependence were entered at 

Step 1, when T1 Severity of Dependence was regressed.  

Time 2 Outcomes (N = 192) 

Differences amongst the three conditions were tested for the following T2 

outcome measures: Amotivation, External Motivation, Introjected Motivation, 

Identified/Integrated Motivation, Treatment Engagement, Severity of Dependence, Drug 

Taking Confidence, Wellbeing, Perceived Training Transfer, and Intention. Most of the 

assumptions were met, with the exception of the Levene’s test for homogeneity of 

variance, which was violated for Severity of Dependence and Intention (Levene’s p < 

.05). ANOVA results revealed no significant differences amongst the three groups in 

relation to any of the ten outcome measures.  
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Time 3 Outcomes (N = 109) 

Differences amongst the three conditions were tested for the following T3 

outcome measures: Treatment Engagement, Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and Perceived Training Transfer. The assumptions were met, 

except for Severity of Dependence, Drug Taking Confidence, Wellbeing, and Perceived 

Training Transfer Levene’s test for homogeneity of variance was violated (Levene’s p < 

.05). Results of the ANOVAs revealed significant differences amongst the three 

conditions for Severity of Dependence, F(2,106) = 5.84, p < .02, Drug Taking 

Confidence, F(2,106) = 9.55, p < .02, and Wellbeing, F(2,106) = 5.64, p < .02. In the 

case of Severity of Dependence, Tukey’s HSD test revealed a significant difference 

between Alcohol Dependence (M = 8.89) and Drug & Alcohol Dependence (M = 

13.24). Consequently, Alcohol Dependence was used as a baseline indicator, while 

Drug Dependence and Drug & Alcohol Dependence were entered into the regression at 

Step 1 when T2 Severity of Dependence was regressed.  

In the case of Drug Taking Confidence, Tukey’s HSD test identified a 

significant difference between Alcohol Dependence (M = 37.15) and Drug Dependence 

(M = 30.06) and between Alcohol Dependence (M = 37.15) and Drug & Alcohol 

Dependence (M = 29.19). Consequently, Alcohol Dependence served as a baseline 

indicator, while Drug Dependence and Drug & Alcohol Dependence were entered at 

Step 1 when Drug Taking Confidence was regressed.  

Finally, in the case of Wellbeing, Tukey’s HSD test revealed a significant 

difference between Alcohol Dependence (M = 44.58) and Drug Dependence (M = 

39.63) and between Alcohol Dependence (M = 44.58) and Drug & Alcohol Dependence 

(M = 38.94). As a result, Alcohol Dependence served as the baseline indicator, while 

Drug Dependence and Drug & Alcohol Dependence were entered at Step 1 when 

Wellbeing was regressed.  

T1-T2 Change Scores (N = 192) 

Differences amongst the three conditions were tested for the following T3 

outcome measure: Amotivation, External Motivation, Introjected Motivation, 

Identified/Integrated Motivation, Treatment Engagement, Severity of Dependence, Drug 

Taking Confidence, and Wellbeing. The assumptions of the ANOVA were met for all 

variables. ANOVA results revealed significant differences for External Motivation, 

F(2,189) = 5.50, p < .02,  and Treatment Engagement, F(2,189) = 5.39, p < .02. In the 

case of External Motivation, Tukey’s HSD test revealed a significant difference 

between Drug Dependence (M = .13) and Drug & Alcohol Dependence (M = 1.98). 
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Consequently, Drug Dependence was used as the baseline indicator, while Alcohol 

Dependence and Drug & Alcohol Dependence were entered at Step 1 when External 

Motivation was regressed. In the case of Treatment Engagement, Tukey’s HSD test 

identified a significant difference between Alcohol Dependence (M = -.22) and Drug 

Dependence (M = -4.19). As a result, Alcohol Dependence served as the baseline 

indicator, while Drug Dependence and Drug & Alcohol Dependence were entered at 

Step 1 when Treatment Engagement was regressed.  

T1-T3 Change Scores (N = 109) 

Differences amongst the three conditions were tested for the following T3 

outcome measures: Treatment Engagement, Severity of Dependence, Drug Taking 

Confidence, and Wellbeing. The assumptions for the analysis were met. Results of the 

ANOVAs revealed no significant differences amongst the three conditions for any of 

the four outcome measures.  

T2-T3 Change Scores (N = 109) 

Differences amongst the three conditions were tested for the following T3 

outcome measures: Treatment Engagement, Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and Perceived Training Transfer. The assumptions of the 

analysis were met. Results of the ANOVA revealed a significant difference between the 

three conditions for Treatment Engagement, F(2,106) = 4.37 = p < .02. Tukey’s HSD 

test identified a significant difference between Alcohol Dependence (M = -4.05) and 

Drug Dependence (M = -.34). Consequently, Alcohol Dependence served as the 

baseline indicator, while Drug Dependence and Drug & Alcohol Dependence were 

entered at Step 1 when Treatment Engagement was regressed.  

3.3 Results of The “Raw Score” Approach - T1 Predictor and T1 Outcome 

Variables 

The first series of Hierarchical Multiple Regression Analyses (HMRAs) tested 

the extent to which T1 (i.e., two weeks within admission to treatment) SDT and TPB 

independent variables predicted T1 outcomes. In all of the HMRAs reported in this 

section, the correlation matrix was examined to determine which of the predictors and 

client-related factors would be entered into the regression. Only those variables that 

significantly correlated with the respective dependent variable at p < .05 were entered.  
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3.3.1 Motivation 

The following four HMRAs examined the effects of T1 SDT predictors on each 

of the four T1 motivational types (i.e., Amotivation, External Motivation, Introjected 

Motivation, and Identified/Integrated Motivation). In each instance it was hypothesized 

that the three basic needs (i.e., Perceived Relatedness, Perceived Autonomy, and 

Perceived Competence/Control) would mediate the relationship between a number of 

social factors (i.e., Self Coercion, Family Coercion, Legal Coercion, Work Coercion, 

Health Coercion, Finance Coercion, Autonomy Support Family, and Autonomy Support 

Therapeutic Staff) and motivation. In addition, the direct relationship between social 

factors and motivation was tested. 

3.3.1.1 T1 Amotivation as predicted by T1 SDT (N = 350).  

As can be seen from Table 58 (Appendix 27), at Step 1, the client-related 

variables Drug Court Order, Gender, and Age were entered. These variables were 

expected to have the most distal effect on Amotivation while initially having a direct 

effect. The four client-related factors accounted for a significant 8.0% of the variance in 

Amotivation, F(3,346) = 10.02, p < .001, with all three variables found to make a 

significant individual contribution. At Step 2, the social factors Family Coercion, Legal 

Coercion, Finance Coercion, Work Coercion, and Autonomy Support Therapeutic Staff 

were added to the regression. These variables were expected to have a more proximal 

effect on Amotivation. At this step, the addition of the five social factors resulted in a 

significant increase in R2, F(5,341) = 8.76, p < .001, explaining an additional 10.5% of 

the variance. Of the five social factors, only Family Coercion and Autonomy Support 

Therapeutic Staff were significant. The addition of the five social factors resulted in a 

reduction of the beta weight for Age, suggesting that the social factors mediated the 

relationship between Age and Amotivation. Inspection of the correlation matrix 

revealed a small but significant relationship between Age and Family Coercion (r = -

.13*), while the relationship with Autonomy Support Staff was non-significant. In line 

with Baron and Kenny (1986), these findings suggested that Family Coercion but not 

Autonomy Support Staff mediated the relationship between Age and Amotivation. 

Although the beta weight for Drug Court Order reduced to non-significance from Step 1 

to Step 2, it became significant again at Step 3. Given that Drug Court Order was not 

significantly related to either Family Coercion or Autonomy Support Staff, no 

mediation effect was reported. At the third and final step, the three basic needs (i.e., 

Perceived Relatedness, Perceived Autonomy, and Perceived Competence/Control) were 
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entered, as these variables were expected to have the most proximal effect on 

Amotivation, while potentially mediating the relationship between social factors and 

Amotivation. The three basic needs accounted for a further significant 5.9% of the 

variance, F(3,338) = 8.86, p < .001, with only Perceived Competence/Control found to 

make a significant individual contribution. Although the beta weights for Family 

Coercion and Autonomy Support Staff reduced in size (.01 and .08 respectively) from 

Step 2 to Step 3, they remained significant, failing to provide evidence in support of a 

strong mediation effect. Introduction of variables at Step 3 resulted in increases in beta 

weights for Drug Court Order and Gender, suggesting some anomalies in results at Step 

3. Investigation of the assumptions of regression analysis revealed no easily identifiable 

causes, with Step 3 findings indicating a direct effect for Drug Court Order and Gender. 

Family Coercion, Autonomy Support Staff, and Perceived Competence/Control were 

also significant at Step 3, demonstrating a direct relationship with Amotivation.  

Overall, a significant 24.4% (Adjusted R2 = 22.0%) of the variance in 

Amotivation was accounted for when all predictors were entered into the regression, 

F(12,335) = 8.08, p < .001. The changes in R2 suggested that each block of variables 

made a significant contribution to explaining the variance in Amotivation above and 

beyond that explained by variables in the previous step. The hypothesis that the three 

basic needs would mediate the relationship between social factors and motivation was 

not supported. One potential mediation effect was observed. Family Coercion seemed to 

mediate the relationship between Age and Amotivation, suggesting that younger 

substance users tended to report higher levels of Amotivation due to increased 

perceptions of family pressures. Results also revealed that drug court clients and males 

tended to report higher levels of Amotivation at treatment entry. In addition, there was 

support for the direct effect of Family Coercion, Autonomy Support Staff, and 

Perceived Competence/Control on Amotivation. These results indicated that pressure 

from family members in relation to individuals’ substance abuse, lower perceptions of 

autonomy support from therapeutic staff, and a lack of competence and control in 

relation to individuals’ treatment were directly related to higher levels of Amotivation 

towards treatment. The variables that made a significant contribution in order of 

importance were, Perceived Competence/Control (β = -.28***), Autonomy Support 

Staff (β = -16**), Gender (β = -.15), Family Coercion (β = .13*), and Drug Court Order 

(β = .12*).  

As the client-related variable Legal Mandate also significantly correlated with 

Amotivation at p < .05, a second HMRA was conducted entering Legal Mandate at Step 
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1 instead of Drug Court Order (N = 349). As can be seen from Table 59 Appendix 27), 

Legal Mandate, Gender, and Age accounted for 6.8% of the variance, F(3,345) = 8.36, p 

< .001. However, in contrast to Drug Court Order, Legal Mandate failed to make a 

significant individual contribution, while Age and Gender were both significant at Step 

1. At Step 2, of the five social factors, Family Coercion, Legal Coercion, and Autonomy 

Support Staff were significant, F(5,340) = 9.33, p < .001, accounting for 11.3% of 

variance. Age reduced to non-significance from Step 1 to Step 2, and was significantly 

related to both Family Coercion (r = -.13*) and Legal Coercion (r = -.26**), suggesting 

that these two social factors potentially mediated the relationship between Age and 

Amotivation. This means that younger substance users reported higher levels of 

Amotivation as they experienced more legal and family related pressures. At Step 3, one 

of the three basic needs (i.e., Perceived Competence/Control) made a significant 

individual contribution, F(3,337) = 5.78, p < .01, accounting for 4.0% of the variance. 

Although the beta weight for Legal Coercion reduced to non-significance from Step 2 to 

Step 3, Perceived Competence/Control was not significantly related to Legal Coercion, 

thereby failing to provide solid evidence for a mediation effect. Overall a significant 

22.0% (Adjusted R2 = 19.5%) of the variance in Amotivation was accounted for when 

all predictors were entered into the regression, F(11,117) = 8.66, p < .001. Two 

differences were identified between the present and the preceding regression analyses. 

First, while Drug Court Order explained a significant amount of variance in 

Amotivation, Legal Mandate did not. Second, at Step 2, in addition to Family Coercion, 

Legal Coercion was identified as a potential mediator in the relationship between Age 

and Amotivation. As in the preceding analysis, the variables that had a direct effect on 

Amotivation, in order of importance, were Perceived Competence/Control (β = -

.24***), Autonomy Support Staff (β = -15**), Gender (β = -.13*), and Family Coercion 

(β = .12*). 

3.3.1.2 T1 External Motivation as predicted by T1 SDT (N = 350).  

As can be seen from Table 60 (Appendix 27), at Step 1, the social factors Family 

Coercion, Legal Coercion, Finance Coercion, Health Coercion, Work Coercion, and 

Autonomy Support Family were entered. Although the most distal variables in this 

analysis, these social factors were expected to have some direct effects on External 

Motivation. The six social factors made a significant contribution, F(6,343) = 16.97, p < 

.001, explaining 22.9% of the variance, with only Family Coercion, Finance Coercion, 

and Autonomy Support Family found to be significant. At Step 2, two (i.e., Perceived 
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Autonomy and Perceived Competence/Control) of the three basic needs, which 

represent the most proximal predictors of External Motivation, were entered into the 

regression. The addition of these two variables resulted in a significant increase in R2, 

F(2,341) = 9.34, p < .001, that explained an additional 4.0% of variance, with only 

Perceived Competence/Control making a significant contribution. No mediation effects 

were observed, as the beta weights for Family Coercion and Autonomy Support Family 

slightly increased in size from Step 1 to Step 2 (.01 and .02 respectively), and the beta 

coefficient for Finance Coercion reduced by merely .01. In addition, correlational 

analysis showed no relationship between the three social factors and Perceived 

Competence/Control.  

Overall, a significant amount of variance in External Motivation was explained 

at each step of the regression analysis, with a significant 26.9% (Adjusted R2 = 25.2%) 

of the variance accounted for in External Motivation when all predictors were entered 

into the regression, F(8,341) = 15.68, p < .001. The changes in R2 suggest that each 

block of variables made a significant contribution to explaining the variance in External 

Motivation above and beyond that explained by variables in the previous step. None of 

the three basic needs mediated the relationship between social factors and External 

Motivation. However, a number of direct effects were observed for Family Coercion, 

Finance Coercion, Autonomy Support Family, and Perceived Competence/Control. 

These results indicated that perceptions of family and finance-related pressures, 

autonomy supportive family members, and reduced perceptions of competence and 

control in relation to treatment were all directly related to substance users’ external 

motivational stand towards treatment. The variables that made a significant contribution 

at Step 2 in order of importance were, Family Coercion (β = .33***), Perceived 

Competence/Control (β = -.20***), Autonomy Support Family (β = .16**), and Finance 

Coercion (β = .14*).  

3.3.1.3 T1 Introjected Motivation as predicted by T1 SDT (N = 349). 

As can be seen from Table 61 (Appendix 27), at Step 1, the social factors Self 

Coercion, Family Coercion, Finance Coercion, Health Coercion, Work Coercion, and 

Autonomy Support Staff were entered. Although the most distal variables in this 

analysis, these social factors were expected to have some direct effects on Introjected 

Motivation. The six social factors accounted for 21.0% of the variance, F(6,342) = 

15.18, p < .001, with Self Coercion, Family Coercion, Health Coercion, and Autonomy 

Support Staff found to be significant. At Step 2, the addition of the three basic needs, 
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which were hypothesized to be the most proximal predictors of Introjected Motivation, 

failed to make a significant contribution, F(3,339) = 3.04, p > .05.  

Overall, a significant 23.1% (Adjusted R2 = 21.1%) of the variance in Introjected 

Motivation was accounted for when all predictors were entered into the regression, 

F(9,339) = 11.32, p < .001. Contrary to expectations, the three basic needs did not 

mediate the relationship between social factors and Introjected Motivation, as the three 

variables failed to explain any variance in Introjected Motivation above and beyond that 

explained by the social factors in the previous step. However, a number of direct effects 

were observed for Self Coercion, Family Coercion, Health Coercion, and Autonomy 

Support Staff. These findings indicated that perceptions of internal, family, and health-

related pressures, and autonomy supportive therapeutic staff enhanced Introjected 

Motivation, which is a more intrinsic form of motivation. The variables that made a 

significant contribution at Step 2 in order of importance were, Family Coercion (β = 

.20***), Health Coercion (β = .16**), Self Coercion and Work Coercion (both β = 

.14**).  

3.3.1.4 T1 Identified/Integrated Motivation as predicted by T1 SDT (N = 

350).  

As can be seen from Table 62 (Appendix 27), at Step 1, the social factors Self 

Coercion, Family Coercion, Health Coercion, and Autonomy Support Staff were 

entered into the regression. Although the most distal variables in this analysis, these 

social factors were expected to have some direct effects on Identified/Integrated 

Motivation. The four predictors were found to explain a significant 28.8% of the 

variance, F(4,345) = 34.84, p < .001, with all variables making a significant 

contribution. At Step 2, the three basic needs were added (i.e., Perceived Relatedness, 

Perceived Autonomy, and Perceived Competence/Control). As the most proximal 

predictors of Identified/ Integrated Motivation, the three variables explained a further 

significant 8.8% of variance, F(3,342) = 16.12, p < .001, with only Perceived 

Relatedness and Perceived Competence/Control found to be significant. The beta 

weights for Self Coercion and Autonomy Support reduced in size (.07 and .15 

respectively) from Step 1 to Step 2, while the beta weights for Family Coercion and 

Health Coercion slightly increased (.01 and .05 respectively). As all four variables were 

still significant at Step 2, there was no evidence in support of a potential mediation 

effect.   
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Overall, a significant amount of variance in the dependent variable was 

explained at each step of the regression analysis, with a significant 37.6% (Adjusted R2 

= 36.3%) of the variance accounted for in Identified/Integrated Motivation when all 

predictors were entered into the regression, F(7,342) = 29.44, p < .001. The changes in 

R2 suggest that each block of variables made a significant contribution to explaining the 

variance in Identified/Integrated Motivation above and beyond that explained by 

variables in the previous step. While no mediation effects were identified, Self 

Coercion, Family Coercion, Health Coercion, Autonomy Support Staff, Perceived 

Relatedness, and Perceived Competence/Control were all found to have a direct effect 

on Identified/Integrated Motivation. These results suggested that substance users have 

higher perceptions of Identified/Intrinsic Motivation towards treatment (i.e., the most 

intrinsic form of motivation in this study) if they experience higher levels of internal, 

family, and health-related pressures, if they perceive therapeutic staff as autonomy 

supportive, feel cared for and loved by people in the therapeutic environment, and 

perceive themselves as competent and in control of their treatment. The variables that 

made a significant contribution at Step 2 in order of importance were, Perceived 

Competence/ Control (β = .27***), Family Coercion (β = .20***), Health Coercion (β = 

.19***), Autonomy Support Staff and Perceived Relatedness (both β = .16**), and Self 

Coercion (β = .14**).  

3.3.2 Intention 

3.3.2.1 T1 Intention as predicted by T1 TPB (N = 350) 

This analysis examined the effects of T1 Attitude, Subjective Norm, and 

Perceived Competence/Control (i.e., the predictors of Intention) on T1 Intention. 

Inspection of the correlation matrix identified that all of the three predictors but none of 

the client-related factors correlated with Intention at p < .05. As a result, a standard 

regression analysis was conducted, entering the three predictors into the regression at 

the same step. As can be seen from Table 63 (Appendix 27), the three predictors 

explained a significant 41.1% of the variance (Adjusted R2 = 40.6%) in Intention, 

F(3,346) = 80.57, p < .001. Attitude (β = .39***) was the strongest predictor of 

Intention, followed by Perceived Competence/Control (β = .30***), and Subjective 

Norm (β = .17**).   
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3.3.2.2 T1 Intention as predicted by the T1 Combined Model (Perceived 

Competence/Control part of SDT, N = 350) 

A HMRA was conducted to test the effects of the T1 SDT variables and the 

unique T1 TPB predictors on T1 Intention. For this analysis, the variable Perceived 

Competence/Control, which is a component of both the SDT and the TPB model, was 

entered at Step 2 along with Perceived Relatedness and Perceived Autonomy (i.e., SDT 

predictors).    

As can be seen from Table 64 (Appendix 27), at Step 1, the social factors Self 

Coercion and Autonomy Support Staff were expected to have the most distal effect on 

Intention while still initially having a direct effect. Indeed, both variables were 

significant, F(2,347) = 44.13, p < .001, and explained 20.3% of the variance in 

Intention. At Step 2, the three basic needs (i.e., Perceived Relatedness, Perceived 

Autonomy, and Perceived Competence/ Control) were added to the regression. Again, 

these variables were expected to have a distal effect on Intention while still initially 

have a direct effect. At this step, the addition of the three variables resulted in a 

significant increase in R2, F(3,344) = 22.71, p < .001, explaining an extra 13.2% of the 

variance in Intention. Of the three predictors only Perceived Competence/Control was 

significant. At Step 3, the four motivational types (i.e., Amotivation, External 

Motivation, Introjected Motivation, and Identified/ Integrated Motivation) were added 

to the regression. These variables have been demonstrated to have a direct effect on 

Intention but may also be mediated via Attitude and Subjective Norm. The four 

motivational types made a significant contribution, F(4,340) = 7.44, p < .001, and 

explained an additional 5.4% of the variance in Intention, with Amotivation and 

Introjected Motivation found to be significant.  In the final step, Attitude and Subjective 

Norm were entered, as these variables were expected to have the most proximal direct 

impact on Intention, while potentially mediating the relationship between motivation 

and Intention. Both Attitude and Subjective Norm were significant, F(2,338) = 22.14, p 

< .001, accounting for an additional 7.1% of the variance in Intention. While the beta 

weight for Amotivation reduced to non-significance (decrease of .09), the coefficient for 

Introjected Motivation reduced in size (decrease of .04) but remained significant at Step 

4. Inspection of the correlation matrix indicated a significant relationship between 

Amotivation and Attitude (r = -.43). In line with Baron and Kenny (1986), these results 

indicated that, as hypothesized, Attitude mediated the relationship between Amotivation 

and Intention. Although the beta weights for Self Coercion, Perceived Competence/ 

Control, and Introjected Motivation reduced across the steps of the regression, these 
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variables demonstrated strong consistent direct effects, and little effect of being 

mediated by other variables. The effect of External Motivation at Step 3 was non-

significant but at Step 4 increased from .10 to .12 and became significant.  

Overall, a significant amount of variance in Intention was explained at each step 

of the regression analysis, with a significant 45.9% (Adjusted R2 = 44.1%) of the 

variance accounted for in Intention when all predictors were entered into the regression, 

F(11,338) = 26.07, p < .001. The changes in R2 suggest that each block of variables 

made a significant contribution to explaining the variance in Intention above and 

beyond that explained by variables in the previous step. One potential mediation effect 

was observed. As hypothesized, Attitude seemed to mediate the relationship between 

Amotivation and Intention, suggesting that lower levels of Amotivation were related to 

stronger intentions to remain and succeed in treatment due to a more positive attitude 

towards the therapeutic process. In addition, as hypothesized by the Combined model, 

Attitude, Subjective Norm, Perceived Competence/Control, and Introjected Motivation 

exerted a direct and positive effect on Intention, and External Motivation a direct 

negative effect. In other words, substance users demonstrated stronger intentions to 

remain and succeed in treatment if they reported a more positive attitude and more 

social pressure from significant others to be in treatment, if they felt more competent 

and in control, and if they reported lower levels of External and higher levels of 

Introjected Motivation towards treatment. Contrary to expectations, Self Coercion was 

also found to have a direct positive effect on Intention, suggesting that individuals’ 

intentions to succeed in treatment were directly related to how much internal pressure 

they experienced regarding their substance use problem. The variables that made a 

significant contribution in order of importance were Attitude (β = .30***), Perceived 

Competence/Control (β = .21***), Subjective Norm (β = .13**), Self Coercion (β = 

.12**), External Motivation (β = -.12**), and Introjected Motivation (β = .11*).  

3.3.2.3 T1 Intention as predicted by the T1 Combined Model (Perceived 

Competence/Control part of TPB; N = 350) 

The preceding analysis was repeated with the exception that Perceived 

Competence/Control was entered at Step 4 along with the unique predictors of the TPB 

model (i.e., Attitude and Subjective Norm).  

As can be seen from Table 65 (Appendix 27), results at Step 1 were identical to 

the previous analysis. At Step 2, Relatedness and Autonomy were added. These 

variables were expected to have a distal effect on Intention while still initially having a 
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direct effect. Contrary to expectations, both variables were non-significant, F(2,345) = 

4.80, p < .01. The addition of Perceived Relatedness and Perceived Autonomy resulted 

in a reduction of the beta weights for Self Coercion and Autonomy Support Therapeutic 

Staff at Step 2 with both variables remaining significant, indicating a continued positive 

direct effect on Intention at Step 2. At Step 3, the four motivational types (i.e., 

Amotivation, External Motivation, Introjected Motivation, and Identified/Integrated 

Motivation) were added to the regression. These variables have been shown to have a 

direct effect on Intention but they may also be mediated via Attitude and Subjective 

Norm. The four motivational types made a significant contribution, F(4,341) = 14.07, p 

< .001, accounting for an additional 11.0% of the variance in Intention, with 

Amotivation (negative relationship), External Motivation (negative relationship), and 

Introjected Motivation (positive relationship) found to be significant. While the beta 

weight for Autonomy Support Staff reduced by .09 from Step 1 to Step 2, it reduced to 

non-significance from Step 2 to Step 3 (reduction of .11). Given that the variable was 

found to significantly correlate with Amotivation (r = -.26**) and Introjected 

Motivation (r = .26**), these findings seemed to suggest that Amotivation and 

Introjected Motivation potentially mediated the relationship between Autonomy 

Support Staff and Intention. Finally, at Step 4 Attitude, Subjective Norm, and Perceived 

Competence/Control were expected to have the most proximal direct influence on 

Intention, while potentially mediating the relationship between motivation and 

Intention. All three variables made significant contributions, F(3,338) = 25.97, p < .001, 

explaining an additional 12.5% of the variance in Intention. The beta weights for 

Amotivation reduced from significance to non-significance from Step 3 to Step 4 

(decrease of .13), while the beta coefficients for External and Introjected Motivation 

decreased but remained significant. Inspection of the correlation matrix revealed a 

significant relationship of Amotivation with Attitude and Perceived 

Competence/Control (r = -.43** and r = -.32** respectively) but not with Subjective 

Norm. In line with Baron and Kenny (1986), these results suggested that Attitude and 

Perceived Competence/Control potentially mediated the relationship between 

Amotivation and Intention. Although the size of the beta weight for Self Coercion, 

External Motivation, and Introjected Motivation reduced across the steps of the 

regression, the variables were still significant at Step 4, indicating a direct positive 

effect of Self Coercion and Introjected Motivation with Intention, and a direct negative 

relationship between External Motivation and Intention.  
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Overall, a significant amount of the variance was explained, with a significant 

45.9% (Adjusted R2 = 44.1%) of the variance in Intention accounted for when all 

predictors were entered into the regression, F(11,338) = 26.07, p < .001. The changes in 

R2 suggest that each block of variables made a significant contribution to explaining the 

variance in Intention above and beyond that explained by variables in the previous step, 

with the exception of Step 2 (Perceived Relatedness and Autonomy). Beta weights of 

variables entered at the relevant step reduced in size in consecutive steps. One potential 

mediation effect was identified. As expected, lower levels of Amotivation were 

indirectly related to substance users’ intention to remain and succeed in treatment, via a 

more positive attitude towards treatment and increased perceptions of competence and 

control in relation to the therapeutic process.  In addition, as hypothesized by the 

Combined model, Attitude, Subjective Norm, Perceived Competence/Control, and two 

(i.e., External Motivation and Introjected Motivation) of the four motivation types 

exerted a direct and positive effect on Intention. In other words, substance users 

demonstrated stronger intentions to remain and succeed in treatment if they reported a 

more positive attitude and more social pressure from significant others to be in 

treatment, if they felt more competent and in control, and if they reported lower levels 

of External and higher levels of Introjected Motivation towards treatment. Finally, Self 

Coercion was also found to have a direct positive effect on Intention, suggesting that 

individuals’ intention to succeed in treatment were directly related to how much internal 

pressure they experienced regarding their substance use problem. The variables that 

made a significant contribution at Step 4 in order of importance were Attitude (β = 

.30***) Perceived Competence/Control (β = .21***), Subjective Norm (β = .13**), and 

Self Coercion (β = .12*), External Motivation (β = -.12*), and Introjected Motivation (β  

= .11*).  

Overall, while the Combined models provided a deeper insight into the factors 

that determine substance users’ intention to remain and succeed in treatment, they 

explained little of the variance in Intention above and beyond that accounted for by the 

TPB model alone (i.e., an additional 3.0%).  

3.3.3 Treatment Engagement 

3.3.3.1 T1 Treatment Engagement as predicted by T1 SDT (N = 348) 

A HMRA was conducted to test the effects of the T1 SDT variables on T1 

Treatment Engagement. As can be seen from Table 66 (Appendix 27), at Step 1, Age 
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was significant, F(1,346) = 10.28, p < .01, and accounted for 2.9% of the variance. At 

Step 2, the social factors Self Coercion, Legal Coercion, Health Coercion, Autonomy 

Support Family, and Autonomy Support Staff were expected to have a distal effect on 

Intention while still initially having a direct effect. The addition of these variables led to 

a significant increase in R2, F(5,341) = 18.45, p < .001, that accounted for 20.7% of the 

variance, with Autonomy Support Staff making the only significant individual 

contribution. At Step 3 the three basic needs (i.e., Perceived Relatedness, Perceived 

Autonomy, and Perceived Competence/Control) were added to the regression, and 

resulted in a significant increase in R2, F(3,338) = 26.48, p < .001, that accounted for an 

additional 14.5% of the variance in Treatment Engagement, with Perceived Relatedness 

and Perceived Competence/Control making significant individual contributions. While 

the beta weight for Age reduced by .03 from Step 1 to Step 2, it reduced to non-

significance from Step 2 to Step 3 (reduction of .06). Given that Age was significantly 

associated with Perceived Competence/Control (r = .20**) but not Perceived 

Relatedness, these findings seemed to suggest that Perceived Competence/Control 

potentially mediated the relationship between Age and Treatment Engagement. Finally, 

at Step 4, three (Amotivation, Introjected Motivation, and Identified/ Integrated 

Motivation) of the four motivational types were added to the regression, representing 

the most proximal determinants of Treatment Engagement. The addition of the three 

variables explained an extra 3.6% of the variance in Treatment Engagement, F(3,335) = 

6.97, p < .001, with only Identified/Integrated Motivation found to be significant. At 

Step 4, Autonomy Support Staff, Perceived Relatedness, Perceived Competence/ 

Control, and Identified/Integrated Motivation were found to have a direct effect on 

Treatment Engagement.  

Overall, a significant 41.7% (Adjusted R2  = 39.7%) of the variance in Treatment 

Engagement was accounted for when all predictors were entered into the regression, 

F(12, 335) = 20.00, p < .001. The changes in R2 suggested that each block of variables 

made a significant contribution to explaining the variance in Treatment Engagement 

beyond that explained by variables in the previous step. As expected, beta weights of 

variables entered at the relevant step reduced in size in consecutive steps but, with the 

exception of Age, remained significant. One mediation effect was observed. Older 

substance users reported to be more engaged in the therapeutic process, possibly, as 

they felt more competent and in control of their treatment. As hypothesized, Identified/ 

Integrated Motivation (but none of the other three motivational types) was the most 

proximal predictor of Treatment Engagement, suggesting that intrinsically motivated 



 Substance Abuse Treatment 128

 

substance users were more likely to engage in treatment. Autonomy Support Staff, 

Perceived Relatedness and Perceived Competence/Control were also found to be 

directly and positively related to Treatment Engagement, with higher levels of all three 

variables revealed to lead to increases in treatment engagement. In this model, the 

variables that made a significant individual contribution, in order of importance, were 

Perceived Relatedness (β = .24***), Identified/Integrated Motivation (β = .23***), 

Perceived Competence/Control (β = .15**), and Autonomy Support Staff (β = .13**).  

These results demonstrated that the SDT predictors accounted for a significant 

amount of the variance in Treatment Engagement, thereby supporting the overall logic 

and usefulness of the SDT model in predicting the degree to which substance users 

engage in treatment within two weeks of admission to the therapeutic community.  

3.3.3.2 T1 Treatment Engagement as predicted by T1 TPB (N = 349) 

This analysis examined the effects of T1 Attitude, Subjective Norm, Perceived 

Competence/Control, and Intention on T1 Treatment Engagement.  

As can be seen from Table 67 (Appendix 27), at Step 1, Age explained a 

significant 2.6% of variance in Treatment Engagement, F(1,347) = 9.36, p < .01. At 

Step 2, Attitude and Perceived Competence/Control led to a significant increase in R2, 

F(2,345) = 33.53, p < .001, that accounted for a 15.8% of the variance, with only 

Perceived Competence/Control found to be significant. As more proximal variables, 

these predictors were expected to absorb the variance from the more distal client-related 

factors. Indeed, the beta weight for Age reduced to non-significance at Step 2 (reduction 

of .09), and Age was significantly related to Perceived Competence/ 

Control (r = .20**). In line with Baron and Kenny (1986), these findings 

suggested that Perceived Competence/Control potentially mediated the relationship 

between Age and Treatment Engagement. Finally, at Step 3 it was expected that 

Intention would mediate the relationship between the predictors of the TPB model and 

Treatment Engagement. However, the addition of Intention at Step 3 was non-

significant, F(1,344) = 1.78, p > .05, and Intention accounted for no unique variance.  

Overall, a significant 20.1% (Adjusted R2 = 18.9%) of the variance in Treatment 

Engagement was accounted for when all predictors were entered into the regression, 

F(5,344) = 17.27, p < .001. The changes in R2 suggest that each block of variables, with 

the exception of Intention at Step 3, made a significant contribution in explaining 

variance in Treatment Engagement. As expected, beta weights of variables entered at 

the relevant step reduced in size in consecutive steps. One potential mediation effect 
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was identified. Older substance users seemed more likely to engage in treatment as they 

tended to feel more competent and in control of their treatment. Contrary to 

expectations, Intention was not the most proximal predictor of Treatment Engagement, 

but Perceived Competence/Control (β = .32***), suggesting that individuals who felt 

competent and in control of their treatment were more likely to participate in the 

therapeutic process.  

Given that none of the unique predictors of the TPB model (i.e., Attitude, 

Subjective Norm, and Intention) made a significant contribution to account for variance 

in Treatment Engagement, there was no justification to proceed with the analysis of the 

Combined models. The SDT model explained 22% more of the variance in Treatment 

Engagement than the TPB model, indicating that SDT provided the better model to 

explain substance abusers’ levels of Treatment Engagement within the first two weeks 

of treatment admission.     

3.3.4 Time in Treatment  

3.3.4.1 Time in Treatment as predicted by T1 SDT (N = 350) 

A HMRA was conducted to test the effects of the T1 SDT variables and 

Treatment Engagement on Time in Treatment. As can be seen from Table 68 (Appendix 

27), at Step 1, Age, which was expected to have a distal effect on Time in Treatment, 

made a significant contribution, F(1,348) = 9.53, p < .01, and accounted for 2.7% of the 

variance. At Step 2, one of the three basic needs (i.e., Perceived Competence/Control) 

was added to the regression. This variable was expected to have a relatively distal effect 

on Time in Treatment, while still initially having a direct effect. The addition of 

Perceived Competence/Control led to a small but significant increase in R2, F(1,347) = 

3.98, p < .05, explaining 1.1% of the variance. Finally, at Step 3, Identified/Integrated 

Motivation was added accounting for a significant 1.3% of variance, F(1,346) = 4.63, p 

< .05. The beta weight of Perceived Competence/Control reduced to non-significant 

from Step 2 to Step 3 (reduction of .05), and Perceived Competence/Control and 

Identified/Integrated Motivation were found to be significantly correlated (r = .39**). In 

line with Baron and Kenny (1986), these findings suggested that Identified/Integrated 

Motivation acted as a potential mediator in the relationship between Perceived 

Competence/Control and Time in Treatment.  

Overall, a small but significant 5.0% (Adjusted R2 = 4.0%) of the variance in 

Time in Treatment was accounted for when all predictors were entered into the 
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regression, F(3,346) = 6.12, p < .001. The changes in R2 suggested that each variable 

made a significant contribution to explaining the variance in Time in Treatment above 

and beyond that explained by variables in the previous step. As expected, beta weights 

of variables entered at the relevant step reduced in size in consecutive steps. One 

potential mediation effect was identified. Individuals who reported higher perceptions 

of competence and control seemed to remain in treatment for longer periods of time due 

to their more intrinsic motivational attitude towards the therapeutic process. Direct 

positive effects were observed for Age (β = .13*) and Identified/Integrated Motivation 

(β = .12*), suggesting that older substance users and those with a more intrinsic 

motivational stance towards treatment tended to remain in treatment longer than 

younger individuals and those less intrinsically motivated. Given that merely 4% of the 

variance in Time in Treatment was accounted for by the T1 predictors of the SDT 

model, SDT seemed to provide limited insight into the factors that determine treatment 

retention rates within Therapeutic Communities.  

3.3.4.2 T1 Time in Treatment as predicted by T1 TPB (N = 350) 

This analysis examined the effects of T1 TPB variables and Treatment 

Engagement on Time in Treatment. As can be seen from Table 69 (Appendix 27), at 

Step 1, Age was a distal but significant predictor of Time in Treatment, F(1,348) = 9.53, 

p < .01, explaining 2.7% of the variance. At Step 2, Attitude and Perceived 

Competence/Control were added to the regression. Although the overall step was 

significant, F(2,346) = 3.06, p < .05, accounting for an additional 1.7% of variance, 

neither Attitude nor Perceived Competence/Control were significant. Finally, at Step 3, 

Intention, which was the most proximal predictor of Time in Treatment in this scenario, 

led to a significant increase in R2, F(1,345) = 9.91, p < .01, and accounted for 2.7% of 

the variance. 

Overall, a small but significant 7.0% (Adjusted R2 = 6.0%) of the variance in 

Time in Treatment was accounted for when all predictors were entered into the 

regression. Changes in R2 suggested that each block of variables made a significant 

contribution to explaining variance in Time in Treatment above and beyond that 

explained by variables in the previous step. Beta weights for Age reduced but then 

increased again in consecutive steps, suggesting some anomalies in the results for Age 

at Step 3. Investigation of the assumptions of regression analysis revealed no easily 

identifiable causes. While no potential mediation effects were observed, both Intention 

(β = .21**) and Age (β = .15**) exerted a direct and positive effect on Time in 
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Treatment, suggesting that older clients and those with stronger intentions tended to 

spend more time in treatment. Although the TPB predictors explained an additional 2% 

of the variance in Time in Treatment above and beyond that explained by the SDT 

model, both models seems to have limited utility when trying to understanding the 

factors that determine the length of time that substance users remain in treatment.  

3.3.4.3 Time in Treatment as predicted by the T1 Combined Model 

(Competence/Control as part of SDT; N = 348) 

A HMRA was conducted to test the effects of T1 SDT and TPB predictors on 

Time in Treatment. For this analysis, the variable Perceived Competence/Control, 

which is a component of both SDT and the TPB, was entered at Step 2 as one of the 

basic needs of the SDT model. 

As can be seen from Table 70 (Appendix 27), at Step 1, Age was significant, 

F(1,346) = 8.85, p < .01, explaining 2.5% of the variance. At Step 2, Perceived 

Competence/Control also led to a significant increase in R2, F(1,35) = 4.67, p < .05, 

accounting for an extra 1.3% of the variance. Identified/Integrated Motivation at Step 3, 

F(1,344) = 3.25, p < .05, and Attitude at Step 4, F(1,343) = 2.28, p > .05, both failed to 

make significant contributions. Finally, at Step 5, Intention, as the most proximal 

predictor of the dependent variable, was significant, F(1,342) = 7.01, p < .01, and 

explained an extra 1.9% of the variance.  

Overall, a small but significant 7.2% (Adjusted R2 = 5.9%) of the variance in 

Time in Treatment was accounted for when all predictors were entered into the 

regression, F(5,342) = 5.33, p < .001. Except for Age, beta weights of variables entered 

at the relevant step reduced in size in consecutive steps. In the case of Age, while the 

beta weights reduced from Step 1 to Step 4, at Step 5 the beta coefficient increased 

again, suggesting some anomalies in the results for Age at Step 5. No potential 

mediation effects were identified. However, both Intention (β = .18**) and Age (β = 

.14*) exerted a direct positive effect on Time in Treatment, suggesting that older 

individuals and those with stronger intentions tended to remain in treatment for longer 

periods of time.  

3.3.4.4 Time in Treatment as predicted by the T1 Combined Model 

(Competence/Control as part of TPB; N = 348) 

The preceding analysis was repeated with the exception that Perceived 

Competence/Control was entered at Step 3 along with the predictors of the TPB model. 
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As can be seen from Table 71 (Appendix 27), results at Step 1 were identical to 

the previous analysis. At Step 2, Identified/Integrated Motivation was added, which was 

considered a more distal predictor while still initially expected to have a direct effect. 

Indeed, the variable led to a significant increase in R2, F(1,345) = 6.34, p < .01, 

accounting for an extra 1.8% of the variance. At Step 3, neither Attitude nor Perceived 

Competence/Control were significant, F(2,343) = 1.94, p > .05. Finally, at Step 4, 

Intention, as the most proximal predictor of Time in Treatment, made a significant 

contribution, F(1,342) = 7.01, p < .01, and explained 1.9% of the variance.  

Overall, a small but significant 7.2% (Adjusted R2 = 5.9%) of the variance in 

Time in Treatment was accounted for when all predictors were entered into the 

regression. Results at Step 4 were identical to those of the previous analysis.  

Overall, very little of the variance in Time in Treatment was explained by any of 

the four models. While both of the Combined models and the TPB model explained six 

percent of the variance in Time in Treatment, the SDT model accounted for merely four 

percent. These results suggested that none of the four models provided a useful 

framework to account for and understand the factors that determine the length of time 

substance users spend in treatment.  

3.3.5 Severity of Dependence 

3.3.5.1 T1 Severity of Dependence as predicted by T1 SDT (N = 350) 

A HMRA was conducted to test the effects of the T1 SDT variables, Treatment 

Engagement, and Time in Treatment on Severity of Dependence. As can be seem from 

Table 72 (Appendix 27), at Step 1, Age, Drug Court Order, Alcohol Dependence, Drug 

& Alcohol Dependence, Criminal History, and Dual Diagnosis were entered. The six 

variables made a significant contribution to the regression, F(5,343) = 6.66, p < .001, 

explaining 10.4% of the variance. However, of the six client-related variables, only Age 

and Drug Court Order were significant. At Step 2, the distal predictors Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, and Autonomy Support 

Therapeutic Staff were entered. These variables led to a significant increase in R2, 

F(5,338) = 5.52, p < .001, that accounted for an extra 6.8% of the variance. Of the five 

variables, only Autonomy Support Staff was significant, indicating an initial direct 

relationship with Severity of Dependence. At Step 3, two (i.e., Perceived Autonomy and 

Perceived Competence/Control) of the three basic needs were added to the regression, 

which resulted in a significant increase in R2, F(2,336) = 14.35, p < .001, that explained 
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an additional 6.5% of the variance. Of the two basic needs only Perceived 

Competence/Control was significant. While the beta weight for Age reduced by .02 

from Step 1 to Step 2, it reduced to non-significance from Step 2 to Step 3 (reduction of 

.05). Given that Age was significantly associated with Perceived Competence/Control (r 

= .20**), these findings seemed to suggest that Perceived Competence/Control acted as 

a potential mediator in the relationship between Age and Severity of Dependence. At 

Step 4, Amotivation, External Motivation, and Identified/Integrated Motivation were 

added. According to the SDT model, motivation may have a direct effect as well as an 

indirect effect on Severity of Dependence via Treatment Engagement. The addition of 

the three motivational predictors resulted in a significant increase in R2, F(3,333) = 

4.33, p < .01, accounting for an extra 2.9% of the variance. Of the three predictors only 

Amotivation was significant, indicating an initial direct effect on Severity of 

Dependence. Finally, at Step 5, Treatment Engagement, as the most proximal predictor, 

failed to account for a significant amount of variance, F(1,332) = 3.08, p > .05.  

Overall, a significant 27.4% (Adjusted R2 = 23.6%) of the variance in Severity 

of Dependence was accounted for when all predictors were entered into the regression, 

F(17,332) = 7.35, p < .001. As expected, beta weights of variables entered at the 

relevant step reduced in size in consecutive steps, with the exception of Drug Court 

Order (beta coefficients fluctuated). One potential mediation effect was observed. 

Younger individuals seemed to perceive themselves as more substance dependent, 

possibly due to their lower perceptions of competence and control in relation to their 

treatment. Drug Court Order, Perceived Competence/Control, and Amotivation were 

found to have a direct effect on Severity of Dependence, indicating that substance users 

who were in treatment not due to a drug court order, who had lower perceptions of 

competence and control, and who reported a more amotivated position towards 

treatment tended to report higher levels of substance dependence. The variables that 

made a significant contribution, in order of importance, were Perceived Competence/ 

Control (β = -.23***), Amotivation (β = .16**), and Drug Court Order (β = -.16**).  

These results demonstrated that SDT is useful in the prediction of substance users’ 

perceptions of their substance dependence.   

3.3.5.2 T1 Severity of Dependence as predicted by T1 TPB (N = 350) 

A HMRA was conducted to examine the effects of T1 TPB variables, Treatment 

Engagement, and Time in Treatment on T1 Severity of Dependence. As can be seen 

from Table 73 (Appendix 27), at Step 1, Age, Drug Court Order, Alcohol Dependence, 
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Drug & Alcohol Dependence, Criminal History and Dual Diagnosis were entered into 

the regression. The six variables made a significant contribution, F(6,343) = 6.66, p < 

.001, by explaining 10.4% of the variance. However, of the six client-related variables, 

only Age and Drug Court Order were significant. At Step 2, Attitude and Perceived 

Competence/Control were added, which led to a significant increase in R2, F(2,341) = 

22.79, p < .001, explaining an additional 10.6% of the variance. Of the two variables 

only Perceived Competence/Control was significant. Intention at Step 3, F(1,340) = 

3.40, p > .05, and Treatment Engagement at Step 4, F(1,339) = 3.15, p > .05, both failed 

to account for a significant amount of variance.   

Overall, a significant 22.5% (Adjusted R2 = 20.2%) of the variance in Severity 

of Dependence was accounted for when all predictors were entered into the regression, 

F(10,339) = 9.84, p < .001. Although the beta weights of variables entered at the 

relevant step reduced in size in consecutive steps, no potential mediation effects were 

observed. However, as hypothesized by the TPB model, Perceived Competence/ 

Control was found to have a direct effect on Severity of Dependence, indicating that 

individuals who felt less competent and in control in relation to their treatment tended to 

report higher levels of substance dependence. In addition, individuals who were in 

treatment not due to a Drug Court Order tended to report higher levels of substance 

dependence than drug court clients. The variables that made a significant contribution, 

in order of importance, were Perceived Competence/Control (β = -.31***) and Drug 

Court Order (β = -.11*).   

None of the unique predictors of the TPB model (i.e., Attitude, Subjective 

Norm, and Intention) made a significant contribution to account for the variance in 

Severity of Dependence. Therefore, there was no justification to proceed with the 

analyses of the Combined models. Given that the unique predictors of the TPB model 

failed to predict Severity of Dependence and that the SDT model accounted for more of 

the variance than the TPB model, SDT clearly provided a more appropriate framework 

to understand the factors that influenced perceptions of substance dependence.  

3.3.6 Drug Taking Confidence 

3.3.6.1 T1 Drug Taking Confidence as predicted by T1 SDT (N = 350) 

A HMRA was conducted to test the effects of the T1 SDT variables, Treatment 

Engagement, and Time in Treatment on Drug Taking Confidence.  As can be seen from 

Table 74 (Appendix 27), at Step 1, Drug Court Order and Criminal History were 
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entered into the regression, and accounted for a significant 4.1% of variance, F(2,347) = 

7.50, p < .001. At Step 2, the addition of the social factors Finance Coercion, Work 

Coercion, Autonomy Support Family, and Autonomy Support Staff resulted in a 

significant increase in R2, F(4,343) = 5.93, p < .001, accounting for 6.2% of the 

variance. With the exception of Work Coercion all social factors were significant. At 

Step 3, the three basic needs (i.e., Perceived Relatedness, Perceived Autonomy, and 

Perceived Competence/ Control) were added to the regression, resulting in a significant 

increase in R2, F(3,340) = 8.10, p < .001, that explained an extra 6.0% of the variance in 

Drug Taking Confidence. Of the three predictors, only Perceived Competence/Control 

was significant. The beta weights for Autonomy Support Therapeutic Staff and Finance 

Coercion reduced to non-significance from Step 2 to Step 3 (reductions of .12 and .03 

respectively). While the reduction for Autonomy Support Staff was substantial, the 

reduction for Finance Coercion was only small. Inspection of the correlation matrix 

revealed that Autonomy Support Staff was significantly correlated with Perceived 

Competence/Control (r = .38**), but not with Finance Coercion. In line with Baron and 

Kenny (1986), these findings indicated that Perceived Competence/Control potentially 

mediated the relationship between Autonomy Support Staff and Drug Taking 

Confidence. Given the small reduction in the beta weight of Finance Coercion and the 

non-significant relationship between Finance Coercion and the potential mediator 

variable, there was not sufficient evidence to suggest that Perceived Competence/ 

Control mediated the relationship between Finance Coercion and Drug Taking 

Confidence. At Step 4, the addition of Identified/Integrated Motivation was non-

significant, F(1,339) = .18, p > .05. Finally, at Step 5, the addition of Treatment 

Engagement, F(1,338) = 22.58, p < .001, and accounted for an extra 5.2% of the 

variance in Drug Taking Confidence.  

Overall, a significant 21.6% (Adjusted R2 = 19.0%) of the variance in Drug 

Taking Confidence was accounted for when all predictors were entered into the 

regression, F(11,338) = 8.46, p < .001. As expected, beta weights of variables entered at 

the relevant step reduced in size in consecutive steps. One potential mediation effect 

was observed. Individuals who reported higher perceptions of autonomy support from 

therapeutic staff within the Therapeutic Community, were more confident to resist the 

temptation to abuse substances when exposed to high-risk situations, as they felt more 

competent and in control of their treatment. In addition, a number of direct effects were 

identified for Drug Court Order, Criminal History, Autonomy Support Family, 

Perceived Competence/Control, and Treatment Engagement. These results suggested 
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that individuals who were in treatment as the result of a drug court order, substance 

users without a criminal history, individuals who felt supported by their families in an 

autonomous fashion, who reported increased perceptions of competence and control, 

and who engaged in treatment tended to perceive themselves as more confident to resist 

the temptation to use substances when exposed to high-risk situations.  The variables 

that made a significant contribution, in order of importance, were Treatment 

Engagement (β = .29***), Perceived Competence/Control (β = .19**), Drug Court 

Order (β = .13*), Autonomy Support Family (β = .12*), and Criminal History (β = -

.11*).  

As the client-related variable Legal Mandate also significantly correlated with 

Drug Taking Confidence at p < .05, a second HMRA was conducted entering Legal 

Mandate at Step 1 instead of Drug Court Order. As can be seen from Table 75 

(Appendix 27), Legal Mandate and Criminal History accounted for a significant 5.8% 

of the variance in Drug Taking Confidence, F(2,347) = 10.67, p < .001. At Step 5, Legal 

Mandate was still significant, demonstrating that legally mandated clients, like drug 

court clients, reported higher levels of confidence to resist the temptation to use 

substances when exposed to high-risk situations. Overall, a significant 22.8% (Adjusted 

R2 = 20.3%) of the variance in Drug Taking Confidence was accounted for when all 

predictors were entered into the regression, F(11,338) = 9.08, p < .001. Results from 

Step 2 to Step 5 mirrored those of the preceding analysis, with one exception. The 

variables that made a significant contribution at Step 5, in order of importance, were 

Treatment Engagement (β = .29***), Perceived Competence/Control (β = .18**), Legal 

Mandate (β = .17**), Criminal History (β = -.13*), and Autonomy Support Family (β = 

.11*).  

3.3.6.2 T1 Drug Taking Confidence as predicted by T1 TPB (N = 350) 

A HMRA was conducted to examine the effects of T1 TPB variables, Treatment 

Engagement and Time in Treatment on Drug Taking Confidence. As can be seen from 

Table 76 (Appendix 27), at Step 1, Drug Court Order and Criminal History were 

entered into the regression, which accounted for 4.1% of the variance, F(2,347) = 7.50, 

p < .001. Both of the three client-related variables made a significant individual 

contribution. At Step 2, the addition of Perceived Competence/Control led to a 

significant increase in R2, F(1,346) = 35.19, p < .001, accounting for an extra 8.9% of 

the variance. Finally, at Step 3, Treatment Engagement was entered explaining a 

significant additional 5.9% of the variance in Drug Taking Confidence, F(1,345) = 
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25.08, p < .001. Overall, a significant 18.9% (Adjusted R2 = 17.9%) of the variance in 

Drug Taking Confidence was accounted for when all predictors were entered into the 

regression, F(4,345) = 20.08, p < .001. No potential mediation effects were observed. 

Instead all four predictors (i.e., Drug Court Order, Criminal History, Perceived 

Competence/Control, and Treatment Engagement) were found to have a direct 

relationship with the dependent variable. These results indicated that individuals who 

were in treatment due to a drug court order, substance users without a criminal history, 

individuals who perceived themselves as more competent and in control of their 

treatment, and those who reported higher levels of treatment engagement tended to feel 

more confident to resist the temptation to use substances when exposed to high-risk 

situations. The variables that made a significant contribution, in the order of importance, 

were Treatment Engagement (β = .27***), Perceived Competence/Control (β = .17**), 

Legal Mandate and Criminal History (both β = -.13**).   

As the client-related variable Legal Mandate also significantly correlated with 

Drug Taking Confidence at p < .05, a second HMRA was conducted entering Legal 

Mandate at Step 1 instead of Drug Court Order. As can be seen from Table 77 

(Appendix 27), at Step 1, Legal Mandate and Criminal History accounted for a 

significant 5.8% of the variance in Drug Taking Confidence, F(2,347) = 10.67, p < .001, 

with both variables making a significant individual contribution. At Step 3, Legal 

Mandate was still significant, suggesting that legally mandated clients tend to be more 

confident to resist the temptation to abuse substances when exposed to high-risk 

conditions. Overall, a significant 20.3% (Adjusted R2 = 19.4%) of the variance in Drug 

Taking Confidence was accounted for when all predictors were entered into the 

regression, F(4,345) = 22.02, p < .001. Results of Step 2 and Step 3 mirrored those of 

the preceding analysis, with one exception. The variables that made a significant 

contribution at Step 3, in the order of importance, were Treatment Engagement (β = 

.27***), Perceived Competence/Control (β = .18**), Legal Mandate (β = .18**), and 

Criminal History (β = -.15**).   

Given that none of the unique predictors of the TPB model (i.e., Attitude, 

Subjective Norm, and Intention) made a significant contribution to account for the 

variance in Drug Taking Confidence, there was no justification to proceed with the 

analyses of the Combined models. In light of these results, SDT clearly provided the 

better and more useful model to obtain an insight into the factors that accounted for 

substance abusers’ confidence to resist the urge to take drugs when exposed to high-risk 

conditions.  
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3.3.7 Wellbeing 

3.3.7.1 T1 Wellbeing as predicted by T1 SDT (N = 350) 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on Wellbeing. As can be seen from Table 78 

(Appendix 27), at Step 1, both Age and Dual Diagnosis made a significant contribution, 

F(2,347) = 8.55, p < .001, accounting for 4.7% of the variance. At Step 2, Finance 

Coercion, Work Coercion, and Autonomy Support Therapeutic Staff were added, 

resulting in a significant increase in R2, F(4,343) = 10.38, p < .001, that explained an 

additional 10.3% of the variance in Wellbeing. Of the three predictors Work Coercion 

and Autonomy Support Therapeutic Staff were significant. At Step 3, the three basic 

needs (i.e., Perceived Relatedness, Perceived Autonomy, and Perceived Competence/ 

Control) were added, and accounted for a significant additional 12.1% of the variance, 

F(3,340) = 18.79, p < .001.  Of the three variables, Perceived Relatedness and Perceived 

Competence/Control made a significant individual contribution. The beta weight for 

Autonomy Support Staff reduced to non-significance from Step 2 to Step 3 (reduction 

of .20), and the variable was significantly related with both Perceived Relatedness (r = 

.45**) and Perceived Competence/Control (r = .38**). In line with Baron and Kenny 

(1986), these findings suggested that Perceived Relatedness and Perceived Competence/ 

Control acted as a potential mediator in the relationship between Autonomy Support 

Staff and Wellbeing. Besides, while the beta weight for Age reduced by .04 from Step 1 

to Step 2, it reduced to non-significance from Step 2 to Step 3 (reduction of .06). Given 

that Age was significantly associated with Perceived Competence/Control (r = .20**), 

these findings suggested that Perceived Competence/Control acted as a potential 

mediator in the relationship between Age and Wellbeing. At Step 4, Amotivation, 

External Motivation, and Identified/Integrated Motivation were added and resulted in a 

significant increase in R2, F(3,337) = 3.65, p < .05, thereby explaining an additional 

1.8% of the variance. Of the three motivational types only Amotivation was significant. 

At Step 5, the addition of Treatment Engagement was also significant, F(1,336) = 8.88, 

p < .05, accounting for 1.8% of the variance. Finally, at Step 6, Time in Treatment 

failed to make a significant contribution, F(1,335) = .64, p > .05. At Step 6, Dual 

Diagnosis, Work Coercion, Perceived Relatedness, Perceived Competence/Control, 

Amotivation, and Treatment Engagement exerted direct effects on Wellbeing.  

Overall, a significant 31.3% (Adjusted R2 = 28.5%) of the variance in Wellbeing 

was accounted for when all predictors were entered into the regression, F(14,335) = 
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10.91, p < .001. As expected, beta weights of variables entered at the relevant step 

reduced in size in consecutive steps, except for the beta weights of Work Coercion and 

External Motivation, which decreased and then slightly increased again. Two potential 

mediation effects were observed. First, substance users who perceived therapeutic staff 

as autonomy supportive seemed to report more wellbeing, due to higher perceptions of 

relatedness, competence, and control. Second, older substance users reported more 

wellbeing, as they seemed to feel more competent and in control of their treatment. In 

addition, a number of direct effects were identified. Substance users who reported 

higher levels of wellbeing were less likely to suffer from a comorbid condition, reported 

fewer work-related pressures, were more likely to perceive people in the therapeutic 

environment as caring and loving, felt more competent and in control of their treatment, 

reported lower levels of Amotivation, and were more engaged in the therapeutic 

process. The variables that made a significant contribution at Step 6, in order of 

importance, were Perceived Competence/Control (β = .22***), Treatment Engagement 

(β = .18**), Amotivation (β = -.15**), Work Coercion (β = -.13*), Perceived 

Relatedness (β = .13*), and Dual Diagnosis (β = -.11*).  

3.3.7.2 T1 Wellbeing as predicted by T1 TPB (N = 348) 

A HMRA was conducted to examine the effects of T1 TPB variables, Treatment 

Engagement and Time in Treatment on Wellbeing. As can be seen from Table 79 

(Appendix 27), at Step 1, Age and Dual Diagnosis made a significant contribution, 

F(2,345) = 8.49, p < .001, explaining 4.7% of the variance in Wellbeing. At Step 2, the 

addition of Attitude and Perceived Competence/Control led to a significant increase in 

R2, F(2,343) = 36.83, p < .001, accounting for an extra 16.8% of the variance. The 

addition of these two variables resulted in a reduction of the beta weight for Age to non-

significance (reduction of .09) from Step 1 to Step 2. As Age was also significantly 

correlated with both Attitude (r = .20**) and Perceived Competence/Control (r = 

.20**), there was evidence suggesting that Attitude and Perceived Competence/Control 

mediated the relationship between Age and Wellbeing. At Step 3, Intention failed to 

make a significant contribution, F(1,342) = 3.62, p > .05, but became significant at Step 

4 of the analysis. The bivariate correlation between Intention and Wellbeing and the 

respective beta weight were found to have opposite signs, indicating a suppressor effect 

(Tabachnik & Fidell, 1996). Further exploration of the suppressor effect revealed that 

the addition of Intention at Step 3 increased the beta weights for Attitude (from .15 to 

.20) and Perceived Competence/Control (from .33 to .36) from Step 2 to Step 3, 
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suggesting that the addition of Intention enhanced the relationship of those predictors 

with the dependent variable. When Intention was removed from the analysis this effect 

disappeared. Similarly, when either Attitude or Perceived Competence/Control were 

removed the effects for Intention became non-significant. However, the simple 

correlation between Intention and Wellbeing and the respective beta weight continued 

to have opposite signs. Only after removal of both Attitude and Perceived 

Competence/Control did the correlation between Intention and Wellbeing and its 

respective beta weight have matching signs, and the contribution of Intention became 

significant at Step 3. Semi-partial correlations were calculated to explore the unique 

contribution of Attitude, Perceived Competence/Control, and Intention in predicting 

Wellbeing. While Attitude (1.7%) and, in particular, Perceived Competence/Control 

(8.12%) accounted for a unique amount of variance, the contribution of Intention at Step 

3 was minimal (0.8% at Step 3 and 1.2% at Step 5) and non-significant. These results 

suggested that Attitude and, particularly, Perceived Competence/Control, suppressed the 

effects of Intention. However, given that Intention was found to explain a minimal 

amount of unique variance in Wellbeing and that the correlation between Intention and 

Wellbeing was weak (r = .19), it was concluded that Intention played a minor part in the 

explanation of Wellbeing.  

At Step 4, Treatment Engagement was added to the regression, F(1,341) = 

22.92, p < .001, accounting for an additional 4.9% of the variance in Wellbeing. Finally, 

at Step 5 the addition of Time in Treatment, the presumed most proximal predictor of 

Wellbeing, was found to be non-significant, F(1,340) = 1.41, p > .05. At Step 5, direct 

effects were observed for Dual Diagnosis, Attitude, Perceived Competence/Control, 

Intention, and Treatment Engagement.  

Overall, a significant 27.6% (Adjusted R2 = 26.1%) of the variance in Wellbeing 

was accounted for when all predictors were entered into the regression, F(7,340) = 

18.47, p < .001. Changes in R2 suggested that most variables made a significant 

contribution to explaining variance in Wellbeing. One potential mediation effect was 

observed. Older substance abusers seemed to report more wellbeing as a result of their 

positive attitude towards treatment and increased perceptions of competence and control 

in relation to the therapeutic regime. A suppressor effect was identified involving the 

variables Attitude, Perceived Competence/Control, and Intention, with Attitude and 

Perceived Competence/Control found to suppress the effect of Intention. However, 

given the weak correlation between Intention and Wellbeing and the small amount of 

unique variance explained by Intention, the variable appeared to be a minor predictor of 
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Wellbeing. A number of direct effects were observed, suggesting higher levels of 

wellbeing for individuals who did not suffer from a comorbid condition, felt more 

competent and in control of their treatment, engaged in the therapeutic process, had a 

more positive attitude towards the therapeutic regime, and stronger intentions to remain 

and succeed in treatment. The variables that made a significant contribution at Step 5, in 

order of importance, were Perceived Competence/Control (β = .28***), Treatment 

Engagement (β = .25***), Attitude (β = .18**), Intention (β = -.15**), and Dual 

Diagnosis (β = -.10**).   

3.3.7.3 T1 Wellbeing as predicted by the T1 Combined Model (Competence/ 

Control as part of SDT; N = 350) 

This analysis examined the effects of T1 SDT and TPB variables, Treatment 

Engagement, and Time in Treatment on T1 Wellbeing. For this analysis, the variable 

Perceived Competence/Control, which is a component of both the SDT and the TPB 

model, was entered at Step 3 along with Perceived Relatedness and Perceived 

Autonomy (i.e., SDT predictors). 

For a summary of Step 1 to Step 4 see previous section titled “Wellbeing as 

predicted by SDT”. As can be seen from Table 80 (Appendix 27), at Step 5, the addition 

of Attitude was non-significant, F(1,336) = .99, p > .05. The entry of Intention at Step 6 

led to a significant increase in R2, F(1,335) = 5.81, p < .05, accounting for an extra 1.9% 

of the variance. However, as in the previous analysis, the beta weight for Intention was 

found to have the opposite sign to the correlation between Intention and Wellbeing, 

indicating a persistent suppressor effect as described in the preceding analysis. These 

results suggested a minimal effect for Intention. At Step 7, Treatment Engagement 

made a significant contribution, F(1,334) = 9.31, p < .01, explaining an additional 1.9% 

of variance. Finally, Time in Treatment at Step 8 was non-significant, F(1,333) = 1.33, 

p > .05. At Step 8, direct effects were observed for Dual Diagnosis, Work Coercion, 

Perceived Competence/Control, Amotivation, Attitude, Intention, and Treatment 

Engagement.  

Overall, a significant 32.9% (Adjusted R2 = 29.7%) of the variance in Wellbeing 

was accounted for when all predictors were entered into the regression, F(16,333) = 

10.22, p < .001. One potential mediation effect was observed. Substance users who 

perceived therapeutic staff as autonomy supportive seemed to report more wellbeing, 

due to higher perceptions of relatedness, competence, and control. A number of direct 

effects were demonstrated, suggesting that substance users reported higher levels of 
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wellbeing if they did not suffer from a comorbid condition in addition to their substance 

use problem, reported fewer work-related pressures, felt more competent and in control 

of their treatment, reported lower levels of amotivation, had a more positive attitude 

towards treatment, stronger intentions to remain and succeed in treatment, and reported 

higher levels of treatment engagement. The variables that made a significant 

contribution at Step 8, in order of importance, were Perceived Competence/Control (β = 

.24**), Intention (β = -.19**), Treatment Engagement (β = .17**), Amotivation (β = -

.15**), Attitude (β = .13*), Work Coercion (β = -.13*), and Dual Diagnosis (β = -.11*).   

3.3.7.4 T1 Wellbeing as predicted by the T1 Combined Model (Competence/ 

Control as part of TPB; N = 350) 

This analysis examined the effects of T1 SDT and TPB variables, Treatment 

Engagement, and Time in Treatment on T1 Wellbeing. For this analysis, the variable 

Perceived Competence/Control, which is part of both SDT and TPB, was entered at 

Step 5 along with the unique predictors of the TPB model (in this case Attitude).  

For a summary of Step 1 and Step 2, see the section titled “T1 Wellbeing as 

predicted by T1 SDT”. As can be seen from Table 81 (Appendix 27), at Step 3, the 

addition of two of the three basic needs, Perceived Relatedness and Perceived 

Autonomy, explained an extra 6.0% of the variance in Wellbeing, F(2,341) = 12.99, p < 

.001, with only Perceived Relatedness found to be significant. At Step 4, Amotivation, 

External Motivation, and Identified/Integrated Motivation accounted for an additional 

4.8% of variance, F(3,338) = 7.22, p < .001, with only Amotivation and Identified/ 

Integrated Motivation making a significant unique contribution. At Step 5 Attitude and 

Perceived Competence/Control were added to the regression and accounted for a 

significant 3.8% of the variance in Wellbeing, F(2,336) = 9.10, p < .001. Of the two 

predictors only Perceived Competence/Control was significant at Step 5, while the beta 

weight for Attitude increased from a non-significant .06 at Step 5 to a significant .13 at 

Step 6. The beta weight for Identified/Integrated Motivation decreased to non-

significance from Step 5 to Step 6 (reduction of .07), and correlated significantly with 

Perceived Competence/Control (r = .39**). In line with Baron and Kenny (1986), these 

results suggested that Perceived Competence/Control acted as a potential mediator in 

the relationship between Identified/Integrated Motivation and Wellbeing. At Step 6, the 

addition of Intention accounted for a significant 1.9% of the variance in Wellbeing, 

F(1,335) = 9.18, p < .05. However, as in the preceding two analyses, the sign of the beta 

weight was opposite to that of the correlation between Intention and Wellbeing, 
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demonstrating the persistent presence of a suppressor effect. The addition of Treatment 

Engagement at Step 7 was significant, F(1,334) = 9.31, p < .01, explaining an extra 

1.9% of the variance in Wellbeing. Finally, Time in Treatment at Step 8 was non-

significant, F(1,333) = 1.33, p > .05. At Step 8 direct effects were observed for Dual 

Diagnosis, Work Coercion, Perceived Relatedness, Amotivation, Attitude, Perceived 

Competence/Control, Intention, and Treatment Engagement.  

Overall, results revealed that a significant 32.9% (Adjusted R2 = 29.7%) of the 

variance in Wellbeing was accounted for by the predictors of the model. One potential 

mediation effect was identified. Substance users with an intrinsic motivation towards 

treatment reported more wellbeing due to higher perceptions of competence and control 

in relation to their treatment. A number of direct effects were observed, suggesting that 

individuals who reported higher levels of wellbeing were less likely to suffer from a 

comorbid condition in addition to their substance use problem, reported fewer work-

related pressures, felt more cared for and supported by people within the therapeutic 

environment, took a less amotivated stand and had a more positive attitude towards 

treatment, felt more competent and in control of their treatment, had stronger intentions 

to remain and succeed in treatment, and were more likely to engage in the therapeutic 

process. The variables that made a significant contribution, in order of importance, were 

Perceived Competence/Control (β = .24***), Intention (β = -.19**), Treatment 

Engagement (β = .17**), Amotivation (β = -.15**), Attitude (β = .13*), Work Coercion 

(β = -.13**), Relatedness (β = .12*), and Dual Diagnosis (β = -.11*).   

Similar to the preceding analyses, the SDT model accounted for more of the 

variance in Wellbeing than the TPB model. Although the Combined models explained 

slightly more of the variance in Wellbeing compared to the SDT model, this difference 

was minimal (i.e., 2%). In light of these findings and given the persistent suppressor 

effect involving the TPB variables Attitude, Perceived Competence/ Control, and 

Intention, SDT appeared to provide a more stable and unambiguous model to gain 

insight and understanding into the factors that influence Wellbeing among substance 

users undergoing treatment within a therapeutic community.   

3.3.8 Summary 

Results of the HMRAs indicated that when Treatment Engagement, Drug 

Taking Confidence, and Severity of Dependence were regressed, SDT accounted for 

more of the variance in these dependent measures than the TPB model. In all three 

instances, none of the unique predictors of the TPB model (i.e., Attitude, Subjective 
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Norm, and Intention) were found to make a significant contribution to the respective 

regression analyses. Consequently, there was little justification to explore the effects of 

the Combined models, suggesting that SDT compared to TPB provided a superior 

model and explanation of the factors that influence self-reports of Treatment 

Engagement, Drug Taking Confidence, and Severity of Dependence. Outcomes relating 

to the time that substance users spent in treatment revealed that none of the four models 

accounted for a substantial amount of the variance in Time in Treatment.  While there 

were some slight differences between the four models in terms of the amount of 

variance that was accounted for, these differences were minimal. Similarly, in the case 

of Wellbeing, while SDT accounted for slightly more variance than the TPB model (2% 

more), the Combined models explained an additional 2% of the variance above and 

beyond that explained by SDT. In light of these small differences and given that the 

TPB variables Intention, Attitude, and Perceived Competence/Control were found to be 

implicated in a suppressor effect, SDT seemed to provide the superior and less 

ambiguous model to explain the factors that influenced reports of wellbeing.  

Of the client-related factors, Age (in the case of Amotivation, Treatment 

Engagement, Time in Treatment, Severity of Dependence, and Wellbeing), Gender 

(Amotivation), Legal Mandate (in the case of Amotivation and Drug Taking 

Confidence), Drug Court Order (in the case of Amotivation, Severity of Dependence 

and Drug Taking Confidence), Criminal History (in the case of Drug Taking 

Confidence), and Dual Diagnosis (in the case of Wellbeing) accounted for a significant 

amount of variance in the outcome measures listed in brackets. For example, Age had a 

direct effect on Time in Treatment, suggesting that older substance users remained in 

treatment longer than younger individuals. Drug Court Order was directly related to 

Severity of Dependence and Drug Taking Confidence, indicating that drug court clients 

perceived their substance dependence as less severe compared to other clients and were 

more confident in their ability to resist the temptation to use substances when exposed 

to high risk situations.  

Looking at the results of the SDT model in more detail, a number of clear 

relationships emerged. The hypothesis that the three basic needs mediated the 

relationship between social factors and motivation was not supported. Perceptions of 

coercion were revealed to be an important and direct predictor of individuals’ 

motivation towards treatment, in particular in the case of family, internal, and health-

related pressures. Family Coercion was directly and positively related to all four types 

of motivation, but seemed to exert its strongest effect on External Motivation. In 



 Substance Abuse Treatment 145

 

contrast, Self and Health Coercion were found to be directly positively related to 

Introjected and Identified/Integrated Motivation. The social factor Autonomy Support 

Staff was found to have a direct negative effect on Amotivation, suggesting that a lack 

of autonomy support from therapeutic staff was related to increased perceptions of 

amotivation towards treatment. In contrast, Autonomy Support Staff was positively 

related to Introjected Motivation and Identified/Integrated Motivation, indicating that 

increased perceptions of autonomy support resulted in substance users being more 

intrinsically motivated towards treatment. External and Introjected Motivation were 

found to directly predict Intention, suggesting that individuals with a more introjected 

and a less external motivational stand towards treatment had stronger intentions to 

remain and succeed in treatment. Identified/Integrated Motivation was directly and 

positively related to Treatment Engagement and Time in Treatment, while Amotivation 

was positively related to Severity of Dependence and negatively associated with 

Wellbeing. None of the four motivational types predicted Drug Taking Confidence.       

When looking at the effects for each of the outcome measures (i.e., Treatment 

Engagement, Time in Treatment, Severity of Dependence, Drug Taking Confidence, 

and Wellbeing) within the context of SDT, no mediation effects but a number of 

important direct relationships were observed for Treatment Engagement. Perceived 

Relatedness emerged as the strongest predictor, followed by Identified/Integrated 

Motivation, Perceived Competence/Control, and Autonomy Support Staff. These 

findings indicated that substance users who felt loved and cared for by the people within 

the therapeutic environment (i.e., staff and residents), who were intrinsically motivated, 

felt competent and in control in relation to their treatment, and who perceived 

therapeutic staff as autonomy supportive, tended to report higher levels of Treatment 

Engagement.  

Time in Treatment was found to be unrelated to Treatment Engagement and any 

of the three outcome measures (i.e., Drug Taking Confidence, Severity of Dependence, 

and Wellbeing), suggesting that the length of time that substance users spent in 

treatment seemed to be unrelated to any of the treatment outcome measures. 

In the case of Severity of Dependence, one potential mediation effect was 

observed. A lack of autonomy support by treatment staff seemed related to increased 

perceptions of substance dependence due to individuals taking a more amotivated 

position towards treatment. Direct effects were identified for Perceived Competence/ 

Control, as the strongest predictor, followed by Amotivation and Drug Court Order, 

indicating that a lack of competence and control in relation to treatment, higher levels of 
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amotivation, and not being a drug court client were directly related to increased 

perceptions of substance dependence.  

Looking at the effects for Drug Taking Confidence within the context of the 

SDT model, one potential mediation effect was observed. Substance users who 

perceived therapeutic staff as more autonomy supportive felt more confident to resist 

the urge to use substances when exposed to high-risk situations, as they had higher 

perceptions of competence and control in relation to their treatment. Direct effects were 

observed for Treatment Engagement, as the strongest predictor, followed by Perceived 

Competence/Control, Legal Mandate/Drug Court Order, Criminal History, and 

Autonomy Support Family. These findings suggested that substance users felt more 

confident to remain abstinent if they perceived themselves as engaging in treatment, if 

they were in treatment as the result of a legal mandate or drug court order, if they did 

not have a criminal history, and if they perceived their family as autonomy supportive.  

In the case of Wellbeing, one potential mediation effect was identified. 

Individuals who perceived therapeutic staff as more autonomy supportive reported more 

wellbeing, as they felt more cared for by people within the therapeutic environment and 

perceived themselves as more competent and in control of their treatment. Direct effects 

were observed for Perceived Competence/Control, as the strongest predictor, followed 

by Treatment Engagement, Amotivation, Work Coercion and Dual Diagnosis. These 

findings suggested that substance users who reported more wellbeing felt more 

competent and in control of their treatment, were more engaged in the therapeutic 

process, tended to be less amotivated, reported lower levels of work-related pressures, 

and were less likely to have a comorbid diagnosis. 

Results also provided support for the Theory of Planned Behaviour. Attitude, 

Subjective Norm, and Perceived Competence/Control, as hypothesized, predicted 

Intention, with Attitude emerging as the strongest predictor, followed by Perceived 

Competence/Control, and Subjective Norm. When effects for Treatment Engagement, 

Severity of Dependence, and Drug Taking Confidence were explored in the context of 

the TPB model, none of the unique predictors of TPB (i.e., Attitude, Subjective Norm, 

and Intention) made a significant unique contribution towards explaining variance in 

any of the three outcome measures. The hypothesis that Intention was the most 

proximal predictor of behaviour (i.e., Treatment Engagement and Time in Treatment in 

this study) was partly supported, given its direct relationship to Time in Treatment. 

However, the value of this relationship appeared questionable, given that Time in 

Treatment failed to predict any of the treatment outcome measures (i.e., Severity of 
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Dependence, Drug Taking Confidence, and Wellbeing). In addition, the TPB model 

accounted for merely 6% of the variance in Time in Treatment of which barely 3% was 

explained by the variable Intention. Intention also failed to predict Treatment 

Engagement. Looking at the outcome variable Wellbeing in the context of TPB, 

Attitude, Perceived Competence/Control and Intention exerted a direct effect on 

Wellbeing. However, all three variables were implicated in a suppressor effect, 

complicating the interpretation of results and highlighting problems within the TPB 

model in relation to the effects for Wellbeing. Finally, the hypothesis that Perceived 

Competence/Control directly predicted behaviour was supported in the case of 

Treatment Engagement but not Time in Treatment.  

In summary, SDT accounted for more of the variance (between 20% and 40%) 

than the TPB (between 19% and 20%) when outcome indicators for Treatment 

Engagement, Severity of Dependence, and Drug Taking Confidence were explored. As 

none of the unique predictors of the TPB model were found to be significant, there was 

no justification to conduct analyses of the Combined models for these three dependent 

measures. Intention was best explained by the TPB. Although the Combined models 

accounted for an additional three percent of the variance in Intention, the strongest 

predictors in this model were Attitude, Subjective Norm, and Perceived Competence/ 

Control (i.e., TPB variables), with Self Coercion and motivation (i.e., SDT variables) 

being considerably less influential predictors. Besides, as Intention failed to predict 

Treatment Engagement, and made no significant contribution when the effects for 

Severity of Dependence and Drug Taking Confidence were tested, Intention appeared to 

represent an inferior predictor of treatment outcomes. The TPB model explained 

slightly more of the variance in Time in Treatment than the SDT model. However, 

overall, Time in Treatment was found to have no significant effect on Treatment 

Engagement, Severity of Dependence, Drug Taking Confidence, and Wellbeing, 

suggesting that the time substance users spent in treatment may not play an important 

role in treatment outcomes. Finally, in the case of Wellbeing, SDT accounted for 

slightly more of the variance than TPB, with the Combined models explaining an 

additional two percent of the variance beyond that explained by the SDT model. 

However, given the presence of a suppressor effect that involved the TPB variables 

Attitude, Perceived Competence/ Control, and Intention, again, SDT seemed to provide 

a less ambiguous and more accurate account of the factors that determine and influence 

Wellbeing. Overall, these results indicated that SDT provided a better and more 
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parsimonious account of treatment outcome indicators at Time 1 (i.e., within two weeks 

of treatment admission) than the TPB or the Combined models.  

3.4 Results of The Raw Score Approach – T2 Predictor and T2 Outcome 

Variables 

To confirm the results and conclusions of T1 findings, the analyses were 

repeated using T2 predictor and outcome variables. In all of the HMRAs reported in this 

and subsequent sections, the correlation matrix was examined to determine which of the 

predictors and client-related factors would be entered into the regression. As the sample 

size at T2 (N = 192) was substantially smaller than at T1 (N = 350), only variables that 

correlated with the dependent variables at p < .01 were included in the analyses. To 

avoid repetition and lengthy descriptions of the HMRAs at T2, only a brief overview 

and summary of T2 results are provided. For the regression results of T2 cross-sectional 

data, see Table 82 to 106 (Appendix 28). 

T2 findings mirrored T1 results. Table 107 (this chapter) provides a summary of 

the variance that the four models (SDT, TPB, and the two Combined models) accounted 

for in each of the T1 and T2 outcome measures.  

 

Table 107 
Summary of the amount of variance (Adjusted R2) accounted for by SDT, TPB, and the 
Combined Models at T1 and T2. 

SDT Model TPB Model Combined 
Model 1 

Combined 
Model 2 Variable 

T1 T2 T1 T2 T1 T2 T1 T2 

Amotivation 22% 19% N/A N/A N/A N/A N/A N/A 
External Motivation 25% 27% N/A N/A N/A N/A N/A N/A 
Introjected Motivation 21% 28% N/A N/A N/A N/A N/A N/A 
Identified/Integrated Motivation 36% 46% N/A N/A N/A N/A N/A N/A 
Intention N/A N/A 41% 55% 44% 60% 44% 60% 
Treatment Engagement 40% 59% 19% 31% 59% - - - 
Time in Treatment 4% 10% 6% 15% 6% 15% 6% 15% 
Severity of Dependence 23% 24% 20% 13% - 23% - - 
Drug Taking Confidence 20% 16% 19% 15% - - - - 
Wellbeing 28% 46% 26% 37% 30% 46% 30% - 
Perceived Training Transfer N/A 47% N/A 41% N/A 47% N/A - 

N/A = not applicable     “-” = No analysis for combined model  
 

Similar to T1, at T2 SDT emerged as the superior model when outcomes for 

Treatment Engagement, Severity of Dependence, Drug Taking Confidence, Wellbeing, 

and Perceived Training Transfer were explored. In all five instances, the SDT model 
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accounted for more of the variance than the TPB model, with the Combined models 

explaining no variance above and beyond that explained by SDT. These findings 

confirmed and supported T1 results. In the case of Intention, as at T1, at T2 the 

Combined models accounted for slightly more of the variance than the TPB model (3% 

more at T1 and 5% more at T2), demonstrating that, as hypothesized, the addition of 

more superordinate or general cognitive constructs such as motivation and basic human 

needs, may help to account for additional variance in Intention. While T1 and T2 

Intention were found to be the strongest predictors of Time in Treatment, T1 and T2 

Intention failed to predict Treatment Engagement. In addition, T2 Intention, similar to 

T1 Intention, made no significant contribution to explaining the variance in Severity of 

Dependence, Drug Taking Confidence, Wellbeing, and Perceived Training Transfer. 

Time in Treatment, as at T1, was best explained by the TPB, with the Combined models 

making no contribution above and beyond that made by TPB. Given that there was no 

significant relationship of Time in Treatment with any of the outcome measures, except 

Intention, the relationship between Intention and Time in Treatment seemed 

inconsequential in the prediction of drug and alcohol treatment outcomes.  

Overall, these results confirmed the conclusions drawn from T1 findings that 

SDT, compared to the TPB and the Combined models, provided a better and/or more 

parsimonious account of the factors that influence outcomes in Therapeutic Community 

treatment of drug and alcohol problems within two weeks of treatment admission and 

after two months in treatment. In light of these findings, and given the complexity of 

this project, it was decided to discontinue the testing of the TPB and the Combined 

models, and resume the analyses by focusing on the investigation of the SDT model 

alone. For a detailed description of the T2 cross-sectional HMRAs in relation to the 

SDT “Raw Score Approach” see Appendix 29.  

3.5 Results of “Raw Score Approach” – T1 Predictors and T2 Outcome 

Variables 

A series of HMRAs was conducted to explore the extent to which T1 SDT 

variables predicted T2 outcomes (i.e., Amotivation, External Motivation, Introjected 

Motivation, Identified/Integrated Motivation, Treatment Engagement, Severity of 

Dependence, Drug Taking Confidence, Wellbeing, and Perceived Training Transfer). 

Because of reduced sample size, only variables that correlated with the respective 

dependent measure at p <  .01 were included in the analyses. 
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3.5.1 T2 Motivation as predicted by T1 SDT  

Four regression analyses were conducted to test the effects of T1 SDT variables 

on each of the four motivational types at T2 (i.e., Amotivation, External Motivation, 

Introjected Motivation, and Identified/Integrated Motivation). Each of the four analyses 

was expected to test whether the three basic needs (i.e., Perceived Relatedness, 

Perceived Autonomy, and Perceived Competence/Control) would mediate the 

relationship between social factors (i.e., Self Coercion, Family Coercion, Legal 

Coercion, Finance Coercion, Health Coercion, Work Coercion, Autonomy Support 

Family, and Autonomy Support Staff) and motivation.  

3.5.1.1 T2 Amotivation as predicted by T1 SDT (N = 192) 

As can be seen from Table 108 (Appendix 30), at Step 1, the client-related 

variables of Legal Mandate and Gender were entered. Both variables made a significant 

contribution, F(2,189) = 6.08, p < .01, and explained 6.0% of the variance in 

Amotivation. At Step 2, the addition of Legal Coercion, the most proximal predictor in 

this analysis, resulted in a significant increase in R2, F(1,188) = 5.90, p < .05, that 

accounted for an additional 2.9% of the variance. The beta weights for Legal Mandate 

and Gender reduced to non-significance from Step 1 to Step 2 (reduction of .15, i.e., to 

zero, and .04 respectively), and Legal Coercion was found to be significantly correlated 

with both Legal Mandate (r = .62**) and Gender (r = -.33**). In line with Baron and 

Kenny (1986), these results suggested that Legal Coercion acted as a potential mediator 

in the relationship between the two client-related variables and Amotivation. At Step 2, 

Legal Coercion also exerted a direct effect on Amotivation.  

Overall, a significant 8.9% (Adjusted R2 = 7.5%) of the variance in Amotivation 

was accounted for when all predictors were entered into the regression, F(3,188) = 6.13 

p < .01. Contrary to expectations, the basic needs did not mediate the relationship 

between social factors and Amotivation. Only one potential mediation effect was 

identified. Males and individuals who were in treatment due to a legal mandate were 

more likely to report an amotivated attitude towards treatment two months into the 

therapeutic process, due to higher perceptions of legal pressure at the beginning of 

treatment. T1 Legal Coercion also exerted a direct positive effect on T2 Amotivation, 

with Legal Coercion emerging as the most important predictor of Amotivation (β = 

.24*).  
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3.5.1.2 T2 External Motivation as predicted by T1 SDT (N = 192) 

Of the 12 predictors only four of the social factors and none of the client-related 

factors correlated significantly with External Motivation at p < .01. Consequently, 

Family Coercion, Legal Coercion, Finance Coercion, and Health Coercion were entered 

into a standard regression analysis. As can be seen from Table 109 (Appendix 30), the 

four variables accounted for a significant 28.5% (Adjusted R2 = 27.0%) of the variance, 

F(4,187) = 18.66, p < .001, with only Family Coercion making a significant 

contribution (β = .48***). These results demonstrated that perceptions of family-related 

pressures at T1 directly related to a more external motivational position towards 

treatment among substance users at T2.  

3.5.1.3 T2 Introjected Motivation as predicted by T1 SDT (N = 192) 

Inspection of the correlation matrix indicated that only three of the 12 predictors 

and none of the client-related factors correlated significantly with Introjected 

Motivation at p < .01. Consequently, Self Coercion, Family Coercion, and Health 

Coercion were entered into a standard regression analysis. As can be seen from Table 

110 (Appendix 30), the three variables accounted for a significant 27.7% (Adjusted R2 = 

26.5%) of the variance in Introjected Motivation with all three variables found to make 

a significant contribution, F(3,188) = 23.99, p < .001. Again, the expected mediation 

effect was not observed. Higher perceptions of internal, family-related, and health-

related pressures at T1 were all directly related to higher levels of Introjected 

Motivation at T2, which signifies a more intrinsic motivational stand towards treatment.  

Of the three variables, Self Coercion (β = .27***) was the strongest predictor, followed 

by Family Coercion (β = .25***), and Health Coercion (β = .21**).   

3.5.1.4 T2 Identified/Integrated Motivation as predicted by T1 SDT (N = 191) 

As can be seen from Table 111 (Appendix 30), at Step 1, the social factors of 

Self Coercion, Family Coercion, Health Coercion, and Autonomy Support Staff were 

entered into the regression. The four variables made a significant contribution that 

accounted for 26.6% of the variance, F(4,186) = 16.81, p < .001, with only Self 

Coercion, Family Coercion, and Autonomy Support Staff found to be significant. At 

Step 2, the addition of Perceived Competence/Control resulted in a significant increase 

in R2, F(1,185) = 4.22, p < .05, that explained an extra 1.7% of the variance in the 

dependent measure. The significant beta weight for Autonomy Support Staff reduced to 

non-significance from Step 1 to Step 2 (reduction of .06), and the variable was 
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significantly related to Perceived Competence/Control (r = .38**).  In line with Baron 

and Kenny (1986), these results provided evidence for the hypothesized mediation 

effect. Individuals who perceived treatment staff as more autonomy supportive at the 

beginning of treatment seemed more likely to be intrinsically motivated two months 

into treatment, as they felt more competent and in control of their treatment to begin 

with. Direct effects, in order of importance, were observed for Self Coercion (β = 

.34***), Family Coercion (β = .15**), and Perceived Competence/Control (β = .15**), 

indicating that increased levels of internal and family-related pressures, and feelings of 

competence and control at T1 appeared to predict a more intrinsic motivational outlook 

on treatment at T2. Overall, a significant 28.2% (Adjusted R2 = 26.3%) of the variance 

in Identified/Integrated Motivation was accounted for when all predictors were entered 

into the regression, F(5,185) = 14.55, p < .001. 

 

To summarize the outcomes of the four preceding analyses on motivation, the 

hypothesis that the three basic needs would mediate the relationship between social 

factors and motivation was supported in only one instance. T1 Perceived 

Competence/Control mediated the relationship between T1 Autonomy Support Staff 

and T2 Identified/Integrated Motivation. When T2 Amotivation, External Motivation, 

and Introjected Motivation were regressed, none of the three basic needs were 

significantly related to any of the three motivational outcomes. T1 Legal Coercion 

emerged as the strongest predictor of T2 Amotivation, and acted as a potential mediator 

in the relationship between Gender and Amotivation, suggesting that males reported 

higher levels of Amotivation at T2, due to higher perceptions of legal pressure at T1. T1 

Family Coercion was the most important predictor of T2 External Motivation. 

Interestingly, T1 Family Coercion also exerted direct effects on T2 Introjected and 

Identified/Integrated Motivation, however, to a lesser extent compared to T2 External 

Motivation. These findings indicated that family-related pressures appeared to promote 

a less autonomous form of treatment motivation amongst substance users, while 

potentially also encouraging a more intrinsic motivational attitude. In the case of T2 

Introjected Motivation and Identified/Integrated Motivation, T1 Self Coercion was 

identified as the most important predictor.  

3.5.2 T2 Treatment Engagement as predicted by T1 SDT (N = 192).  

A HMRA was conducted to test the effects of T1 SDT variables on T2 

Treatment Engagement, with motivation expected to have a direct effect on Treatment 
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Engagement. As can be seen from Table 112 (Appendix 30), at Step 1, both Self 

Coercion and Autonomy Support Staff accounted for a significant 19.6% of the 

variance, F(2,189) = 22.99, p < .001, indicating a direct positive relationship with 

Treatment Engagement. At Step 2, the three basic needs (i.e., Perceived Relatedness, 

Perceived Autonomy, and Perceived Competence/Control) were added, and accounted 

for a significant additional 4.3% of the variance, F(3,186) = 3.53, p < .05. Of the three 

variables, only Perceived Competence/Control was significant. At Step 3, the addition 

of Amotivation, Introjected Motivation, and Identified/Integrated Motivation also led to 

as significant increase in R2, accounting for an extra 4.1% of the variance, F(3,183) = 

3.48, p < .05. Of the three motivational variables only Identified/Integrated Motivation 

was significant. The significant beta coefficient for Perceived Competence/Control 

reduced to non-significance from Step 2 to Step 3 (reduction of .08), with Perceived 

Competence/Control found to be significantly correlated to Identified/Integrated 

Motivation (r = .39**). In accordance with Baron and Kenny (1986), these findings 

suggested that increased perceptions of competence and control seemed to result in 

increased treatment participation for substance users who were more intrinsically 

motivated towards treatment. At Step 3, in order of importance, T1 Self Coercion (β = 

.21**) and Identified/Integrated Motivation (β = .18*) exerted direct effects on T2 

Treatment Engagement. In other words, as hypothesized, substance users with an 

intrinsic motivational attitude towards treatment at T1 reported higher levels of 

treatment engagement at T2. Contrary to expectations, higher perceptions of internal 

pressures at T1 directly predicted increased levels of treatment engagement at T2. 

Overall, a significant 28.0% (Adjusted R2 = 24.9%) of the variance was accounted for in 

Treatment Engagement when all predictors were entered into the regression, F(8,183) = 

8.90, p < .001.  

3.5.3 T2 Severity of Dependence as predicted by T1 SDT (N = 192).  

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T2 Severity of Dependence. As can be seen 

from Table 113 (Appendix 30), at Step 1, Age was significant, F(1,190) = 8.07, p < .01, 

accounting for 4.1% of the variance. At Step 2, Perceived Competence/Control also 

made a significant contribution, F(1,189) = 13.05, p < .001, explaining an additional 

6.2% of the variance in Severity of Dependence. At Step 3, the addition of Amotivation 

and External Motivation resulted in a significant increase in R2, F(2,187) = 8.97, p < 

.001, which explained an extra 7.9% of the variance in the dependent measure. Of the 
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two variables, only External Motivation made a significant contribution. Finally at Step 

4, the addition of Treatment Engagement was non-significant, F(1,186) = .00, p > .05. 

At Step 4, both Perceived Competence/Control and External Motivation were 

significant.  

Overall, a significant 18.1% (Adjusted R2 = 15.9%) of the variance in T2 

Severity of Dependence was accounted for when all predictors were entered into the 

regression, F(5,186) = 8.23, p < .001. Findings failed to demonstrate any mediating 

effects. Consistent with the SDT model, External Motivation exerted a direct positive 

effect on Severity of Dependence, suggesting that a more external motivational position 

towards treatment was directly related to increased perceptions of substance 

dependence. Besides, Perceived Competence/Control was found to have a direct 

negative relationship to Severity of Dependence, indicating that reduced perceptions of 

competence and control in relation to treatment predicted enhanced perceptions of 

substance dependence.  External Motivation emerged as the most important predictor of 

Severity of Dependence (β = .25**) followed by Perceived Competence/Control (β = -

.17*).  

3.5.4 T2 Drug Taking Confidence as predicted by T1 SDT (N = 192). 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T2 Drug Taking Confidence. As can be seen 

from Table 114 (Appendix 30), at Step 1, Perceived Competence/Control was entered 

into the regression and accounted for a significant 6.2% of the variance, F(1,190) = 

12.66, p < .001. At Step 2, the addition of Amotivation, External Motivation, and 

Identified/Integrated Motivation led to a significant increase in R2, F(3,187) = 5.43, p < 

.001, which explained an extra 7.5% of the variance in Drug Taking Confidence. Of the 

three motivational types, only External Motivation and Identified/Integrated Motivation 

were significant. The beta weight for Perceived Competence/Control reduced to non-

significance from Step 1 to Step 2 (reduction of .16), with Perceived Competence/ 

Control also found to be significantly correlated with both External and Identified/ 

Integrated Motivation (r = -.22** and r = .39** respectively). In line with Baron and 

Kenny (1986), these results provided evidence in support of a potential mediation 

effect. Increased feelings of competence and control at T1 seemed to enhance substance 

users’ confidence to resist the urge to use substances when exposed to high-risk 

situations at T2 for individuals with a less external and a more intrinsic motivational 

attitude towards treatment at T1. The addition of Treatment Engagement at Step 3 failed 
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to explain a significant amount of variance in Drug Taking Confidence, F(1,186) = .02, 

p > .05. Consistent with the SDT model, T1 External and Identified/ Integrated 

Motivation were still significant at Step 3, demonstrating a direct relationship between 

T1 motivation and T2 Drug Taking Confidence. In other words, substance users with a 

more external motivational outlook seemed less confident to resist substance use under 

high-risk conditions, while individuals with a more intrinsic outlook appeared more 

confident. Overall, a significant 13.8% (Adjusted R2 = 11.5%) of the variance in Drug 

Taking Confidence was accounted for when all predictors were entered into the 

regression, F(5,186) = 8.23, p < .001. Identified/Integrated Motivation emerged as the 

strongest predictor of Drug Taking Confidence (β = .27**) followed by External 

Motivation (β = -.18*).  

3.5.5 T2 Wellbeing as predicted by T1 SDT (N = 192). 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T2 Wellbeing. As can be seen from Table 115 

(Appendix 30), at Step 1, Age was significant, F(1,190) = 9.54, p < .01, accounting for 

4.8% of variance. At Step 2, the addition of Perceived Competence/Control made a 

significant contribution, F(1,189) = 17.91, p < .001, accounting for an extra 8.2% of 

variance. At Step 3, the addition of Amotivation, External Motivation, and Identified/ 

Integrated Motivation was marginally significant, F(3,186) = 2.61, p > .05, accounting 

for an extra 3.5% of variance. Of the three variables only External Motivation was 

significant. The addition of Treatment Engagement at Step 4 was non-significant, 

F(1,185) = 2.14, p > .05. At Step 4, Age was significant.  

Overall, a significant 17.5% (Adjusted R2 = 14.8%) of the variance in Wellbeing 

was accounted for when all predictors were entered into the regression, F(6,185) = 6.53, 

p < .001. Findings failed to demonstrate any potential mediation effects. Only one direct 

effect was observed. Older substance users reported more Wellbeing at T2 compared to 

younger individuals.  

3.5.6 T2 Perceived Training Transfer as predicted by T1 SDT (N = 192) 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T2 Perceived Training Transfer. As can be seen 

from Table 116 (Appendix 30), at Step 1, Self Coercion, Family Coercion, Health 

Coercion, and Autonomy Support Staff accounted for a significant 21.3% of the 

variance, F(4,187), p < .001. With the exception of Health Coercion, all variables were 
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significant. At Step 2, the addition of Perceived Relatedness, Perceived Autonomy, and 

Perceived Competence/Control was non-significant, F(3,184) = 1.61, p > .05.  At Step 

3, Amotivation, Introjected Motivation, and Identified/Integrated Motivation were 

entered into the regression. The three variables resulted in a significant increase in R2, 

F(3,181) = 4.75, p < .01, that explained for an additional 5.6% of variance. Of the three 

motivational types, only Identified/Integrated Motivation was significant. Finally, at 

Step 4, the addition of Treatment Engagement was non-significant, F(1,180) = 1.86, p > 

.05. At Step 5, Self Coercion and Identified/Integrated Motivation were significant.  

Overall, a significant 29.7% (Adjusted R2 = 25.4%) of the variance in Perceived 

Training Transfer was accounted for when all predictors were entered into the 

regression, F(11,180) = 6.90, p < .001. No potential mediation effects were observed. In 

line with the SDT model, higher levels of T1 Identified/Integrated Motivation enhanced 

substance users’ perceptions of their ability to apply the skills acquired during treatment 

to real life situations at T2. In addition, increased perceptions of internal pressures at T1 

also enhanced substance users’ perceptions of their newly acquired skills at T2. 

Identified/Integrated Motivation (β = .21*) emerged as the strongest predictor of 

Perceived Training Transfer followed by Self Coercion (β = .17*).  

3.5.7 Summary 

In summary, as can be seen from Table 117 (this chapter), the SDT model 

explained between 9.0% and 30% of the variance in the nine T2 outcome measures.  

 

Table 117 
Variance explained by the SDT model for T1 predictor and T2 outcome variables.  

T2 Outcome Variable Variance Explained 
(Adjusted R2 in brackets) 

Amotivation  .09**  (.07**) 
External Motivation  .28***  (.27***) 
Introjected Motivation  .28***  (.26***) 
Identified/Integrated Motivation  .29***  (.26***) 
Treatment Engagement  .28***  (.25***) 
Severity of Dependence  .18***  (.16***) 
Drug Taking Confidence  .14***  (.12***) 
Wellbeing  .17***  (.15***) 
Perceived Training Transfer  .30***  (.25***) 

 

Similar to the preceding analyses of T1 and T2 cross-sectional data, the three 

basic needs failed to mediate the relationship between social factors and motivation, 

with one exception. Substance users who perceived therapeutic staff as autonomy 
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supportive at T1 were more intrinsically motivated at T2, as they felt more competent 

and in control of their treatment. The social factors (i.e., Coercion and Autonomy 

Support) exerted a strong and direct influence on treatment motivation. As in the case of 

T2 cross-sectional data, T1 Legal Coercion emerged as the strongest predictor of T2 

Amotivation, and mediated the relationship between Gender and Amotivation, 

suggesting that males were more amotivated at T2 due to higher perceptions of legal 

pressures at T1. In line with T1 and T2 cross-sectional results, T1 Family Coercion was 

the strongest predictor of T2 External Motivation, indicating that higher perceptions of 

family-related pressures at T1 predicted a more external motivational attitude towards 

treatment at T2. Family Coercion was also found to have a positive direct impact on 

Introjected and Identified/Integrated Motivation, however, to a lesser extent. T2 

Introjected Motivation was directly predicted by T1 Self (the strongest predictor), 

Family, and Health Coercion, mirroring the findings of T1 and T2 cross-sectional data. 

Similarly, T2 Identified/Integrated Motivation was directly and positively related to Self 

Coercion (the most important predictor), Family Coercion, and Perceived 

Competence/Control, providing further evidence for the important role that internal 

pressures and perceptions of competence and control play in promoting an intrinsic 

motivational attitude towards treatment. Introjected Motivation failed to make 

significant contributions in any of the preceding analyses, indicating its inferior 

explanatory power within the SDT framework of this study. 

According to SDT, motivation directly predicts cognitive, behavioural, and 

affective outcomes, with Amotivation and External Motivation anticipated to produce 

more negative outcomes and Introjected and Identified/Integrated Motivation expected 

to result in more positive outcomes. Results of the analyses supported this premise. T1 

Identified/Integrated Motivation was directly and positively related to T2 Treatment 

Engagement, revealing that intrinsic motivation at T1 enhanced treatment participation 

at T2 (note that T1 and T2 cross-sectional analyses supported this finding). T1 External 

Motivation was found to have a direct positive influence on T2 Severity of Dependence, 

suggesting that External Motivation increased perceptions of substance dependence 

(note that T1 and T2 cross-sectional analyses supported this finding, although for the T1 

analysis, T1 Severity of Dependence was predicted by T1 Amotivation and not External 

Motivation). T1 External Motivation exerted a negative direct influence, and T1 

Identified/Integrated Motivation a positive direct effect on T2 Drug Taking Confidence 

(note that for T1 and T2 cross-sectional analyses, none of the four motivational types 

predicted Drug Taking Confidence). These findings suggested that an external 
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motivational outlook on treatment decreased confidence amongst substance users to 

resist the temptation to use substances when exposed to high-risk situations, while an 

intrinsic motivational position increased confidence. While Wellbeing was not directly 

related to motivation, T1 Identified/Integrated Motivation exerted a direct positive 

effect on T2 Perceived Training Transfer, suggesting that the ability to transfer skills 

acquired in the therapeutic setting to real life situations was directly determined by 

individuals’ intrinsic motivational outlook on treatment.  

No potential mediation effects were observed when T2 Severity of Dependence, 

Wellbeing, and Perceived Training Transfer were regressed on the T1 SDT predictors. 

In the case of T2 Treatment Engagement and Drug Taking Confidence, in both 

instances, one potential mediation effect was identified. T1 Identified/Integrated 

Motivation mediated the relationship between Perceived Competence/Control and 

Treatment Engagement, and both T1 External and Identified/Integrated Motivation 

mediated the relationship between Perceived Competence/Control and Drug Taking 

Confidence.  

The SDT model also tested the idea that Treatment Engagement and Time in 

Treatment may be more proximal predictors of treatment outcomes (i.e., Severity of 

Dependence, Drug Taking Confidence, Wellbeing, and Perceived Training Transfer) 

than motivation, and may even mediate the relationship between motivation and 

outcomes. Results of the analyses failed to support any direct or mediation effects of 

Treatment Engagement and Time in Treatment. Compared to previous analyses, 

although analyses of T1 cross-sectional data revealed that Treatment Engagement 

directly predicted Drug Taking Confidence and Wellbeing, no potential mediation 

effects were observed. In the case of T2 cross-sectional data, Treatment Engagement 

directly predicted Perceived Training Transfer, and also mediated the relationship 

between Amotivation and Perceived Training Transfer, while such effects were not 

observed for Time in Treatment.  

3.6 Results of “Raw Score Approach” – T1 Predictors and T3 Outcome 

Variables 

A series of HMRAs was conducted to test the extent to which T1 SDT variables 

predicted T3 outcomes (i.e., Treatment Engagement, Severity of Dependence, Drug 

Taking Confidence, Wellbeing, and Perceived Training Transfer). Because of the 

reduced sample size, only variables that correlated with the respective dependent 

variable at p < .01 were included in the analyses. 
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3.6.1 T3 Treatment Engagement as predicted by T1 SDT (N = 109) 

A HMRA was conducted to test the effects of T1 SDT variables on T3 

Treatment Engagement. As can be seen from Table 118 (Appendix 31), at Step 1, 

Perceived Autonomy made a significant contribution, F(1,107) = 8.03, p < .01, and 

explained 7.0% of the variance in Treatment Engagement. At Step 2, the addition of 

Identified/Integrated Motivation resulted in a significant increase in R2, F(1,106) = 4.04, 

p < .05, accounting for an extra 3.4% of variance. Overall, a significant 10.4% 

(Adjusted R2 = 8.7%) of the variance in Treatment Engagement was accounted for when 

all predictors were entered into the regression, F(2,106) = 6.14, p < .01. Both predictors 

were found to have a positive direct effect on Treatment Engagement, with Perceived 

Autonomy (β = .20*) exerting the strongest influence followed by Identified/Integrated 

Motivation (β = .19*). These results suggested that increased perceptions of autonomy 

and an intrinsic motivational attitude at the start of treatment predicted higher levels of 

treatment engagement at the end of the therapeutic process.  

3.6.2 T3 Severity of Dependence as predicted by T1 SDT (N = 109) 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T3 Severity of Dependence. As can be seen 

from Table 119 (Appendix 31), at Step 1, Age, Drug Dependence, and Drug and 

Alcohol Dependence made a significant contribution, F(3,105) = 5.51, p < .01, by 

accounting for 13.6% of the variance. Of the three client-related factors only Age and 

Drug & Alcohol Dependence were significant, while Drug Dependence was non-

significant.  These findings suggested that younger individuals and those who were both 

drug and alcohol dependent reported higher levels of substance dependence compared 

to older substance users and individuals who were alcohol dependent. At Step 2, the 

three basic needs, Perceived Relatedness, Perceived Autonomy, and Perceived 

Competence/Control were added to the regression, accounting for an additional 8.2% of 

variance, F(3,102) = 3.57, p < .05. Of the three variables, only Perceived Relatedness 

was significant. A significant reduction in the size of the beta weight for Age and Drug 

& Alcohol Dependence was observed from Step 1 to Step 2 (reduction of .06 and .10 

respectively), with Drug & Alcohol Dependence but not Age found to be significantly 

correlated with Perceived Relatedness (r = -.11*). In accordance with Baron and Kenny 

(1986), these results suggest that Perceived Relatedness potentially mediated the 

relationship between Drug & Alcohol Dependence and Severity of Dependence. Finally, 

at Step 3, the addition of External Motivation was also significant, F(1,101) = 5.45, p < 
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.05, accounting for an extra 4.0% of variance. At Step 3, both Perceived Relatedness 

and External Motivation were significant.  

Overall, a significant 25.8% (Adjusted R2 = 20.7%) of the variance in Severity 

of Dependence was accounted for when all predictors were entered into the regression, 

F(7,101) = 5.02, p < .001. Introduction of variables at consecutive steps resulted in 

fluctuations in the beta weights for Age, Perceived Relatedness, and Perceived 

Autonomy, suggesting some anomalies. Investigation of the assumptions of regression 

analysis revealed no easily identifiable causes. One potential mediation effect was 

identified. Individuals who abused both drugs and alcohol appeared to report higher 

levels of substance dependence at T3, as they perceived people within the therapeutic 

environment as less caring and supportive at T1. In order of importance, T1 Perceived 

Relatedness (β = -.34**) T1 External Motivation (β = .22*) directly predicted T3 

Severity of Dependence, suggesting that lower perceptions of relatedness and an 

externally motivated outlook at the start of treatment predicted higher perceptions of 

substance dependence at treatment completion.   

3.6.3 T3 Drug Taking Confidence as predicted by T1 SDT (N = 109) 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T3 Drug Taking Confidence. As can be seen 

from Table 120 (Appendix 31), at Step 1, Age, Drug Dependence, Drug & Alcohol 

Dependence, and Criminal History were entered into the regression, and accounted for a 

significant 18.5% of the variance, F(4,104) = 5.91, p < .001. Of the four variables, only 

Drug Dependence and Drug & Alcohol Dependence were significant. At Step 2, 

Perceived Relatedness and Perceived Autonomy were non-significant, F(2,102) = 1.54, 

p > .05, as was Treatment Engagement at Step 3, F(1,101) = 1.65, p > .05.  

Overall, a significant 22.2% (Adjusted R2 = 16.8%) of the variance in Drug 

Taking Confidence was accounted for when all predictors were entered into the 

regression, F(7,101) = 4.12, p < .001. No mediation effects were observed. However, 

both Drug Dependence and Drug & Alcohol Dependence were revealed to have a direct 

negative effect on Drug Taking Confidence. These findings suggested that at treatment 

completion, individuals who were alcohol dependent were more confident to resist the 

temptation to use substances when exposed to high-risk situations compared to drug 

users and individuals who abused both drugs and alcohol.  
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3.6.4 T3 Wellbeing as predicted by T1 SDT (N = 109) 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T3 Wellbeing. As can be seen from Table 121 

(Appendix 31), at Step1, Drug Dependence, Drug & Alcohol Dependence, and Criminal 

History accounted for a significant 12.3% of the variance, F(3,105) = 4.92, p < .01, with 

only Drug & Alcohol Dependence making a significant individual contribution. At Step 

2, the three basic needs, Perceived Relatedness, Perceived Autonomy, and Perceived 

Competence/Control explained a significant additional 7.5% of variance, F(3,102) = 

3.19, p < .05. While the overall step was significant, none of the three variables made a 

significant individual contribution. At Step 2, none of the six predictors was significant.  

Overall, a significant 19.8% (Adjusted R2 = 15.1%) of the variance in Wellbeing 

was accounted for when all predictors were entered into the regression, F(6,102) = 4.21, 

p < .01. Only one effect was observed at Step 1, indicating that individuals who were 

alcohol dependent (i.e., not being Drug & Alcohol Dependent) reported more Wellbeing 

at the end of treatment. However, as the beta weight for Drug & Alcohol Dependence 

reduced to non-significance at Step 2 and as none of the Step 2 predictors were 

significant, there was no clear indication of the mechanism that accounted for the 

relationship between Alcoholism and Wellbeing.  

3.6.5 T3 Perceived Training Transfer as predicted by T1 SDT (N = 109) 

A HMRA was conducted to test the effects of T1 SDT variables, Treatment 

Engagement, and Time in Treatment on T3 Perceived Training Transfer. As can be seen 

from Table 121 (Appendix 31), at Step 1, Autonomy Support Family was significant, 

F(1,107) = 6.40, p < .05, accounting for 5.6% of the variance in Perceived Training 

Transfer. At Step 2, the addition of Perceived Relatedness and Perceived Autonomy led 

to a significant increase in R2, F(2,105) = 5.0, p < .01, explaining an extra 8.2% of the 

variance. Of the two variables, only Perceived Autonomy was significant. The beta 

weight for Autonomy Support Family reduced to non-significance from Step 1 to Step 2 

(reduction of .08), and the variable correlated significantly with Perceived Autonomy (r 

= .15**). In line with Baron and Kenny (1986), these findings suggested that T1 

Perceived Autonomy acted as a potential mediator in the relationship between T1 

Autonomy Support Family and T3 Perceived Training Transfer. Besides, at Step 2, T1 

Perceived Autonomy exerted a significant direct effect on T3 Perceived Training 

Transfer.  
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Overall, a significant 13.8% (Adjusted R2 = 11.4%) of the variance in Perceived 

Training Transfer was accounted for when all predictors were entered into the 

regression, F(3,105) = 5.63, p < .01. One potential mediation effect was identified. 

Individuals who perceived their family as autonomy supportive at the start of treatment 

perceived themselves as more capable of applying the skills acquired during treatment 

to real life situations at the end of treatment, as they viewed the therapeutic process as 

supporting their autonomy needs. In addition, increased perceptions of autonomy at the 

outset of treatment predicted increased ability to transfer skills acquired during 

treatment to real life situations at the end of the therapeutic process.  

 

3.6.6 Summary 

Table 123 (this chapter) illustrates that the SDT model explained between 10% 

and 26% of the variance in the five outcome measures.  

 

Table 123 
Variance explained by the SDT model for T1 predictor and T3 outcome variables.  

T3 Outcome Variable Variance Explained 
(Adjusted R2 in brackets) 

Treatment Engagement  .10**  (.09**) 
Severity of Dependence  .26***  (.21***) 
Drug Taking Confidence  .22***  (.17***) 
Wellbeing  .20***  (.15***) 
Perceived Training Transfer  .14**  (.11**) 

 

As demonstrated in previous analyses, T1 Identified/Integrated Motivation and 

Perceived Autonomy directly predicted T3 Treatment Engagement. Perceived 

Autonomy emerged as the strongest predictor of Treatment Engagement, suggesting 

that individuals who felt that their need for autonomy was met in relation to the 

therapeutic process and who were intrinsically motivated reported higher levels of 

treatment engagement. Perceived Relatedness was the most important predictor of T3 

Severity of Dependence, indicating that the less supported and cared for individuals felt 

by people in the therapeutic environment at the start of treatment, the higher their 

perceptions of substance dependence by the time they completed treatment. T3 Severity 

of Dependence was also directly related to T1 External Motivation, providing further 

evidence that an external motivational attitude towards treatment enhanced perceptions 

of substance dependence. Similar to the preceding analyses, results failed to support any 

direct effects of T1 motivation on T3 Drug Taking Confidence, Wellbeing, and 
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Perceived Training Transfer. In the case of Drug Taking Confidence, being alcohol 

dependent (but not an addict or an individual that abuses both drugs and alcohol) 

emerged as the strongest predictor of confidence to resist the temptations to use 

substances when exposed to high-risk situations at the end of treatment. In line with T2 

cross-sectional data analyses, T1 Perceived Autonomy exerted a direct effect on T3 

Perceived Training Transfer, suggesting that increased perceptions of autonomy 

positively influenced perceptions of training transfer at the end of the therapeutic 

process, with Perceived Autonomy also acting as a potential mediator in the relationship 

between T1 Autonomy Support Family and T3 Perceived Training Transfer.  Finally, no 

support was provided for the hypothesis that Treatment Engagement and/or Time in 

Treatment would mediate the relationship between motivation at T1 and treatment 

outcomes at program completion (i.e., Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and Perceived Training Transfer).  

3.7 Results of “Raw Score Approach” – T2 Predictors and T3 Outcome 

Variables 

A series of HMRAs was conducted to explore the extent to which T2 SDT 

variables predicted T3 outcomes (i.e., Treatment Engagement, Severity of Dependence, 

Drug Taking Confidence, Wellbeing, and Perceived Training Transfer). Because of the 

reduced sample size, only variables that correlated with the respective dependent 

variable at p < .01 were included in the analysis. 

3.7.1 T3 Treatment Engagement as predicted by T2 SDT (N = 109) 

No regression analysis was conducted for Treatment Engagement, as none of the 

T2 SDT variables were found to correlate with the dependent variable at p < .01. 

3.7.2 T3 Severity of Dependence as predicted by T2 SDT (N = 109) 

A HMRA was conducted to test the effects of T2 SDT variables, Treatment 

Engagement, and Time in Treatment on T3 Severity of Dependence. As can be seen 

from Table 124 (Appendix 32), at Step 1, Age, Drug Dependence, and Drug & Alcohol 

Dependence accounted for a significant 13.6% of the variance, F(3,105) = 5.51, p < .01, 

with Age and Drug & Alcohol Dependence making a significant contribution. At Step 

2, Extrinsic Motivation led to a significant increase in R2, F(1,104) = 7.29, p < .01, 

explaining an additional 5.7% of variance. At Step 2, Age, Drug & Alcohol 

Dependence, and External Motivation were significant.  
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Overall, a significant 19.3% (Adjusted R2 = 16.2%) of the variance in Severity 

of Dependence was accounted for when all predictors were entered into the regression, 

F(4,104) = 6.20, p < .001. Age, Drug & Alcohol Dependence, and External Motivation 

were found to have a direct effect on Severity of Dependence. These results suggested 

that younger individuals, substance users who were both drug and alcohol dependent 

(note that there was no effect for Drug Dependence), and those with a more external 

motivational outlook on treatment at T2 reported higher levels of substance dependence 

at the end of treatment. The variables that made a significant contribution at Step 2, in 

order of importance, were Drug & Alcohol Dependence (β = .30*), External Motivation 

(β = .24), and Age (β = -.22*).  

3.7.3 T3 Drug Taking Confidence as predicted by T2 SDT (N = 109) 

A HMRA was conducted to test the effects of T2 SDT variables, Treatment 

Engagement, and Time in Treatment on T3 Drug Taking Confidence. As can be seen 

from Table 125 (Appendix 32), at Step 1, Age, Drug Dependence, Drug & Alcohol 

Dependence, and Criminal History accounted for a significant 18.5% of the variance, 

F(4,104) = 5.91, p < .001, with Drug Dependence and Drug & Alcohol Dependence 

making a significant contribution. At Step 2, the addition of Amotivation was also 

significant, F(1,103) = 12.20, p < .01, explaining an extra 8.6% of variance. At Step 2, 

Drug Dependence, Drug & Alcohol Dependence, and Amotivation were significant.  

Overall, a significant 27.2% (Adjusted R2 = 23.6%) of the variance in Drug 

Taking Confidence was accounted for when all predictors were entered into the 

regression, F(5,103) = 7.68, p < .001. No mediation effects were observed. Drug 

Dependence, Drug & Alcohol Dependence, and Amotivation were directly related to 

Drug Taking Confidence. These results suggested that drug users and drug and alcohol 

abusers were significantly less confident than individuals who were alcohol dependent 

to resist the temptation to abuse substances when exposed to high-risk situations at the 

end of treatment. In addition, individuals who reported lower levels of amotivation 

towards treatment two months into the treatment program were significantly more 

confident not to relapse into substance use at the end of treatment. Drug & Alcohol 

Dependence emerged as the strongest direct predictor of Drug Taking Confidence (β = -

.37***) followed by Drug Dependence (β = -.33**), and Amotivation (β = -.30**).   
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3.7.4 T3 Wellbeing as predicted by T2 SDT (N = 109) 

A HMRA was conducted to test the effects of T2 SDT variables, Treatment 

Engagement, and Time in Treatment on T3 Wellbeing. As can be seen from Table 126 

(Appendix 32), at Step 1, Drug Dependence, Drug & Alcohol Dependence, and 

Criminal History accounted for 12.3% of variance, F(3,105) = 4.92, p < .01. Of the 

three variables only Drug & Alcohol Dependence was significant. At Step 2, the 

addition of Amotivation also made a significant contribution, F(1,104) = 5.01, p < .05, 

explaining an additional 4.0% of variance. Overall, a significant 16.4% (Adjusted R2 = 

13.1%) of the variance in Wellbeing was accounted for when all predictors were entered 

into the regression, F(4,104) = 5.08, p < .01. Both Drug & Alcohol Dependence and 

Amotivation were found to have a direct negative effect on Wellbeing. These findings 

suggested that drug and alcohol abusers reported less wellbeing at the end of treatment 

compared to individuals who were alcohol dependent, while being a drug user had no 

effect on reports of T3 Wellbeing. Moreover, lower levels of Amotivation two months 

into treatment predicted superior wellbeing at the end of treatment.  The variables that 

made a significant contribution at Step 2, in order of importance, were Drug & Alcohol 

Dependence (β = -.29*) and Amotivation (β = -.20*).  

3.7.5 T3 Perceived Training Transfer as predicted by T2 SDT (N = 109) 

No regression analysis was conducted for Perceived Training Transfer, as none 

of the T2 SDT variables and client-related factors was found to correlate significantly 

with the dependent variable at p < .01.  

3.7.6 Summary 

As can be seen from Table 127 (this chapter), between 16% and 27% of the 

variance in three (i.e., Severity of Dependence, Drug Taking Confidence, and 

Wellbeing) of the five outcome measures was explained by the SDT model. T2 SDT 

predictors and client-related variables failed to predict Treatment Engagement and 

Perceived Training Transfer, as none of the variables were significantly correlated with 

the two dependent measures at p < .01.  As hypothesized by SDT, T2 Motivation 

directly predicted T3 Severity of Dependence (i.e., External Motivation), Drug Taking 

Confidence (i.e., Amotivation), and Wellbeing (i.e., Amotivation), supporting findings 

of previous analyses. Drug & Alcohol Dependence emerged as the strongest predictor 

of these three dependent measures, suggesting that individuals who abused both drugs 

and alcohol were less confident to resist the temptation to use substances when exposed 
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to high-risk situations, reported less wellbeing, and perceived themselves as more 

substance dependent by the time they completed treatment. None of the T2 SDT 

predictors and client-related variables significantly correlated with T3 Perceived 

Training Transfer. Treatment Engagement did not relate to any of the outcome 

measures. Similarly, none of the T2 social factors and none of the T2 basic needs 

variables were related to any of the T3 outcome measures.  

 

Table 127 
Variance explained by the SDT model for T2 predictor and T3 outcome variables.  

T3 Outcome Variable Variance Explained 
(Adjusted R2 in brackets) 

Treatment Engagement - 
Severity of Dependence  .19***  (.16***) 
Drug Taking Confidence  .27***  (.24***) 
Wellbeing  .16***  (.13***) 
Perceived Training Transfer - 

* = p < .05, ** = p < .01, *** = p < .001     

“-” = predictors not significantly correlated with dependent variable 

3.7.7 Overall Summary  

For an overall summary of the variance that was accounted for by the two cross-

sectional and the three longitudinal versions of the Raw Score Approach, see Table 128 

(this chapter). While the T1 cross-sectional model accounted for an average of 29% of 

the variance in the dependent measures (between 21% and 42%), the T2 cross-sectional 

model accounted for an average of 37% (between 19% and 61%), with the exception of 

Time in Treatment. T1 predictors explained merely 5% of the variance in Time in 

Treatment, while T2 predictors explained 11%, suggesting that SDT is limited in its 

usefulness to explain the amount of time that substance users spent in treatment.  In 

contrast to the cross-sectional models, the three longitudinal models explained less of 

the variance in the respective outcome measures, which was not surprising given the 

dramatic changes that substance users typically experience while undergoing treatment. 

T1 predictors accounted for an average of 22% of the variance in T2 outcomes (between 

9% and 30%) and an average of 18% of the variance in T3 outcomes (between 10% and 

26%), with T2 predictors found to explain an average of 21% of the variance (between 

16% and 27%) in T3 outcomes. 
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Table 128 
Summary of the variance accounted for by the two cross-sectional and the three 
longitudinal SDT “Raw Score” Approaches. 

Variables T1 predicts T1 T2 predicts T2 T1 predicts T2 T1 predicts T3 T2 predicts T3 

Amotivation .24***  (.22***) .23***  (.19***) .09**  (.07**) N/A N/A 

External Motivation .27***  (.25***) .30***  (.27***) .28***  (.27***) N/A N/A 

Introjected Motivation .23***  (.21***) .30***  (.26***) .28***  (.26***) N/A N/A 

Identified/Integrated M. .38***  (.36***) .48***  (.46***) .29***  (.26***) N/A N/A 

Treatment Engagement .42***  (.40***) .61***  (.59***) .28***  (.25***) .10**  (.09**) - 

Time in Treatment .05***  (.04***) .11***  (.10***) N/A N/A N/A 

Severity of Dependence .27***  (.24***) .27***  (.24***) .18***  (.16***) .26***  (.21***) .19***  (.16***) 

Drug Taking Confidence .21***  (.19***) .19***  (.16***) .14***  (.12***) .22***  (.17***) .27***  (.24***) 

Wellbeing .31***  (.28***) .49***  (.46***) .17***  (.15***) .20**  (.15**) .16**  (.13**) 

Perceived Training Transfer N/A .49***  (.47***) .30***  (.25***) .14**  (.11**) - 
* = p < .05, ** = p < .01, *** = p < .001    N/A = not applicable    “-” = predictors not significantly 

correlated with dependent variable 

Note that results in brackets represent Adjusted R2 values 

 

Refer to Table 129 to Table 133 (Appendix 33), for a summary of results for 

each of the five versions of the Raw Score Approach, detailing significant direct and 

mediating effects, R2 and Adjusted R2 values, and sample sizes. 
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CHAPTER 4:  
SUMMARY OF THE CHANGE IN OUTCOME APPROACH & 

CHANGE/CHANGE APPROACH 

4.1 Summary of the Hierarchical Multiple Regression Analyses – The “Change 

in Outcome Approach” 

A series of HMRAs and standard regression analyses was conducted to test the 

usefulness, logic, and fit of the Self Determination Theory model in relation to the 

“Change in Outcome Approach”. More specifically, analyses tested the extent to which 

the components of the SDT model would predict changes in outcome measures across 

treatment (i.e., from T1 to T2, from T1 to T3, and from T2 to T3). In order to 

investigate changes in outcome variables across time, change scores for each dependent 

variable were calculated by subtracting one score from the other. For example, when 

changes in Amotivation from T1 to T2 were explored, T2 scores were subtracted from 

T1 scores resulting in a T1/T2 change score that was entered into the regression as the 

dependent measure. Please note that the direction of the change for each dependent 

measure was determined by conducting paired sample t-tests and inspecting the 

variables’ respective means. The word “change” was used when the mean difference 

was significant, while the word “trend” was employed when the mean difference was 

statistically non-significant but the two means were different from one another. Because 

of the reduced sample size, SDT predictors and client-related variables were included if 

they significantly correlated with the dependent measures at p < .01. Due to the 

complexity and length of this study, only a brief summary of the results is provided, 

highlighting the most important effects of the “Change in Outcome” and the “Change/ 

Change” Approach.   

4.1.1 The “Change in Outcome Approach” – T1 SDT Variables Predict Changes in 

Outcome Variables from T1 to T2  

A number of HMRAs and standard regression analyses was conducted to test if 

T1 SDT variables would predict changes in outcomes from T1 (i.e., within two weeks 

of treatment admission) to T2 (i.e., after two months in treatment) for Amotivation, 

External Motivation, Introjected Motivation, Identified/Integrated Motivation, 

Treatment Engagement, Severity of Dependence, Drug Taking Confidence, and 

Wellbeing.  
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As can be seen from Table 134 (this chapter), overall the SDT model accounted 

for little of the variance in the respective outcome measures.  

 

Table 134 
Degrees of freedom, F-values, significance levels, R-square values, and Adjusted R-
square values of HMRAs and standard regression analyses testing the extent to which 
T1 SDT variables predicted changes in outcomes measures from T1 to T2 

Outcome Variables df F p R2 Adjusted R2

Amotivation 1/189 1,95 > .05 5.5% 4.5% 

External Motivation 3/188 5.35 < .01 7.9% 6.4% 

Introjected Motivation - - - - - 

Identified/Integrated M. 1/190 7.41 < .01 3.8% 3.2% 

Treatment Engagement 6/185 18.15 < .001 37.0% 35.0% 

Severity of Dependence - - - - - 

Drug Taking Confidence 1/190 7.23 < .01 4.3% 3.2% 

Wellbeing 1/190 10.90 < .01 5.4% 4.9% 
 “-” = predictors not significantly correlated with dependent variable 
 

T1 SDT predictors explained between 4.0% and 8% of the variance in changes 

from T1 to T2 in Amotivation, External Motivation, Identified/Integrated Motivation, 

Drug Taking Confidence, and Wellbeing, while 37% of the variance in changes in 

Treatment Engagement was accounted for. None of the T1 SDT predictors and client-

related variables correlated with Introjected Motivation and Severity of Dependence at p 

< .01. See Table 135 to Table 140  (Appendix 34) for the regression results of each of 

the six outcome variables. 

Findings failed to provide evidence for the hypothesis that the three basic needs 

mediated the relationship between social factors and changes in motivation from T1 to 

T2. While none of the T1 social factors exerted a direct influence on changes in 

motivation, T1 Perceived Autonomy predicted changes in Identified/Integrated 

Motivation. This finding suggested that individuals who felt that their autonomy needs 

were met within the therapeutic environment were more likely to report increases in 

intrinsic motivation during the first two months of treatment.  

Contrary to expectations, none of the four T1 motivational types predicted 

changes in the treatment outcome measures across the first two months of treatment, 

while there was evidence to support direct relationships between need satisfaction and 

treatment outcomes. For example, the three basic needs exerted a direct influence on 

Treatment Engagement, suggesting that increased perceptions of relatedness, autonomy, 
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competence, and control at T1 predicted an increase in Treatment Engagement from T1 

to T2. There was also evidence in support of a potential mediation effect. Individuals 

who perceived treatment staff as more autonomy supportive at T1 showed an increase in 

treatment engagement across the first two months of treatment, as their needs for 

connectedness, autonomy, competence, and control were met. In addition, increases in 

Treatment Engagement were more likely to be reported by individuals who were 

alcohol dependent compared to drug users and drug and alcohol users.  

An increase in Drug Taking Confidence from T1 to T2 was predicted by T1 

Treatment Engagement, a finding that supported the importance of Treatment 

Engagement observed in the preceding analyses. Finally, increases in Wellbeing from 

T1 to T2 were predicted by perceptions of autonomy at treatment admission, further 

highlighting the importance of Perceived Autonomy in predicting changes in treatment 

outcomes within the SDT framework.  

Overall, as in previous analyses, the three basic needs failed to mediate the 

relationship between social factors and changes in motivation across the first two 

months of treatment. Time in Treatment and T1 motivation played no role in the 

prediction of change in any of the dependent variables, while there was evidence for a 

direct relationship between T1 Treatment Engagement and changes in Drug Taking 

Confidence. T1 Perceived Autonomy and to a lesser extent T1 Perceived Relatedness 

and Perceived Competence/Control predicted changes in treatment outcomes across the 

first two months of treatment.  

4.1.2 The “Change in Outcome Approach” – T1 SDT Variables Predict Changes in 

Outcome Variables from T1 to T3 

A number of HMRAs and standard regression analyses was conducted to test if 

T1 SDT variables would predict changes in outcomes from T1 (i.e., within two weeks 

of treatment admission) to T3 (i.e., at the end of treatment) for Treatment Engagement, 

Severity of Dependence, Drug Taking Confidence, and Wellbeing.  

Results of the analyses revealed that T1 SDT variables and client-related factors 

were poor predictors of changes across treatment (i.e., from T1 to T3) for any of the 

outcome measures. While none of the predictors was found to be significantly related to 

changes in Drug Taking Confidence and Wellbeing at p < .01, there were some effects 

for Treatment Engagement (see Table 141, Appendix 35) and Severity of Dependence 

(see Table 142, Appendix 35). As can be seen from Table 143 (this chapter), T1 SDT 

predictors accounted for 21.3% of the variance in changes in Treatment Engagement, 
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while 6.1% of the variance in changes in Severity of Dependence was explained. As 

expected, increases in Treatment Engagement were directly predicted by T1 

Identified/Integrated Motivation. These results provide further support for the predictive 

power of intrinsic motivation in relation to Treatment Engagement. In addition, a 

reduction in Severity of Dependence from T1 to T3 was directly related to the client-

related factor Drug Court Order, suggesting that individuals who entered treatment not 

as the result of a drug court order were more likely to report a reduction in substance 

dependence across treatment compared to drug court clients.  

 

Table 143 
Degrees of freedom, F-values, significance levels, R-square values, and Adjusted R-
square values of HMRAs and standard regression analyses testing the extent to which 
T1 SDT variables predicted changes in outcomes measures from T1 to T3. 

 Outcome Variables df F p R2 Adjusted R2

Treatment Engagement 6/100 4.52 < .001 21.3% 16.6% 
Severity of Dependence 1/107 6.96 < .01 6.1% 5.2% 
Drug Taking Confidence - - - - - 
Wellbeing - - - - - 

“-” = predictors not significantly correlated with dependent variable 

4.1.3 The “Change in Outcome Approach” – T1 SDT Variables Predict Changes in 

Outcome Variables from T2 to T3 

A series of standard regression analyses was conducted to test if T1 SDT 

variables would predict changes in outcomes from T2 (i.e., two months after treatment 

admission) to T3 (i.e., at the end of treatment) for Treatment Engagement, Severity of 

Dependence, Drug Taking Confidence, Wellbeing, and Perceived Training Transfer.  

Findings revealed that T1 SDT variables and client-related factors were poor 

predictors of change in any of the outcome measures from T2 to T3. While none of the 

T1 SDT predictors was found to be significantly related to Severity of Dependence, 

Drug Taking Confidence and Wellbeing at p < .01, there were some effects for 

Treatment Engagement (see Table 144, Appendix 36) and Perceived Training Transfer 

(see Table 145, Appendix 36). As can be seen from Table 146 (this chapter), 13.6% of 

the variance in Perceived Training Transfer and 7.6% of the variance in Treatment 

Engagement was accounted for. Illicit drug users were found to be significantly more 

likely to report increases in Treatment Engagement from T2 to T3 than individuals who 

were alcohol dependent, while Drug & Alcohol Dependence failed to exert a significant 

effect on changes in Treatment Engagement. In addition, changes in Perceived Training 
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Transfer from T2 to T3 were directly related to higher perceptions of internal and 

health-related pressures at the start of treatment, suggesting that substance users who 

experienced more internal and health related pressures at the outset of treatment were 

more likely to report increases in the ability to apply the skills acquired during treatment 

to real life situations.  

 

Table 146 
Degrees of freedom, F-values, significance levels, R-square values, and Adjusted R-
square values of HMRAs and standard regression analyses testing the extent to which 
T1 SDT variables predicted changes in outcomes measures from T2 to T3. 

 Outcome Variables df F p R2 Adjusted R2

Treatment Engagement 2/106 4.37 < .05 7.6% 5.9% 
Severity of Dependence - - - - - 
Drug Taking Confidence - - - - - 
Wellbeing - - - - - 
Perceived Training Transfer 2/106 8.38 < .001 13.6% 12.0% 

“-” = predictors not significantly correlated with dependent variable 

4.1.4 The “Change in Outcome Approach” – T2 SDT Variables Predict Changes in 

Outcome Variables from T2 to T3  

A series of HMRAs and standard regression analyses was conducted to test if T2 

SDT variables would predict changes in outcomes from T2 (i.e., two months after 

treatment admission) to T3 (i.e., at the end of treatment) for Treatment Engagement, 

Severity of Dependence, Drug Taking Confidence, Wellbeing, and Perceived Training 

Transfer.  

T2 predictors accounted for a substantial amount of the variance in changes in 

Treatment Engagement (see Table 147, Appendix 37), and Perceived Training Transfer 

(see Table 148, Appendix 37), but contributed less to the explanation of changes in 

Wellbeing (see Table 149, Appendix 37) and failed to account for increases in Drug 

Taking Confidence. Besides, results for Severity of Dependence were inconclusive (see 

Table 150, Appendix 37).  See Table 151 (this chapter) for an overview of the variance 

accounted for in the respective outcome measures.  
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Table 151 
Degrees of freedom, F-values, significance levels, R-square values, and Adjusted R-
square values of HMRAs and standard regression analyses testing the extent to which 
T2 SDT variables predicted changes in outcomes measures from T2 to T3. 

Outcome Variables df F p R2 Adjusted R2

Treatment Engagement 7/100 8.34 < .001 26.6% 32.2% 
Severity of Dependence 3/105 8.50 < .001 19.5% 17.2% 
Drug Taking Confidence - - - - - 
Wellbeing 1/107 9.99 < .01 8.5% 7.7% 
Perceived Training Transfer 8/100 4.40 < .001 26.0% 20.1% 

 “-” = predictors not significantly correlated with dependent variable 

 

More specifically, increases in Treatment Engagement from T2 to T3, were 

directly predicted by higher levels of Perceived Autonomy at T2, but not, as expected, 

by motivation. Perceived Autonomy also mediated the relationship between Autonomy 

Support Staff and Treatment Engagement, providing additional support for the role and 

importance of autonomy in the prediction of Treatment Engagement. In addition, drug 

users were found to be more likely to report increases in Treatment Engagement from 

T2 to T3 compared to individuals who were alcohol dependent, while there was no 

effect for drug and alcohol users in relation to changes in Treatment Engagement. The 

important role of Perceived Competence/Control in relation to Wellbeing was further 

demonstrated, with T2 Perceived Competence/Control found to be the single most 

important predictor of increases in Wellbeing, indicating that substance users who felt 

competent and in control of their treatment were more likely to experience 

improvements in Wellbeing. Finally, although no mediation and no direct effects were 

observed to account for changes in Perceived Training Transfer, T2 Self and Health 

Coercion were significant in earlier steps of the regression. However, the analysis failed 

to provide insight into the mediating factors that explain this relationship.  

In summary, motivation did not, as hypothesized, predict changes in treatment 

outcomes, and the three basic needs failed to mediate the relationship between social 

factors and motivation. Instead, T2 Perceived Competence/Control and to a lesser extent 

Perceived Autonomy emerged as the strongest predictors of changes in treatment 

outcomes. In addition, there was no evidence that Treatment Engagement and Time in 

Treatment mediated the relationship between motivation and outcomes.  
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4.2 Summary of the Hierarchical Multiple Regression Analyses – The 

“Change/Change Approach” 

A series of Hierarchical Multiple Regressions Analyses (HMRAs) and standard 

regression analyses was conducted to test the usefulness, logic, and fit of the Self 

Determination Theory model in relation to the “Change/Change Approach”. More 

specifically, it was tested to what extent changes in the predictors of the SDT model 

from T1 to T2 would predict changes in outcome measures across treatment (i.e., from 

T1 to T2, and from T1 to T3), using change scores for all predictor and outcome 

variables. Because of the reduced sample size, SDT predictor and client-related 

variables were included if they significantly correlated with the dependent measures at p 

< .01. Please note that the sign of predictors’ beta weights was not used as a marker of 

the direction of the relationship between predictor and outcome variables, but as an 

indicator of change. The direction of the change for each independent and dependent 

measure was determined by conducting paired sample t-tests and inspecting the 

variables’ respective means.  

4.2.1 The “Change/Change Approach” – Changes in SDT Variables from T1 to T2 

Predict Changes in Outcome Variables from T1 to T2 

A number of HMRAs and standard regression analyses was conducted to test if 

changes in SDT variables from T1 (i.e., within two weeks of treatment admission) to T2 

(i.e., two months after treatment admission) would predict changes in outcomes from T1 

to T2 for Amotivation, External Motivation, Introjected Motivation, 

Identified/Integrated Motivation, Treatment Engagement, Severity of Dependence, Drug 

Taking Confidence, and Wellbeing. Only predictors that correlated significantly with 

the dependent measures at p < .01 were included in the analysis.  

By and large, the SDT change scores and client-related factors accounted for 

little of the variance (see Table 152, this chapter) in the dependent measures (between 

4% and 12%), with the exception of Treatment Engagement (36.0%) and Wellbeing 

(20.8%). In line with previous findings, coercion and Perceived Competence/Control 

represented strong predictors of Amotivation. While Legal Coercion emerged as an 

important predictor of Amotivation in preceding analyses, Finance Coercion was found 

to be the strongest predictor in this analysis (see Table 153, Appendix 38, for regression 

results of Amotivation). External Motivation was not related to any of the SDT 

variables at p < .01, with Drug and Alcohol Dependence emerging as the single most 
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important variable to predict reductions in External Motivation from T1 to T2 (see 

Table 154, Appendix 38, for regression results of External Motivation). 

 

Table 152 
Degrees of freedom, F-values, significance levels, R-square values, and Adjusted R-
square values of HMRAs and standard regression analyses testing the extent to which 
changes in SDT variables from T1 to T2 predict changes in outcomes measures from T1 
to T2. 

Outcome Variables df F p R2 Adjusted R2

Amotivation 2/184 4.63 < .01 7.0% 5.5% 
External Motivation 1/190 10.73 < .01 5.5% 4.5% 
Introjected Motivation 1/190 8.10 < .01 4.1% 3.6% 
Identified/Integrated M. 4/186 6.13 < .001 11.7% 9.8% 
Treatment Engagement 7/182 14.61 < .001 36.0% 33.5% 
Time in Treatment 2/188 8.33 < .001 8.1% 7.2% 
Severity of Dependence 1/190 12.44 < .01 6.1% 5.7% 
Drug Taking Confidence 3/188 7.95 < .001 11.3% 9.8% 
Wellbeing 11/177 4.19  < .001 20.7% 15.7% 

 

Introjected Motivation predicted an upward trend in Perceived Relatedness, 

although paired sample t-tests indicated no significant differences in the T1 (M = 14.70) 

and T2 (M = 14.63) mean scores for Introjected Motivation (see Table 155, Appendix 

38, for regression results of Introjected Motivation). In line with preceding analyses, 

Perceived Competence/Control and Perceived Autonomy played an important role in 

the prediction of Identified/Integrated Motivation (see Table 156, Appendix 38, for 

regression results of Identified/Integrated Motivation). Both variables were directly 

related to Identified/Integrated Motivation, while also mediating the relationship 

between Autonomy Support Staff and Identified/Integrated Motivation.  

Findings for Treatment Engagement (see Table 157, Appendix 38, for regression 

results of Treatment Engagement) also supported results of preceding analyses. An 

upward trend in Perceived Relatedness and increases in Identified/Integrated Motivation 

predicted increases in Treatment Engagement from T1 to T2. In addition, not being an 

addict or a drug and alcohol abuser (i.e., being alcohol dependent) directly predicted 

increases in Treatment Engagement. Two mediation effects were observed. First, 

substance users who perceived therapeutic staff as increasingly more autonomy 

supportive were more likely to report increases in Treatment Engagement from T1 to 

T2, due to changes in competence and control and an upward trend in perceptions of 

relatedness and autonomy. Second, changes in perceptions of autonomy, competence, 



 Substance Abuse Treatment 176

 

and control predicted changes in Treatment Engagement, as a result of substance users 

feeling increasingly more intrinsically motivated towards treatment.  

In line with previous analyses, Time in Treatment (see Table 158, Appendix 38, 

for regression results of Time in Treatment) was predicted by increases in perceptions 

of competence and control, with older substance users found to spend more time in 

treatment compared to younger individuals. Supported by preceding analyses, a 

downward trend in Amotivation predicted reductions in dependence severity (see Table 

159, Appendix 38, for regression results of Severity of Dependence), and increases in 

Treatment Engagement were revealed to predict increases in Drug Taking Confidence 

(see Table 160, Appendix 38, for regression results of Drug Taking Confidence).  In 

accordance with previous analyses, Perceived Competence/Control directly predicted 

Wellbeing and acted as a potential mediator in the relationship of Autonomy Support 

Staff and Autonomy Support Family with Wellbeing. In other words, substance users 

who perceived their families and therapeutic staff as increasingly more autonomy 

supportive were more likely to report improvements in Wellbeing, due to increased 

perceptions of competence and control from T1 to T2.  Increases in competence and 

control directly predicted increases in Wellbeing (see Table 161, Appendix 38, for 

regression results of Wellbeing).  

While motivation predicted Treatment Engagement (i.e., Identified/Integrated 

Motivation) and Severity of Dependence (i.e., Amotivation), it failed to predict changes 

in Time in Treatment, Drug Taking Confidence, and Well-being. The hypothesis that 

the three basic needs would mediate the relationship between social factors and 

motivation was supported in one instance, with Perceived Autonomy and Perceived 

Competence/Control acting as potential mediators in the relationship between 

Autonomy Support Staff and Identified/Integrated Motivation. Social factors and basic 

need variables were found to exert direct effects on Amotivation, Introjected 

Motivation, Identified/Integrated Motivation, Treatment Engagement, and Time in 

Treatment. The hypothesis that Treatment Engagement directly predicted treatment 

outcomes (i.e., Severity of Dependence, Drug Taking Confidence, and Wellbeing) was 

supported in the case of Drug Taking Confidence only, while Time in Treatment failed 

to directly predict any of the outcome measures.  



 Substance Abuse Treatment 177

 

4.2.2 The “Change/Change Approach” – Changes in SDT Variables from T1 to T2 

Predict Changes in Outcome Variables from T1 to T3 (N = 109) 

A number of HMRAs and standard regression analyses was conducted to test if 

changes in SDT variables from T1 (i.e., within two weeks of treatment admission) to T2 

(i.e., two months after treatment admission) would predict changes in outcomes from T1 

to T3 for Treatment Engagement, Severity of Dependence, Drug Taking Confidence, 

and Wellbeing. Only predictors that correlated significantly with the dependent 

measures at p < .01 were included in the analysis.  

As can be seen from Table 162 (this chapter), between 11% and 13% of the 

variance in Treatment Engagement, Severity of Dependence, and Drug Taking 

Confidence was accounted for, while none of the SDT predictors were significantly 

correlated with Wellbeing.  

 

Table 162 
Degrees of freedom, F-values, significance levels, R-square values, and Adjusted R-
square values of HMRAs and standard regression analyses testing the extent to which 
changes in SDT variables from T1 to T2 predict changes in outcomes measures from T1 
to T3.  

Outcome Variables df F p R2 Adjusted R2

Treatment Engagement 3/105 5.10  < .01 12.7% 10.2% 

Severity of Dependence 2/106 8.08  < .01 13.2% 11.6% 

Drug Taking Confidence 2/106 6.58  < .01 11.0% 9.4% 

Wellbeing - - - - - 
“-” = predictors not significantly correlated with dependent variable 

 

Changes in Treatment Engagement, Severity of Dependence, and Drug Taking 

Confidence were all predicted by changes in one or more of the four motivational types. 

In line with preceding analyses, increases in Identified/Integrated Motivation from T1 to 

T2 predicted increases in Treatment Engagement from T1 to T3 (see Table 163, 

Appendix 39, for regression results of Treatment Engagement). While results of 

preceding analyses revealed negative relationships between Severity of Dependence, 

Amotivation and External Motivation, in the present scenario, increases in intrinsic 

motivation from T1 to T2 predicted decreases in Severity of Dependence (see Table 

164, Appendix 39, for regression results of Severity of Dependence). Amotivation 

emerged as the strongest predictor of changes in Drug Taking Confidence, followed by 

Identified/Integrated Motivation (see Table 165, Appendix 39 for regression results of 

Drug Taking Confidence). Supported by results of previous findings, these results 
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suggested that a downward trend in Amotivation and increases in intrinsic motivation 

were related to an increase in confidence to resist the temptation to use substances when 

exposed to high-risk situations. No mediation effects were observed, and neither 

Treatment Engagement nor Time in Treatment predicted change in any of the three 

treatment outcome measures (i.e., Severity of Dependence, Drug Taking Confidence, 

and Wellbeing).   

4.3 Summary of the Change Score Approaches 

As can be seen from Table 128 (Chapter 3) and Table 166 (this chapter), the two 

change score approaches (i.e., the “Change in Outcome” Approach and the 

“Change/Change” Approach) explained substantially less of the variance in treatment 

outcome measures (between 4% and 37%) compared to the “Raw Score Approach” 

(between 5% and 61%). Looking at the “Change in Outcome Approach” in more detail, 

T1 predictors explained between 4% and 14% of the variance in the respective outcome 

change scores, with the exception of Treatment Engagement (8% to 37% of the variance 

was explained). T1 predictors were most effective in explaining changes in outcomes 

from T1 to T2, while they were poorer predictors of changes in outcomes from T1 to T3 

and particularly T2 to T3.  In contrast, comparisons of the four “Change in Outcome 

Approaches” revealed that most of the variance was explained when T2 predictors were 

used to explain changes in outcomes from T2 to T3 (explained between 8% and 36% of 

the variance in the dependent change score measures). T2 predictors were significantly 

correlated with four (i.e., Treatment Engagement, Severity of Dependence, Wellbeing, 

and Perceived Training Transfer but not Drug Taking Confidence) of the five outcome 

measures, providing support for the usefulness of the T2 SDT model in explaining 

changes in outcomes from T2 to T3. In contrast, there was a lack of association between 

T1 predictors and outcome change score for T1/T2 scores (Severity of Dependence), 

T1/T3 data (Drug Taking Confidence and Wellbeing) and T2/T3 scores (Severity of 

Dependence, Drug Taking Confidence, and Wellbeing), suggesting that the T1 SDT 

model was less applicable to explain changes in the outcome measures listed in 

brackets.  

Looking at the “Change/Change Approach” in more detail, T1/T2 change 

predictors were more useful in accounting for changes in outcomes from T1 to T2 

compared to outcomes from T1 to T3, as indicated by the amount of variance that was 

accounted for and given that T1/T2 predictors were unrelated to T1/T3 Wellbeing. 
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Table 166 
Summary of the variance accounted for by the “Change in Outcome” Approach and the “Change/Change” Approach.  

Change in Outcome Approach  Change/Change Approach 
Variables T1 predicts 

T1-T2 
T1 predicts 

T1-T3 
T1 predicts 

T2 –T3 
T2 predicts 

T2 –T3 
 T1-T2 predicts  

T1-T2 
T1-T2 predicts  

T1-T3 

Amotivation  .05**  (.04**) N/A N/A N/A   .07*  (.05*) N/A 
External M.  .07**  (.06) N/A N/A N/A   .05** (.04**) N/A 
Introjected M. - N/A N/A N/A   .04** (.04**) N/A 
Identified/Integrated M.  .04**  (.03**) N/A N/A N/A   .11*** (.10***) N/A 
Treatment Engagement  .37*** (.35***) .21*** (.17***)  .08* (.06*) .36*** (.32***)   .36*** (.33***)  .13*** (.10***) 
Time in Treatment N/A N/A N/A N/A   .08*** (.07***) N/A 
Severity of Dependence -  .06** (.05**) - .19*** (.17***)   .06** (.06**)  .13*** (.12***) 
Drug Taking Confid.  .04**  (.03**) - - -   .11*** (.10***)  .11**  (.09**) 
Wellbeing  .05**  (.05**) - - .08**  (.08**)   .21*** (.16***) - 
Perceived Training Transfer N/A N/A  .14** (.12**) .26*** (.20***)  N/A N/A 

* = p < .05, ** = p < .01, *** = p < .001    N/A = not applicable    “-” = predictors not significantly correlated with dependent variable 

Note that results in brackets represent Adjusted R2
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Examination of the four “Change in Outcome Approaches” and the two 

“Change/Change Approaches” suggested that the most useful of the six models tested 

changes in independent variables from T1 to T2 predicting changes in outcomes from 

T1 to T2.  By and large, this model accounted for more or at least the same amount of 

variance than the other five models, and was applicable to all nine dependent change 

measures.  

View Table 167 to Table 170 (Appendix 40) for a detailed summary of the 

results for the four “Change in Outcome” Approaches, and Table 171 and Table 172 

(Appendix 41) for a detailed summary of the two “Change/Change” Approaches, 

detailing significant direct and mediating effects, R2 and Adjusted R2 values, and sample 

sizes.  
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CHAPTER 5:  
DISCUSSION 

5.1 Review of Study’s Goals 

The present study pursued four goals. Goal 1 involved the development and 

validation of a measure of substance users’ perceptions of coercion to enter drug/alcohol 

treatment arising from six different sources (i.e., pressures emerging from within the 

individual, coercive forces exerted by family members and the legal system, and 

pressures relating to the domains of health, finance, and work). Results yielded a 29-

item instrument called the Perceived Coercion Questionnaire that consisted of five items 

for the Legal, Family, Work, Finance, and Health subscales and four items for the Self 

Subscale. The scale was found to be a valid and reliable measure of the coercion 

construct, with the Self subscale representing a more independent construct that requires 

further refinement.  

Goals 2, 3, and 4 involved the testing of three models cross-sectionally and 

longitudinally. Goal 2 involved testing the four-stage causal sequence proposed by 

Vallerand’s (1997) Hierarchical Model of Intrinsic and Extrinsic Motivation (see 

Chapter 1, Figure 4) which is based on Self Determination Theory (SDT), at the 

contextual level (i.e., in the context of a therapeutic community (TC) drug/alcohol 

treatment program). A substantial research base suggests that intentions represent the 

most proximal predictor of behaviour rather than motivation, with some research 

suggesting that the impact of motivation on behaviour is not direct but fully mediated by 

behavioural intentions (Sarrazin et al., 2002). In light of this research, Goal 3 was to test 

the predictive validity of the Theory of Planned Behaviour (see Chapter 1, Figure 5), a 

theory that views intention as the key concept to understanding human behaviour. TPB 

has been criticised for failing to consider the influence of more superordinate or general 

cognitive constructs on intention and behaviour, such as global and goal-related motives 

and human needs (constructs of SDT) that have been proposed to help explain what 

makes these states desirable (Hagger et al., 2002). As TPB and SDT seemed to 

complement each other, the fourth goal of the present study was to test a third model 

(see Chapter 1, Figure 6) that integrated the SDT and the TPB models in order to obtain 

a more comprehensive understanding of the psychological factors involved in substance 

abuse treatment and its outcomes. Participants were drug and alcohol users within a 

residential therapeutic community environment. Data were collected at three points in 

time: (1) within two weeks of treatment admission (T1), after two months in treatment 
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(T2), and at graduation from the treatment program (T3). The dependent measures were 

as follows: (1) Amotivation, (2) External Motivation, (3) Introjected Motivation, (4) 

Identified/Integrated Motivation, (5) Intention, (6) Treatment Engagement, (7) Time in 

Treatment, (8) Severity of Dependence, (9) Drug Taking Confidence, (10) Wellbeing, 

(11) and Perceived Training Transfer. Note that the four motivational outcome variables 

were only applicable in the context of the SDT model, and Intention only in the context 

of the TPB and combined model. Data for Perceived Training Transfer were collected at 

T2 and T3 only.  

Analyses of T1 cross-sectional data (i.e., T1 dependent variables predicted by T1 

independent variables) revealed that SDT compared to TPB and the Combined model 

provided a superior, more parsimonious and less ambiguous model of the factors that 

influenced self reports of Treatment Engagement, Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and the time that substance users spent in treatment.  

Intention to remain and to succeed in treatment was best explained by the 

Theory of Planned Behaviour, with Attitude exerting the strongest influence, followed 

by Perceived Competence/Control and Subjective Norm. Although the Combined 

models accounted for an additional small amount (i.e., 3%) of the variance in Intention, 

the three TPB variables emerged as the strongest predictors, with SDT variables found 

to be considerably less influential in the prediction of Intention. Evidence supporting the 

premise that Intention predicted behaviour was limited. Intention failed to predict 

Treatment Engagement and accounted for merely three percent of the variance in Time 

in Treatment. Time in Treatment was not significantly associated with Severity of 

Dependence, Drug Taking Confidence, or Wellbeing, diminishing the importance of the 

relationship between Intention and Time in Treatment. Thus, by and large findings 

failed to provide evidence for the premise that Intention acted as the most proximal and 

important predictor of behaviour and mediated the relationship between motivation and 

treatment outcomes. 

In order to confirm the results and conclusions of T1 findings, the analyses were 

repeated using T2 predictor and outcome variables. T2 cross-sectional analyses 

supported the conclusions drawn from T1 data, demonstrating that SDT provided a 

superior and more parsimonious model of outcomes in TC drug and alcohol treatment 

compared to TPB or the Combined models. In light of these results, and given the 

complexity of this project, it was decided to discontinue the testing of the TPB and the 

Combined model, and to resume the analysis by focusing on the investigation of the 

SDT model alone.  
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5.2 Testing of the SDT Model 

According to Vallerand’s Hierarchical Model of Intrinsic and Extrinsic 

Motivation, the different motivational types (i.e., Amotivation, External Motivation, 

Introjected Motivation, and Identified/Integrated Motivation) are influenced by a 

number of social factors (in this study, Self Coercion, Family Coercion, Legal Coercion, 

Finance Coercion, Health Coercion, Work Coercion, Autonomy Support Family, and 

Autonomy Support Staff), a relationship that is mediated through the satisfaction of 

three fundamental and innate psychological needs (i.e., Perceived Relatedness, 

Perceived Autonomy, and Perceived Competence/Control). The model further predicts 

that each of the motivational types will result in different cognitive, affective, and 

behavioural consequences/outcomes (in this study Treatment Engagement, Time in 

Treatment, Severity of Dependence, Drug Taking Confidence, Wellbeing, and 

Perceived Training Transfer). Vallerand (1997) proposed that outcome resulting from 

intrinsic motivation tend to be more positive, while less autonomous forms of 

motivation produce more negative outcomes. Besides motivation, retention has been 

identified as the strongest and best predictor of substance users’ positive long-term 

treatment outcomes. Research exploring the relationship between motivation and 

treatment outcomes has yielded an inconclusive pattern of results. In some studies 

motivation has been found to exert a direct effect on retention and treatment outcome 

variables, while other studies suggest that the relationship of motivation with retention 

and treatment outcomes appears to be mediated by treatment process variables such as 

treatment engagement. In light of this research, the present study proposed a model that 

allowed the exploration of a number of direct and indirect relationships. It was tested 

whether motivation exerted a direct effect on Treatment Engagement, Time in 

Treatment, and treatment outcome variables, or whether the relationship between 

motivation and treatment outcome variables (i.e., Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and Perceived Training Transfer) was mediated by Treatment 

Engagement and/or Time in Treatment. It was also tested whether the relationship 

between Treatment Engagement and treatment outcomes was mediated by the length of 

time that substance users spent in treatment or whether Treatment Engagement was 

directly related to treatment outcomes. The sequence of Social Factors  Basic Need 

Satisfaction  Motivation  Treatment Engagement  Time in Treatment  

Treatment Outcomes was tested cross-sectionally and longitudinally (Raw Score 

Approach). In addition, the effects of changes in predictor and outcome variables were 

tested longitudinally by employing change scores (Change in Outcome Approach and 
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the Change/Change Approach).  The following discussion details results and evaluates 

the suitability and success of the SDT model for each of the dependent measures 

employed in this project (i.e., Amotivation, External Motivation, Introjected Motivation, 

Identified/Integrated Motivation, Treatment Engagement, Time in Treatment, Severity 

of Dependence, Drug Taking Confidence, Wellbeing, Perceived Training Transfer, and 

Attrition; note that Attrition was the only dichotomous variable and assessed by 

employing independent t-tests).  

In addition, based on past research a number of hypotheses were formulated. It 

was hypothesized that:   

1) clients who reported higher perceptions of coercion to enter treatment (in 

particular external sources of coercion) at treatment admission would be less 

autonomously motivated for being in treatment than clients who reported lower 

perceptions of coercion 

2) clients who perceived their environment (i.e., therapeutic community staff and 

their family) as more autonomy supportive at treatment admission would have a 

more autonomously motivated attitude towards treatment 

3) the relationship of perceived coercion to enter treatment and autonomy support 

with motivation (i.e., Amotivation, External Motivation, Introjected Motivation, 

and Identified/Integrated Motivation) would be mediated by the three indicators 

of need satisfaction (i.e., Perceived Relatedness, Perceived Autonomy, and 

Perceived Competence/Control) 

4) clients who reported stronger autonomous reasons for being in treatment at 

treatment entry and two months into the treatment would remain in treatment 

longer and show more positive treatment outcomes, and 

5) Time in Treatment would be negatively related to Severity of Dependence, and 

positively related to Wellbeing, Drug Taking Confidence, and Perceived 

Training Transfer.     

The study also explored Hypotheses 1 to 4 in relation to less self-determined 

forms of motivation (i.e., Introjected and External Motivation, and Amotivation), which, 

according to SDT, were anticipated to be related to less favourable treatment outcomes.  

The following discussion provides a brief review of the most important results 

for each of the outcome measures, followed by an interpretation of results and an 

assessment of the extent to which findings provided support for the proposed SDT 

model and the five hypothesized relationships. Practical implications as well as the 
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strengths and limitations of the study are also highlighted. The discussion concludes 

with recommendations for future research and practice.   

5.2.1 Amotivation 

Amotivation refers to the absence of intentional action and represents the lowest 

level of self-determination. People tend to be amotivated if they either perceive non-

contingency between intentions and outcomes or an inability to obtain contingent 

outcomes. Within a drug and alcohol treatment context, the person may experience a 

sense of uncontrollability over their substance abusing behaviour and/or feelings that 

nothing can be done to improve their hopeless situation (Deci & Ryan, 2000).   

5.2.1.1 Raw Score Approach 

Results of the cross-sectional and longitudinal data analyses revealed direct 

relationships between social factors and Amotivation, while there was no evidence to 

support the premise that need satisfaction mediated this relationship. Substance users 

who experienced more legal pressures were more likely to report an amotivated attitude 

at the start and two months into treatment, with some of the results indicating that 

higher levels of work and family related pressures also increased Amotivation. Males 

and legally mandated clients (including drug court clients) were more amotivated cross-

sectionally and longitudinally, with some evidence suggesting that the relationship 

between Legal Mandate and Amotivation might be due to mandated clients’ stronger 

perceptions of legal pressures. Perceived Competence/Control emerged as the strongest 

predictor of T1 Amotivation, demonstrating that a lack of self-efficacy and 

controllability was associated with individuals assuming a more amotivated attitude 

towards treatment.  

Findings also supported the premise that Amotivation was directly related to and 

produced more negative treatment outcomes. Amotivated individuals experienced less 

wellbeing across the course of treatment, they reported a stronger dependency on their 

drug of choice, and were less likely to engage in treatment across the first two months 

of treatment. Individuals who were more amotivated felt less confident not to relapse 

when exposed to high-risk situations by the time they completed treatment. At T2, 

Amotivation was also found to exert an indirect effect on Perceived Training Transfer 

via Treatment Engagement, demonstrating that amotivated individuals felt less 

competent to transfer the skills acquired during treatment to real life situations, as they 

were less actively engaged in the therapeutic process. Neither Treatment Engagement 
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not Time in Treatment mediated the relationship between Amotivation and treatment 

outcome measures. On a more positive note, there was no evidence that Amotivation 

predicted treatment dropout.   

5.2.1.2 Change in Outcome Approach & Change/Change Approach 

Although a downward trend in Amotivation scores was observed from T1 to T2, 

this reduction was non-significant, with the two change score approaches merely 

explaining between 5% and 7% of the variance in changes in Amotivation. Results 

suggested that increases in finance-related pressures and perceptions of competence and 

control were predictive of changes in Amotivation, supporting the definition of this 

motivational construct, which asserts that Amotivation can result from a lack of ability 

to perform a behaviour (Vallerand, 1997). Changes in Amotivation were predictive of 

reductions in dependence severity across the first two months of treatment and increases 

in confidence to resist relapse into substance use when exposed to high-risk situations 

across the entire treatment process.  

5.2.1.3 Summary for Amotivation 

Results provided evidence in support of Hypothesis 1 by showing that higher 

levels of legal, work, and family pressures were associated with a more amotivated 

attitude towards treatment. Contrary to expectations, this relationship was not mediated 

by the satisfaction of the three basic needs as proposed by SDT (Hypothesis 3). The 

most noteworthy result involved the positive relationship between Legal Coercion and 

Amotivation, and the finding that legally mandated clients might be more amotivated 

towards treatment as a result of the legal pressures they experience. Given that 

Amotivation was directly associated with and predictive of more negative treatment 

outcomes (Hypothesis 4), it seems that motivation enhancing interventions are 

particularly vital for legally mandated clients and those experiencing legal pressures. In 

line with past research (see Deci & Ryan, 2000), there was some indication that the 

fostering of self-efficacy beliefs might facilitate the development of a less amotivational 

outlook on treatment.   

5.2.2 External Motivation 

According to SDT, External Motivation involves people feeling pressured or 

coerced by an external force to behave in a particular way. As a result, they feel that 

their behaviour is not self-initiated but that they are responding to a demand, threat or 

 



 Substance Abuse Treatment 187

reward from the external agent. In other words, their behaviour is controlled and 

characterised by a lack of personal investment (Deci & Ryan, 2000).   

5.2.2.1 Raw Score Approach 

There was no evidence for the hypothesis that basic need satisfaction mediated 

the relationship between social factors and External Motivation. Family Coercion 

emerged as the strongest and most consistent predictor of External Motivation cross-

sectionally and longitudinally, suggesting that substance users who experienced more 

family related pressures that contributed to their treatment entry reported higher levels 

of External Motivation at the start and two months into treatment.  

Findings demonstrated that higher levels of External Motivation produced more 

negative treatment outcomes, cross-sectionally and longitudinally. Substance users with 

a more external motivational outlook on treatment consistently reported higher levels of 

substance dependence and, to a lesser extent, lower levels of wellbeing and confidence 

to resist the temptation to use substances when exposed to high-risk situations. 

However, External Motivation was not predictive of treatment dropout. Neither 

Treatment Engagement not Time in Treatment mediated the relationship between 

External Motivation and treatment outcome measures.  

5.2.2.2 Change in Outcome Approach & Change/Change Approach 

A significant reduction in External Motivation scores was observed from T1 to 

T2. While results relating to the Change in Outcome Approach were inconclusive, the 

Change/Change Approach accounted for merely 5% of the variance, with Drug & 

Alcohol Dependence emerging as the sole predictor of changes in External Motivation.  

5.2.2.3 Summary for External Motivation 

In support of Hypothesis 1, Family Coercion consistently emerged as the most 

important predictor of External Motivation, while there was no support that need 

satisfaction mediated this relationship (Hypothesis 3). External Motivation, in turn, was 

found to predict more negative treatment outcomes cross-sectionally and longitudinally, 

providing support for Hypothesis 4. In other words, individuals who adopted an attitude 

that, for example, said “I better do something about my drug habit because my family 

will get upset if I don’t”, were found to have less favourable treatment outcomes, as 

their behaviour was regulated through external means such as rewards (e.g., approval 

and support) or punishment/constraints (e.g., divorce) rather than personal meaning and 
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valence (Deci & Ryan, 2000). These findings provided support for the SDT premise that 

being motivated is not sufficient but that one needs to be motivated in an autonomous 

fashion for the most positive outcomes to occur (Vallerand, 1997).  

5.2.3 Introjected Motivation 

According to SDT, Introjected Motivation entails individuals taking in an 

external regulation and partially internalising it. However, the external regulation has 

not yet become part of the person’s integrated set of motivations, cognitions, and affect 

that constitute the self and is, therefore, not truly self-determined. The person is 

internally controlling, pressurizing himself/herself to engage in the behaviour for threat 

of internal sanctions (i.e., guilt and shame). Consequently, introjection represents an 

unstable form of regulation that is difficult to maintain (Deci & Ryan, 2000).  

5.2.3.1 Raw Score Approach 

The hypothesis that basic need satisfaction would mediate the relationship 

between social factors and Introjected Motivation was not supported. Instead, the social 

factors Self, Family, and Health Coercion were consistently and positively associated 

with higher levels of Introjected Motivation cross-sectionally and longitudinally, 

suggesting that increased perceptions of internal, family, and health-related pressures 

were related to and predictive of an introjected motivational attitude towards treatment 

at the start and two months into treatment. There was also some evidence in support of 

Hypothesis 2, demonstrating that autonomy support by treatment staff was related to a 

more introjected motivational attitude towards treatment at treatment admission. 

Unexpectedly, Introjected Motivation failed to account for a significant amount of 

variance in any of the six outcome measures.  

5.2.3.2 Change in Outcome Approach & Change/Change Approach 

A negligible (reduction of .07) and non-significant change in Introjected 

Motivation scores was observed from T1 to T2. Given this minimal change, it was not 

surprising that T1 predictors were unrelated to T1/T2 Introjected Motivation (i.e., 

Change in Outcome Approach), with the Change/Change Approach accounting for 

merely 4% of the variance in Introjected Motivation.  

5.2.3.3 Summary for Introjected Motivation 

Overall, findings raised questions regarding the predictive validity and 

usefulness of Introjected Motivation in the context of TC drug and alcohol treatment. 
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Results provided some evidence in support of Hypotheses 1 and 2 by demonstrating a 

positive and direct association between social factors and Introjected Motivation. 

However, need satisfaction did not mediate the relationship between social factors and 

Introjected Motivation (Hypothesis 3), and Introjected Motivation failed to explain 

variance in any of the treatment outcome measures (Hypothesis 4). Given that it is 

common for substance users to demonstrate an ambivalent attitude towards treatment 

that tends to be characterised by feelings of guilt and shame, it is puzzling that 

Introjected Motivation was unrelated to any of the treatment outcome measures. The 

majority of researchers up to now have failed to assess the respective role of each 

individual motivational construct, but instead have made extensive use of a self-

determination index by calculating an overall motivation score. Some of the studies that 

have assessed the effects of each construct individually revealed that Introjected 

Motivation was either slightly negatively related or unrelated to outcomes (Sarrazin et 

al., 2002; Vallerand & Bissonnette, 1992; Vallerand et al., 1989), without providing 

explanations for the lack of effects. One possible explanation for the lack of predictive 

power within this study is the variable’s strong relationship with Identified/ Integrated 

Motivation (r = .42 at T1 and r = .60 at T2), signalling that there may have been 

insufficient unique variance in Introjected Motivation to exert a significant effect when 

entered along with Identified/Integrated Motivation. In support of this idea, a study by 

Ryan et al. (1995) suggested that the two motivational constructs seem to be 

intertwined. While feelings of guilt and shame as a motive are relatively common for 

substance users seeking treatment, this experience might be intertwined with their sense 

of the importance and value for treatment. Besides, although the Introjection sub-scale 

showed satisfactory internal consistency at T1 and T2, as indicated by alpha coefficients 

above .70, the sub-scale’s internal reliability was lower compared to that of the other 

three motivation subscales, indicating potential weaknesses concerning the way the 

construct was measured.  

5.2.4 Identified/Integrated Motivation 

Identified/Integrated Motivation is the most fully self-determined among the 

different types of extrinsic motivation proposed by SDT, and involves identifying and 

accepting the importance of behaviour while also integrating this identification with 

other aspects of the person’s self and whole identity. Consequently, people experience 

less conflict, accept responsibility for their behaviour and act more volitionally (Deci & 

Ryan, 2000).   
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5.2.4.1 Raw Score Approach 

Cross-sectionally and longitudinally, Self Coercion (and to a lesser extent 

Family and Health Coercion), Autonomy Support Staff, and Perceived 

Competence/Control emerged as the most consistent and direct predictors of 

Identified/Integrated Motivation, with longitudinal results suggesting that autonomy 

supportive staff may enhance their clients’ motivation by helping them to feel more 

competent and in control of their treatment. These findings provided the first evidence 

in support of the mediational hypothesis, which proposes that basic need satisfaction 

mediates the relationship between social factors and motivation.   

In line with SDT, results also supported the premise that Identified/Integrated 

Motivation was directly related to and predictive of more positive treatment outcomes in 

relation to Treatment Engagement, Time in Treatment, Drug Taking Confidence, and 

Perceived Training Transfer. In line with the SDT model, Identified/Integrated 

Motivation acted as a potential mediator in the relationship between Perceived 

Competence/Control and Time in Treatment cross-sectionally, and between Perceived 

Competence/Control and Drug Taking Confidence longitudinally.       

5.2.4.2 Change in Outcome Approach & Change/Change Approach 

There was a significant rise in Identified/Integrated Motivation scores from T1 

to T2. Perceived Autonomy and an upward trend in Perceived Autonomy, emerged as 

the strongest predictors of changes in intrinsic motivation across the first two months of 

treatment, with increases in Perceived Competence/Control also found to be associated 

with changes in intrinsic motivation. Further support was provided for the mediational 

hypothesis, demonstrating that individuals who perceived therapeutic staff as 

increasingly more autonomy supportive were more likely to report increases in intrinsic 

motivation, as they felt progressively more autonomous, competent and in control of 

their treatment. The two change score approaches provided evidence for the important, 

strong, and positive influence of autonomous motivation on treatment outcomes in 

relation to increases in Treatment Engagement and Drug Taking Confidence and 

reductions in dependence severity across the therapeutic process.  

5.2.4.3 Summary for Identified/Integrated Motivation 

To summarise, findings supported the SDT premise that optimal circumstances 

for intrinsic motivation are those that satisfy individuals’ needs for autonomy and 

competence, as they represent essential nutrients for growth and integrity (Deci & Ryan, 
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1980, 1985a, 2000). While, initially, individuals may have felt forced into treatment by 

external forces, satisfaction of their needs for competence/control (i.e., the experience 

that one can effectively bring about desired effects and outcomes) and autonomy (i.e., 

acknowledgement of the opportunity to freely process and endorse transmitted values) 

within the therapeutic environment helped them to realise and embrace the fact that 

treatment presented a valuable opportunity to get off drugs and live a functional 

lifestyle, thereby accepting responsibility for the health-relevant behaviours and 

becoming self-determined in carrying them out (Deci & Ryan, 2000).  

While preceding analyses of Amotivation, External Motivation, and Introjected 

Motivation failed to support Hypothesis 3 according to which need satisfaction mediates 

the relationship between social factors and motivation, evidence in support of this 

mediational hypothesis was provided in relation to Identified/Integrated Motivation. In 

line with past research (Sarrazin et al., 2002), clients’ perceptions of the interpersonal 

style used by treatment providers (i.e., therapists being autonomy supportive) was found 

to be a key determinant of need satisfaction (i.e., Perceived Competence/Control), 

which in turn predicted intrinsic motivation. As demonstrated by past studies and in 

support of Hypothesis 2 (Williams et al., 1999; Williams & Deci, 1996a; Williams et 

al., 1998a; Williams et al., 2002; Williams et al., 1996b; Williams et al., 1998b), 

Autonomy Support Staff exerted a direct effect on intrinsic motivation. It should be 

mentioned that although several studies have documented that perceived competence is 

a determinant of intrinsic motivation (e.g., see Deci & Ryan, 1985a), there is also 

evidence that motivation influences perceptions of competence and that intrinsic 

motivation can act as a mediator in the relationship between autonomy support and 

perceived competence (e.g., see Guay, Boggiano, & Vallerand, 2001; Williams et al., 

1998a). Thus, future research is needed to provide insight into the potentially reciprocal 

relationships between autonomy support, perceived competence and intrinsic 

motivation.  

While legal and work-related pressures were associated with less autonomous 

forms of motivation, internal and health-related pressures were found to enhance 

treatment motivation in an autonomous fashion, with family pressures demonstrating 

the potential to enhance motivation in a more or less autonomous fashion. While these 

results provided evidence in support of Hypothesis 1, they also demonstrated that 

coercive forces do not necessarily exert a negative impact on motivation.  Clearly, the 

relationship between coercion and motivation is complex and it is important to 
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distinguish between different types of pressures and their effects on motivation and 

treatment outcomes. 

In support of Hypothesis 4, the premise that Identified/Integrated Motivation 

predicted more positive treatment outcomes was supported, cross-sectionally and 

longitudinally, particularly in relation to Treatment Engagement. These findings are in 

line with past research in the health area (Ryan et al., 1995; Williams & Deci, 1996a), 

which demonstrated that individuals who reported more autonomous reasons for being 

in treatment were more actively involved in the therapeutic process. Further, Identified/ 

Integrated Motivation was predictive of the time that substance users spent in treatment, 

perceptions concerning the severity of their dependence, individuals’ confidence to 

resist relapse within high-risk situations, and their ability to transfer the skills acquired 

during treatment to real life situations.  

To summarise, findings provided evidence in support of Hypotheses 1, 2, 3, and 

4 in relation to Identified/Integrated Motivation. Results for Amotivation and External 

Motivation supported Hypotheses 1 and 4, but not Hypotheses 2 and 3. With regard to 

Introjected Motivation, there was some support for Hypotheses 1 and 2 but no evidence 

to support Hypotheses 3 and 4. These findings underscore the importance of assessing 

and boosting clients’ motivation by implementing motivation-enhancing interventions 

right from the start of treatment that promote the development of an autonomous 

motivational attitude towards treatment. In line with SDT, such efforts should include 

strategies that focus on providing individuals with choices, the opportunity to assume an 

active role in the planning of their treatment, the fostering of self-efficacy beliefs, and 

an emphasis on their continuing autonomy within the therapeutic process.  

5.2.5 Treatment Engagement 

Past research has demonstrated that motivation is directly related to retention 

and treatment outcomes (e.g., De Leon et al., 1993, 1997), with other studies suggesting 

that indicators of treatment engagement might mediate this relationship (e.g., Broome et 

al., 1997; De Leon 2000). In order to gain a clearer understanding of the direct and 

indirect associations between these variables and the determinants and role of treatment 

engagement in general, the function of Treatment Engagement was explored within the 

context of the SDT model. 
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5.2.5.1 Raw Score Approach 

In line with the SDT model, cross-sectionally and longitudinally, 

Identified/Integrated Motivation consistently emerged as an important and in some 

instances the most important direct predictor of Treatment Engagement, suggesting that 

individuals with a more intrinsically motivated outlook were more likely to engage in 

treatment across the therapeutic process. Perceived Competence/Control and 

particularly Perceived Relatedness exerted direct positive effects on Treatment 

Engagement cross-sectionally, with Perceived Autonomy found to predict Treatment 

Engagement cross-sectionally and longitudinally. Cross-sectionally, the results 

suggested that older clients were more engaged in the therapeutic process because they 

felt more competent and in control of their treatment at admission. However, Age 

exerted no effect on Treatment Engagement longitudinally.  

There was some evidence for the positive association between Treatment 

Engagement and treatment outcomes cross-sectionally in relation to Drug Taking 

Confidence, Wellbeing, and Perceived Training Transfer, but not longitudinally.      

Similarly, there was no support for the premise that Treatment Engagement mediated 

the relationship between motivation and treatment outcomes, with the exception that 

individuals who felt less amotivated toward treatment were more confident to transfer 

the skills acquired during treatment to real life situations, as they were more engaged in 

the therapeutic process after spending two months in treatment.  

5.2.5.2 Change in Outcome Approach & Change/Change Approach 

Treatment Engagement scores were found to consistently and significantly 

increase across the therapeutic process. Assuming an autonomous motivational style 

right from the start of treatment and changes in intrinsic motivation across the first two 

months of treatment emerged as the single most important predictors of changes in 

Treatment Engagement across the entire therapeutic process, again highlighting the 

important function of autonomous motivation in the recovery process. Results of both 

change score approaches provided some evidence for the causal sequence (i.e., social 

factors  basic need satisfaction  motivation  outcome) proposed by SDT in 

relation to increases in Treatment Engagement across the first two months of treatment. 

In relation to the Change in Outcome Approach, the three indicators of need satisfaction 

mediated the relationship between Autonomy Support Staff and Treatment Engagement. 

In relation to the Change/Change Approach, a similar effect was revealed with the 

exception that Perceived Relatedness was directly linked to Treatment Engagement 
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(note that Perceived Relatedness was the strongest predictor of Treatment Engagement 

in both approaches), and that intrinsic motivation mediated the relationship between 

need satisfaction and Treatment Engagement.  

Interestingly, while individuals who were alcohol dependent were more likely 

than drug users to report a rise in Treatment Engagement scores across the first two 

months of treatment, drug users were more likely than alcohol users to experience an 

increase in Treatment Engagement from T2 to T3.  These findings suggest that drug 

users may be more treatment resistant in the initial stages of treatment but after 

overcoming their initial difficulties become more willing to engage in the therapeutic 

process.  

Again, there was limited evidence for a direct association between Treatment 

Engagement and treatment outcomes. Treatment Engagement and changes in Treatment 

Engagement were found to predict increases in substance users’ confidence to resist 

relapse within high-risk situations (i.e., Drug Taking Confidence) during the first two 

months of treatment, but none of the other outcome measures.  

5.2.5.3 Summary for Treatment Engagement 

In summary, as anticipated, Identified/Integrated Motivation emerged as the 

most consistent predictor of Treatment Engagement across the three approaches, 

providing support for Hypothesis 4. In line with past research, these findings showed 

that treatment motivation is a key to becoming actively engaged in the therapeutic 

process (Broome et al., 1999; Hiller et al., 2002; Simpson, Joe, Rowan-Szal, & Greener, 

1995; Williams et al., 1996b). The three basic needs also exerted direct effects on 

Treatment Engagement, in particular, Perceived Relatedness, supporting past research 

(Knight & Simpson, 1996; Simpson et al., 1997c), which suggests that individuals who 

are connected to social networks that provide nurturing show greater compliance to and 

engagement in the therapeutic process. The important role of autonomy supportive 

treatment staff was particularly apparent when changes in Treatment Engagement were 

concerned, as autonomy support enhanced perceptions of need satisfaction, which in 

turn predicted increases in Treatment Engagement. Results also provided some evidence 

in support of the four-stage causal sequence proposed by SDT when increases in 

Treatment Engagement across the first two months in treatment were concerned, 

thereby providing valuable insight into the determinants of Treatment Engagement and 

their inter-relatedness.  
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Contrary to past research (e.g., see Joe et al., 1999), the premise that clients who 

do not engage in treatment tend to drop out or remain in treatment for shorter periods of 

time was not supported. In contrast to past research (Joe, Simpson, Dansereau, & 

Rowan-Szal, 2001) there was limited evidence to support the mediating role of 

Treatment Engagement and its proposed direct effects on treatment outcomes. While 

Treatment Engagement showed some association with outcome variables across the first 

two months of treatment, it completely failed to predict treatment outcomes at program 

completion. One possible explanation for the limited effects across the first two months 

of treatment could be the substantial overlap between Treatment Engagement and 

Identified/Integrated Motivation, with correlations ranging between .56 (at T1) and .60 

(at T2). Given that T1 and T2 Treatment Engagement was significantly correlated with 

all T1 and T2 outcome measures (note that T3 Treatment Engagement was also 

significantly associated with all T3 outcomes), it seems that after Identified/Integrated 

Motivation was entered into the regression insufficient variance in Treatment 

Engagement was left to exert a significant effect on the respective dependent measures. 

Future research should refine existing scales and indices of Treatment Engagement and 

motivation to unravel the individual contribution of both variables and their direct and 

mediating effects on outcomes in drug and alcohol treatment.  

5.2.6 Time in Treatment 

There is extensive evidence documenting a strong and positive relationship 

between retention and the effectiveness of drug and alcohol treatment, with longer stays 

in treatment found to be associated with more favourable outcomes independent of 

treatment modality (see Carroll, 1997; Hubbard et al., 1997; Simpson et al., 1997a). 

5.2.6.1 Raw Score, Change in Outcomes, and Change/Change Approach 

In line with past research (Grella, Wugalter, & Anglin, 1997; Rempel & 

DeStefano, 2001) older substance users remained in treatment longer than younger 

ones, suggesting that individuals as they get older grow tired of their addicted lifestyle 

making them more amenable to treatment. Clients who felt more competent and in 

control of their treatment process or who became more competent across the first two 

months of treatment reported better retention rates. In line with the SDT model and past 

research (e.g., Joe et al., 1998), there was also evidence demonstrating that individuals 

who were more intrinsically motivated at the start of the therapeutic process remained in 

treatment for longer durations. It needs to be highlighted, however, that Age, Perceived 
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Competence/Control and Identified/Integrated Motivation accounted for only a small 

amount of variance in Time in Treatment, suggesting that SDT may be limited in its 

usefulness to explain retention within residential drug and alcohol treatment. 

Contrary to past research (Ryan et al., 1995; Simpson et al., 1997c), results 

failed to provide evidence for the premise that Treatment Engagement mediated the 

relationship between motivation and Time in Treatment, with correlational analysis 

demonstrating negligible associations between Treatment Engagement and the time that 

substance users spent in treatment. Similarly, Time in Treatment was not significantly 

related to any of the four outcome measures (i.e., Severity of Dependence, Drug Taking 

Confidence, Wellbeing, and Perceived Training Transfer), thereby failing to support 

Hypothesis 5. These results suggest that what might be important is not the actual time 

that substance users spend in treatment but whether or not individuals complete the 

therapeutic program. In support of this argument, a number of studies have indicated 

that positive treatment outcomes are obtained in shorter-term therapeutic community 

programs (i.e., six months and shorter; Karson & Gesumaria, 1997; McCusker & 

Sorensen, 1994; McCusker et al., 1995). Another possible explanation involves the 

indicators of treatment outcomes employed in this study. The majority of past studies 

have used incidents of drug use and crime and employment as indices of treatment 

success at follow-up. These indicators were not employed in the present study, as they 

were deemed inappropriate in the assessment of outcomes just before clients graduated 

from the program and left the therapeutic facility. Thus, it may be that effects for Time 

in Treatment might become evident at post-treatment follow-up, but this cannot be 

determined from the present study.  

5.2.7 Severity of Dependence 

Evidence suggests that the greater substance users’ physical and psychological 

dependence on their drug of choice, the less likely it is that they will be able to control 

their substance consumptions or abstain (Babor et al., 1988; Gossop, 1996; McLellan et 

al., 1994; Orford & Keddie, 1986; Rosenberg, 1993). In other words, clients who come 

to view themselves as no longer dependent on their substance of choice are less likely to 

relapse. Indicators of substance dependence typically employed by past research 

included reductions in physical symptoms, urinalysis, fewer hangovers, reductions in 

legal, social and medical problems, and scores on scales like the Vaillant and 

Milofsky’s (1982) Problem Drinking Scale or the Michigan Alcoholism Screening 

Scale (Selzer, 1971). For the present study, it was decided to employ a more sensitive 
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assessment of the extent of individuals’ substance dependence that was applicable to 

substance users undergoing treatment within a drug free setting by using the Severity of 

Dependence Index. The measure is a modified instrument that was compiled from a 

number of existing scales and demonstrated high internal reliability.  

5.2.7.1 Raw Score Approach 

Cross-sectionally and longitudinally, External Motivation emerged as the most 

consistent, strongest, and positive predictor of dependence severity across the 

therapeutic process, with Amotivation (i.e., the least autonomous form of motivation) 

also found to exert a direct positive effect cross-sectionally. A lack of competence and 

control was directly associated with higher self-reports of substance dependence across 

the first two months of treatment, with some evidence suggesting that this negative 

relationship might be, at least in part, explained by individuals’ more amotivated 

attitude towards treatment.  

Younger clients were found to report higher perceptions of substance 

dependence at each point of the data collection process, which appeared to be the result 

of a lack of self-efficacy beliefs and perceptions of control. Individuals who abused both 

drugs and alcohol perceived themselves as more substance dependent at the end of 

treatment compared to alcohol users (there was no effect for Drug Dependence), with 

some evidence suggesting that this relationship might be, at least in part, explained by 

drug and alcohol abusers feeling less connected and supported by people within the 

therapeutic environment. Neither Treatment Engagement nor Time in Treatment was 

found to mediate the relationship between motivation and treatment outcomes.  

5.2.7.2 Change in Outcome Approach & Change/Change Approach 

Severity of Dependence scores were found to consistently and significantly 

decline across the therapeutic process. In accordance with the SDT model, motivation 

and changes in motivation emerged as the strongest and most consistent predictors of 

reductions in dependence severity. While a downward trend in Amotivation predicted 

reductions in Severity of Dependence across the first two months of treatment, increases 

in intrinsic motivation predicted changes in dependence severity across the entire 

therapeutic process.  

Interestingly, while drug court clients were more likely to report lower levels of 

substance dependence at the start of treatment than clients who did not enter treatment 
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as the result of a drug court order, they were significantly less likely to experience a 

reduction in substance dependence across the therapeutic process.  

5.2.7.3 Summary for Severity of Dependence 

To summarise, in line with the SDT model, results provided support for 

Hypothesis 4. Less autonomous forms of motivation (i.e., in particular External 

Motivation) directly predicted higher levels of substance dependence, while increasing 

levels of intrinsic motivation were predictive of reductions in dependence severity 

across treatment. While there was little evidence to support the premise that motivation 

mediated the relationship between need satisfaction and Severity of Dependence, a lack 

of competence/control was consistently associated with higher perceptions of substance 

dependence across treatment. These findings are in line with research suggesting that 

self-efficacy plays a major role in behaviour change (Bandura, 1977) and is related to 

successful cessation of addictive behaviours (Marlatt, Baer, & Quigley, 1997).  Results 

also supported findings of past studies, which demonstrated that substance users who 

were connected to supportive social networks were more likely to beat their drug habit 

(Gordon & Zrull, 1991; Zapka, Stoddard, & McCusker, 1993). 

Age was found to exert a consistent direct and indirect influence on substance 

users’ perceptions of substance dependence across the therapeutic process, supporting 

results of past studies showing that most adolescent substance users relapse within three 

to 12 months of discharge from treatment (Brown, Tapert, Tate, & Abrantes, 2000; 

Cornelius et al., 2003). Finally, past research has demonstrated that clients coerced into 

treatment by the criminal justice system tend to perceive their substance problem as less 

severe and problematic compared to self-referred substance users (Farabee, Nelson, & 

Spence, 1993; Schottenfeld, 1989). Results of the present study supported these findings 

by showing that drug court clients perceived themselves as less substance dependent at 

treatment admission but were less likely to experience a reduction in Severity of 

Dependence scores across treatment. In other words, drug court clients might not be 

fully aware or in denial of the extent of their substance dependence thereby potentially 

impeding their recovery process.   

5.2.8 Drug Taking Confidence 

A substantial body of research suggests that the more confident individuals feel 

in their ability to remain abstinent, the less likely they are to experience a relapse into 

drug and alcohol use (Bandura, 1992; Gossop et al., 1990; Marlatt & Gordon, 1985; 
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McKay, Maisto, & O’Farrell, 1993; Rychtarik, Prue, Rapp, & King, 1992; Stephens & 

Roffman, 1993). In addition, one’s ability to cope with substance use seems to be 

situation specific (DiClemente, Carbonari, Montgomery, & Hughes, 1994; Velicer, 

DiClemente, Rossi, & Prochaska, 1990), with some circumstances found to pose high-

risk situations for relapse. As confidence related to substance use has been found to 

serve as a predictor and protective factor of substance using behaviour, the Drug Taking 

Confidence Questionnaire was employed as an indicator of treatment success.  

5.2.8.1 Raw Score Approach 

Cross-sectionally, autonomy supportive treatment staff indirectly increased 

clients’ confidence to resist the temptation to abuse substances within high-risk 

situations by enhancing their competence and control in relation to the therapeutic 

process. There was also evidence longitudinally that the positive relationship between 

Perceived Competence/Control and Drug Taking Confidence might be explained by 

clients’ more intrinsic and less external motivational attitude towards treatment across 

the first two months of the therapeutic process. Clients who perceived their family as 

more autonomy supportive were also found to be more confident at treatment admission 

not to relapse, however, the effect was small. Drug of Choice was the sole predictor of 

Drug Taking Confidence at program completion, accounting for 22% of the variance. 

These findings suggested that individuals who were alcohol dependent felt more 

confident not to relapse compared to drug users and drug and alcohol users.  

While Time in Treatment was unrelated to Drug Taking Confidence, cross-

sectionally Treatment Engagement emerged as the strongest predictor of Drug Taking 

Confidence at admission, suggesting that the more clients felt involved in the 

therapeutic process the more confident they were not to relapse during the initial stages 

of treatment.  

5.2.8.2 Change in Outcome Approach & Change/Change Approach 

There was a consistent and significant increase in Drug Taking Confidence 

scores across the entire treatment process. Treatment Engagement and changes in 

Treatment Engagement emerged as the sole predictors of increases in Drug Taking 

Confidence across the first two months of treatment. In contrast, changes in Drug 

Taking Confidence across the entire treatment process (i.e., from T1 to T3) were best 

predicted by a reduction in Amotivation and a significant increase in intrinsic 

motivation.  
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5.2.8.3 Summary for Drug Taking Confidence 

To summarise, in support of Hypothesis 4, results again provided evidence for 

the importance of a less amotivated and more autonomous motivational attitude towards 

treatment for the most positive treatment outcomes to be achieved. Participation in 

treatment, competency/control beliefs in relation to the therapeutic process, and an 

autonomy supportive environment were important factors that influenced Drug Taking 

Confidence across the first two months of treatment. Drug of Choice emerged as the 

strongest predictor of Drug Taking Confidence at program completion, with individuals 

who were alcohol dependent found to be more confident not to relapse compared to 

drug users and drug and alcohol users.  These findings suggest that drug users and those 

with multiple addictions may be particularly vulnerable to relapse and require additional 

support to boost their confidence to abstain. The development of a solid repertoire of 

coping skills seems particularly important in this process. High-risk clients are likely to 

benefit from participation in an aftercare program once they leave the security of the 

therapeutic environment. In aftercare, recovering substance users have access to social 

support and assistance that provides them with the resources and coping skills needed to 

facilitate the often stressful transition from treatment to community life (Inciardi et al., 

2002). In support of this argument, evidence suggests that substance users who 

participate in aftercare are substantially less likely to relapse compared to those who do 

not take part in such programs (Lash, 1998).  

As in the preceding case of Severity of Dependence (note that drug court clients 

reported lower perceptions of substance dependence at admission and were less likely to 

experience a reduction in dependence severity across treatment), drug court clients and 

legally mandated clients in general were more confident to resist relapse within high-

risk situations at admission compared to other clients. In line with past research 

(Farabee et al., 1993; Schottenfeld, 1989), these findings provided further support for 

the argument that legally mandated clients tend to lack awareness concerning the extent 

and seriousness of their addiction problem. Given that the majority of legally mandated 

clients were either drug users or drug and alcohol users who demonstrated less 

confidence to resist relapse at treatment completion, it could be indirectly inferred that 

legally mandated clients may have also lacked confidence to withstand drug use at 

program completion. As it is difficult to change behaviour that is not fully 

acknowledged, lack of insight into the seriousness of their substance use problem may 

have impeded the recovery process, resulting in mandated clients feeling more 
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substance dependent and less confident to live a drug free lifestyle by the time they 

completed treatment. Further research is needed to test this argument.  

5.2.9 Wellbeing 

Substance use is associated with poor psychological functioning and wellbeing. 

One well-regarded perspective on the development of substance use is the tension-

reduction hypothesis according to which substance use is reinforced by its ability to 

relieve unpleasant emotional states and transform experiences in a more positive way. 

Evidence suggests that treatment helps individuals to reduce their consumption of drugs 

and alcohol or to abstain altogether and thereby improves psychological health and 

wellbeing, which in turn reduces the likelihood that individuals will resort to drugs to 

help them feel better (Oltmanns & Emery, 1998).  

5.2.9.1 Raw Score Approach 

Results provided some evidence for the direct relationship between motivation 

and treatment outcomes by suggesting that less autonomous forms of motivation (i.e., 

Amotivation and External Motivation) were related to lower perceptions of Wellbeing 

across the therapeutic process. Perceived Competence/Control and to a lesser extent 

Perceived Relatedness were directly associated with Wellbeing and acted as a potential 

mediators in the relationship between Autonomy Support Staff and Wellbeing cross-

sectionally. In other words, individuals who perceived treatment staff as more autonomy 

supportive reported higher perceptions of relatedness and competence, which in turn 

were associated with increased wellbeing. Age was the sole predictor of T2 Wellbeing, 

with some findings suggesting that older substance users may have experienced more 

wellbeing after spending two months in treatment, as they felt more competent and in 

control of their therapeutic process. In contrast, Wellbeing at treatment completion was 

best predicted by drug of choice, with individuals who were alcohol dependent 

reporting more wellbeing at the end of treatment compared to drug and alcohol users.  

5.2.9.2 Change in Outcome Approach & Change/Change Approach 

A significant increase in Wellbeing scores was observed across the first two 

months of treatment, and a non-significant upward trend from T2 to T3. By and large, 

SDT predictors and changes in these predictors were poor determinants of changes in 

Wellbeing across the therapeutic process. While Perceived Autonomy served as the sole 

predictor of changes in Wellbeing across the first two months of treatment, Perceived 
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Competence/Control was the sole predictor of changes in Wellbeing from T2 to T3. In 

both instances, however, little of the variance in Wellbeing was accounted for (between 

5% and 8%). In contrast, an increasingly more autonomy supportive environment (staff 

and family) was predictive of substantial increases in competency/control beliefs, which 

in turn predicted increases in Wellbeing across the first two months of treatment, 

accounting for 21% of the variance.  

5.2.9.3 Summary for Wellbeing 

To summarise, in support of Hypothesis 4, results suggested that lower levels of 

non-autonomous forms of motivation (i.e., Amotivation and External Motivation) were 

associated with greater wellbeing across treatment. However, contrary to expectations 

and past research (e.g., Ryan et al., 1995), intrinsic motivation was not predictive of 

wellbeing or changes in wellbeing within the SDT framework. One possible explanation 

for the lack of effects could be the substantial overlap between Identified/Integrated 

Motivation and Perceived Competence/Control, as indicated by correlations ranging 

from .40 to .48. Given that Perceived Competence/Control was entered at an earlier step 

in the regression, it is possible that there was not sufficient unique variance in intrinsic 

motivation to exert a significant effect on Wellbeing.  

Perceived Competence/Control was the most consistent and, in most of the 

analyses, the most important and direct predictor of Wellbeing and changes in 

Wellbeing, with Perceived Autonomy and Perceived Relatedness also found to exert a 

direct influence, but less consistently. In line with past research (Deci & Ryan, 2000; 

Reis et al., 2000; Sheldon, Ryan, & Reis, 1996), these findings showed that individuals 

who felt that their needs for competence, autonomy and relatedness were met within the 

therapeutic environment reported more wellbeing. As proposed by SDT, need 

satisfaction was enhanced by the extent to which treatment staff were perceived as 

autonomy supportive, highlighting the important function of treatment staff in 

enhancing, particularly, clients’ self-efficacy beliefs and thereby indirectly improving 

wellbeing. Interestingly, while the SDT model accounted for a substantial amount of 

variance in Wellbeing cross-sectionally, the SDT variables were less useful in the 

prediction of Wellbeing longitudinally, and poor predictors of Wellbeing at treatment 

completion, with client-related variables (Age and Drug of Choice) found to be the best 

determinants of Wellbeing longitudinally at T2 and T3. Research suggests that 

perceptions of wellbeing fluctuate on a daily basis as a result of the extent to which 

within-person and environmental factors provide fulfilment of basic psychological 
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needs (Reis et al., 2000). In light of this finding, and given that drug users go through 

immense emotional ups and downs during their recovery process, it seems hardly 

surprising that T1 and T2 SDT variables were poor predictors of Wellbeing 

longitudinally. As the author is not aware of any studies that have tested the predictive 

validity of SDT in relation to wellbeing longitudinally, more research is needed to 

determine to what extent the SDT model is useful in the prediction of wellbeing 

amongst substance users undergoing residential treatment.  

5.2.10 Perceived Training Transfer 

People who experience problems managing everyday stress and challenges and 

who demonstrate poor social functioning seem particularly vulnerable to using drugs to 

relieve their distress (De Leon & Jainchill, 1981-1982; Moos & Billings, 1982; Wills & 

Shiffman, 1985). Research suggests that drug users who acquire adequate coping skills 

have better treatment outcomes and are less likely to relapse (Hall, Havassy, & 

Wasserman, 1991). In light of these findings, the acquisition of new skills and coping 

mechanisms, as well as their application outside the treatment facility, appears of vital 

importance for substance users to maintain a functional and healthy lifestyle. In the 

present study, the concept of Perceived Training Transfer provided an indicator of 

substance users’ ability and confidence to apply the skills and strategies acquired during 

treatment to real life situations outside the therapeutic community. Note that Perceived 

Training Transfer was assessed at T2 and T3 only.  

5.2.10.1 Raw Score Approach 

Cross-sectionally and longitudinally, results provided some evidence in support 

of Hypothesis 4. Individuals who were more intrinsically motivated at the start and 

during treatment were more confident to apply the skills acquired during treatment to 

real life situations after spending two months in the therapeutic program. In contrast, 

lower levels of Amotivation were indirectly associated with Perceived Training Transfer 

cross-sectionally, suggesting that less amotivated individuals were more likely to 

engage in treatment and, therefore, reported more confidence to apply their newly 

acquired skills to real life situations. Motivation did not mediate the relationship 

between need satisfaction and Perceived Training Transfer, as proposed by SDT. 

Instead, Perceived Autonomy was directly associated with Perceived Training Transfer 

cross-sectionally at T2, and emerged as the strongest positive predictor of Perceived 

Training Transfer longitudinally at T3. Perceived Autonomy, in turn, was determined 
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and enhanced by clients’ perceptions of the autonomy support they received from 

treatment staff and their families. It should also be noted that clients who experienced 

more internal pressures that contributed to their treatment admission reported higher 

Perceived Training Transfer scores at T2, suggesting that individuals who 

acknowledged the devastating effects of their substance abuse were more likely to 

experience positive treatment effects.  

5.2.10.2 Change in Outcome Approach 

Perceived Training Transfer scores increased significantly from T2 to T3. As 

data for Perceived Training Transfer was collected at T2 and T3 only, the 

Change/Change Approach and parts of the Change in Outcome Approach were not 

applicable. Findings suggested that clients who experienced more internal and health-

related pressures at the start of treatment were more likely to report a change in 

Perceived Training Transfer Scores from T2 to T3. These findings were replicated for 

T2 predictors, but, unfortunately, Self and Health Coercion were only significant at the 

initial stages of the regression with none of the variables entered at subsequent steps 

found to be significant. Inspection of the variables’ respective beta weights, however, 

revealed a moderate but non-significant coefficient for Identified/Integrated Motivation, 

suggesting that higher levels of intrinsic motivation might potentially explain the 

positive relationship between coercion and Perceived Training Transfer. 

5.2.10.3 Summary for Perceived Training Transfer 

Overall, findings provided some evidence for the direct relationship of 

motivation (i.e., intrinsic motivation) and need satisfaction (i.e., Perceived Autonomy) 

with Perceived Training Transfer. Individuals who felt intrinsically motivated and who 

perceived that they had a choice, control, and self-determination over their treatment 

process were more inclined to apply their newly acquired skills to real life situations 

outside the therapeutic environment. Findings provided further evidence for the 

importance of people in the individuals’ environment (i.e., treatment staff and family) to 

be supportive in an autonomous fashion, thereby meeting substance users’ need for 

autonomy, which in turn predicted successful skill application. While the concept of 

Perceived Training Transfer has not been previously applied within a drug and alcohol 

treatment context, results of research concerning workplace training are in line with 

these findings, demonstrating that trainees tend to react more favourably and are more 

likely to apply the skills obtained during training in environments that provide them 
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with choices and are less controlling (Facteau et al., 1995). The direct influence of 

intrinsic motivation on Perceived Training Transfer also supported research conducted 

in the workplace, which demonstrated that training motivation predicted subsequent 

performance of the acquired skills (Facteau et al., 1995; Mathieu, Tannenbaum, & 

Salas, 1992).  

Perceptions of internal and health-related pressures emerged as sole predictors of 

changes in skill transference across the treatment process, suggesting that physical 

concerns and the individual’s acknowledgement of the devastating effects of their 

substance abuse might be acting as catalysts that encourage individuals to learn and 

apply skills that facilitate a functional lifestyle outside the therapeutic environment. 

However, further research is needed to provide insight into the mechanism through 

which coercive influences determine skill development and application.  

5.2.11 Predictors of Treatment Dropout 

Attrition is a pervasive problem in drug and alcohol treatment, a substantial 

source of frustration for clinicians, and a major expense for treatment providers 

(Simpson, Joe, Broome, Hiller, Knight, & Rowan-Szal, 1997b; Stark, 1992). In line 

with past figures (Hubbard et al., 1989; Simpson et al., 1997c), 68.9% (N = 241) of 

clients in the present study abandoned treatment while 31.1% (N = 109) completed their 

respective programs. Evidence suggests that substance users who complete treatment in 

therapeutic community settings are substantially more likely to remain abstinent, to be 

employed, and not to engage in acts of crime compared to dropouts (e.g., Stark, 1992), 

highlighting the importance of reducing attrition rates. In accordance with SDT and past 

research (De Leon et al., 1994; Ryan et al., 1995; Simpson & Joe, 1993), results of 

independent t-tests revealed that individuals who graduated from the therapeutic 

program reported significantly higher Identified/Integrated Motivation scores at 

admission and during treatment, and felt considerably more competent and in control of 

their treatment across the first two months of treatment compared to treatment dropouts. 

These findings suggest that motivation-enhancing interventions when implemented right 

at the start of treatment should prove useful in reducing attrition rates and help 

substance users gain a sense of competence and control that they have the ability to 

meet the demand of treatment. Although Intention was not predictive of treatment 

outcomes, there was a trend (approaching significance) for T1 and T2 Intention to 

predict dropout. In line with past research (Chatzisarantis & Biddle, 1998; 

Chatzisarantis et al., 1997; Vallerand et al., 1997), these results provided support for the 
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TPB model, which hypothesized that individuals who have stronger intentions to remain 

and succeed in treatment are less likely to abandon the therapeutic process.  

5.2.12 Client-Related Factors 

Results of the present study demonstrated that fixed client-related factors were 

generally weak and sporadic predictors of treatment outcomes, with the exception of 

Age. This finding parallels previous research in which demographic variables have 

been, for the most part, weak and inconsistent predictors of treatment outcomes 

(Condelli, 1994).  

5.2.12.1 Gender 

While some research suggests that women do less well in treatment compared to 

men (e.g., Pellisier et al., 2003) results of other studies suggest that gender is not 

predictive of treatment outcomes (Stewart, Gossop, Kidd, & Treacy, 2003). In the 

present study, the only gender difference observed was that males reported higher levels 

of Amotivation potentially due to higher perceptions of legal pressures. These findings 

are in line with research showing that males constitute the majority of criminal 

offenders and are, therefore, more likely to experience legal pressures (Collier, 1998; 

Kokkevi et al., 1993).   

5.2.12.2 Age 

The present study supported past findings (e.g., Grella et al., 1997; Remple & 

DeStefano, 2001) demonstrating that older substance users tended to remain in 

treatment for longer periods of time compared to younger individuals. In contrast, in 

line with past research (Brennan, Nichol, & Moos, 2003; Fitzgerald & Mulford, 1992; 

Lembke & Moos, 2002), older and younger clients demonstrated similar rates of 

program dropout and completion. Results also revealed that older clients were more 

likely to participate in treatment, reported more wellbeing throughout treatment and 

lower levels of substance dependence at completion of the therapeutic process. 

Although there is a scarcity of studies that have explored treatment outcomes for young 

individuals, some evidence suggests that adolescent candidates pose special health and 

developmental problems and, therefore, may respond best to programs specifically 

designed for this population (e.g., Jainchill, Hawke, De Leon, & Yagelka, 2000). 
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5.2.12.3 Treatment History and Past Retention Behaviour 

Research into the effects of prior treatment episodes (reflected by the variables 

Treatment History and Past Retention Behaviour) has yielded an inconclusive pattern of 

results. While some research has revealed that past attrition predicts future attrition 

episodes (e.g., Beckman & Bardsley, 1986), other studies have found that individuals 

with prior treatment experience are more likely to remain in treatment (Maglione, Chao, 

& Anglin, 2000). Still other studies have failed to demonstrate a relationship (Ball, 

Lange, Meyers, Friedman, 1988). In line with findings by Ball et al. (1988), the present 

study failed to demonstrate any effects of Treatment History and Past Retention 

Behaviour. One possible explanation for the lack of effects is that one quarter of 

participants had never been in treatment for their substance problem.   

5.2.12.4 Dual Diagnosis 

Substance users who suffer from psychiatric disorders (e.g., depression, PTSD, 

personality disorders) in addition to their substance dependence have been found more 

likely to drop out of treatment (Hiller, Knight, & Simpson, 1999), and to demonstrate 

less positive treatment outcomes (Brown, Stout, & Mueller, 1996; Hiller, Knight, 

Broome, & Simpson, 1996). In the present study, the variable Dual Diagnosis was not 

related to treatment dropout and was not predictive of more negative treatment 

outcomes, with the exception that participants with a dual diagnosis reported poorer 

wellbeing at the start of treatment. The lack of effects might be explained by the fact 

that comorbidity data wer based on self-reports and not on objective clinical 

assessments. Thus, clients might not have been aware of suffering from a co-existing 

psychiatric disorder besides their substance dependence or may have concealed its 

existence.  

5.2.12.5 Criminal History 

Results of the present study supported the link between substance use and crime 

proposed by past research (e.g., Kadish et al., 1999), showing that 84.6% (N = 296) of 

participants had engaged in criminal acts. Criminal History, however, was not predictive 

of treatment dropout or outcomes, with the exception that participants without a 

criminal history were more confident not to relapse within high-risk situations at 

treatment admission.  
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5.2.12.6 Legal Mandate and Drug Court Order 

Results demonstrated that legally mandated and drug court clients experienced 

significantly higher perceptions of legal pressures compared to non-mandated clients. 

Higher perceptions of legal pressures were found to lead to a less autonomous 

motivational attitude towards treatment (i.e., higher levels of Amotivation and External 

Motivation, which in turn predicted more negative treatment outcomes (note, however, 

that motivation did not mediate the relationship between Legal Coercion and outcomes 

for unknown reasons). These findings are in line with past research, which demonstrated 

that individuals who are legally coerced into treatment tend to be less motivated than 

voluntary clients (Brecht, et al., 1993; Hubbard, Collins, Harwood, Marsden, & Valley, 

1987; Shearer & Ogan, 2002). However, neither Amotivation, Legal Coercion, Legal 

Mandate nor Drug Court Order were directly associated with treatment dropout, 

demonstrating that voluntary clients were just as likely to abandon treatment as legally 

coerced clients. Besides, neither Legal Coercion nor Legal Mandate or Drug Court 

Order directly predicted outcomes. These findings support arguments by experts in the 

addiction field (e.g., Lawenthal, McLellan, Grissom, Brill, & O’Brient, 1996; Peters & 

Murrin, 1998; Satel, 1999; Trone & Young, 1996) that legally mandated clients can 

experience improvements in terms of their psychosocial functioning that are similar to 

voluntary clients, and that substance abusers do not need to be internally motivated at 

the outset of treatment for therapeutic interventions to be effective. Results also 

suggested that legally mandated clients might lack awareness of the extent of their 

substance abuse problem, as indicated by lower Severity of Dependence and higher 

Drug Taking Confidence scores at admission, potentially impeding their recovery 

process and resulting in less positive treatment outcomes. Thus, it seems vital for 

mandated clients to receive additional interventions that address issues resulting from 

legal problems, motivational deficits, and a lack of insight into the seriousness of their 

drug habit.  

Where does this leave the question of whether or not legal coercion is effective 

in drug and alcohol treatment? Results clearly supported the argument that it is not 

sufficient to compare groups of legally mandated and non-mandated clients in terms of 

their treatment outcomes, as studies of this type cannot explain or capture the effects 

that legal status and legal pressures obviously exert on vital determinants of treatment 

outcomes such as treatment motivation. As argued by experts in the addiction field 

(Wild et al., 1998, 2002), results also supported the importance of assessing individuals’ 

perceptions of pressures and the argument that substance users typically feel coerced 
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into treatment by multiple psychosocial spheres (e.g., family, finance, and work) that 

are not necessarily of a legal nature (Marlowe et al., 1996; Wild et al., 2002).  Although 

legally mandated clients reported significantly higher perceptions of legal coercion than 

non-mandated clients, clients in both groups reported that legal forces played a part in 

their treatment admission. This suggests that although legal status is important to 

consider, treatment providers may be well advised to assess perceptions of legal 

coercion amongst all new admissions and the extent to which these pressures are 

perceived as controlling and negative, as clients who feel that they are in treatment to 

escape legal pressures may be at particular risk of adopting a less autonomous 

motivational attitude towards treatment. It should be noted that only 20% of the 

participants were legally mandated clients (including drug court clients) and that 

stronger and more negative effects might have been observed if the sample of mandated 

clients had been larger. While the present study represents a start in unravelling the 

effects and consequences of legal and other coercive forces on treatment retention and 

outcomes, substantially more research is needed to understand the mechanisms through 

which these factors operate and the consequences they produce.  

5.2.13 Overall Summary 

Results of the present study demonstrated that motivation is a key factor in the 

treatment and rehabilitation of substance users and provided support for the usefulness 

of SDT in predicting dropout as well as processes and outcomes in drug and alcohol 

treatment. Findings provided strong and consistent support for Hypothesis 4. In line 

with SDT, intrinsic motivation was consistently predictive of retention and more 

positive treatment outcomes, while less self-determined forms of motivation (i.e., 

Amotivation and External Motivation) were directly associated with more negative 

outcomes. Thus, as proposed by SDT, being motivated is not sufficient, but individuals 

need to be motivated in a self-determined fashion for the most positive outcomes to 

occur. These results are in line with past research, suggesting that regardless of whether 

the initial source of motivation is external or internal, stable recovery depends on the 

continuing influence of intrinsic motivational factors (Cunningham et al., 1994; Curry et 

al., 1990; Deci & Ryan, 1985a; De Leon, 1988). In other words, individuals are more 

likely to adhere to healthy behaviours if they have integrated the regulation for those 

behaviours and are therefore more autonomously motivated to carry them out (see 

Williams, 2002). In this context it needs to be mentioned that, although, results 

supported the existence of the motivational continuum proposed by SDT, true intrinsic 
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motivation as defined by SDT (i.e., engaging in behaviours or activities for the mere 

pleasure and satisfaction inherent in them) failed to emerge as an individual construct 

within this context.  Introjected Motivation was by and large unrelated and failed to 

predict any of the treatment outcome variables. The most parsimonious structure of the 

self-determination continuum for the present data seemed to lie in three factors: 

Amotivation, External Motivation, and Identified/Integrated Motivation.  

But what determines whether a person is motivated? Various theoretical 

perspectives have been used to offer accounts of motivation, including Social Learning 

Theory, Rational Choice Theory, and the Stages of Change Approach, with SDT found 

to take a unique approach to the study of motivation and to provide a comprehensive 

insight into the factors that determine motivation. Results of the present study suggested 

that need satisfaction, in particular, self-efficacy beliefs (Perceived Competence/ 

Control) exert a major influence on individuals’ motivational attitude towards treatment.  

Valuing an outcome is not sufficient but individuals need to feel that they are able to 

attain the desired outcome in order to feel motivated (Deci & Ryan, 1985a). Individuals 

who assumed a more intrinsically motivated attitude towards the therapeutic process 

were found to feel more competent and in control to execute the requirement of the 

treatment program.  Besides, in line with past research (e.g., Nwakeze, Magura, & 

Rosenblum, 2002), feelings of pain and suffering (Self Coercion) and health-related 

pressures seemed to facilitate the development of a more autonomous motivation. As 

highlighted by numerous experts in the addiction field (e.g., Farabee et al., 1998) the 

present study supported the notion that individuals have to hit rock bottom and view the 

consequences of their addiction as aversive and painful to become intrinsically 

motivated to do something about their drug habit.  

Interestingly, while Family Coercion was related to more autonomous forms of 

motivation (i.e., Introjected and Identified/Integrated Motivation), it was most strongly 

associated with External Motivation, suggesting that family pressures have the potential 

to influence motivation in a more self-determined and less autonomous fashion. Which 

motivational outlook prevails may be determined by whether or not the coercive 

influence is being perceived as positive or aversive. In support of this idea, evidence 

suggests that substance users who have family relations that are characterised by 

cohesiveness and less conflict tend to experience better treatment outcomes (Billings & 

Moos, 1981, 1983; Cronkite & Moos, 1980; Moos, Bromet, Tsu, & Moos, 1979).  It is 

possible that these individuals succeeded in treatment as they experienced either less 

family related pressures or because they perceived these pressures as less aversive and 
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more supportive, which, in turn, enhanced their motivation for treatment resulting in 

more positive treatment outcomes. Future research is needed to test this idea. An 

important finding involved the positive association between Legal Coercion and 

Amotivation, with Work, and Finance Coercion also found to be related to a less 

autonomous motivational outlook on treatment, but to a lesser extent. While treatment 

providers cannot change the fact that substance users who are legally mandated into 

treatment attribute their treatment entry at least in part to legal forces, interventions 

should aim at alleviating the negative perception of such pressures and focus on 

enhancing individuals’ motivation for treatment. More than 70% of participants in this 

study were unemployed before entering treatment, supporting findings that substance 

users are typically unemployed and suffer financial hardship (Adamson & Sellman, 

1998; D’Auno & Vaughn, 1995). Evidence suggests a positive relationship between 

employment and treatment success (Hiller, Knight, Broome, & Simpson, 1998; Mammo 

& Weinbaum, 1991), with some studies suggesting that unemployment is predictive of 

dropout (Hiller et al., 2002). Thus, clients’ treatment motivation might be enhanced and 

outcomes improved by including vocational training and financial management 

strategies into the therapeutic regime. These findings show that perceptions of pressure 

do not necessarily exert a negative impact on motivation, but that the relationship is 

complex. The study clearly demonstrated that the six types of Perceived Coercion 

exerted different patterns of effects on need satisfaction, motivation and treatment 

outcomes, thereby supporting the proposed importance of distinguishing between 

different types of coercive forces as opposed to using a single global perceived coercion 

index.  

The direct influence of Autonomy Support Staff on Identified/Integrated 

Motivation was of great practical significance, corroborating the role of the social 

context as a source of influence on motivation. In line with past research (Deci et al., 

1994; Williams et al., 1999; Williams & Deci, 1996a; Williams et al., 1998a; Williams 

et al., 2002), obtained results suggest that treatment staff who use autonomous and non-

coercive support strategies (e.g., offer choices and options, provide meaningful 

rationales, acknowledge clients’ feelings, while minimising pressure) that guide 

substance users through the change process directly influence the autonomy of 

substance users’ treatment motivation and thereby facilitate more positive treatment 

results. Interestingly, Autonomy Support Family played a negligible role in the 

prediction of motivation and treatment outcome, with the exception of Perceived 

Training Transfer. One possible explanation for the lack of effects involves the fact that 
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clients undergoing therapeutic community treatment are not allowed to have any contact 

with their families during the first four to six weeks of treatment, with contacts slowly 

increasing after this initial period. In other words, for a while clients are removed from 

their external world with the therapeutic community serving as a miniature society until 

the individual has recovered sufficiently to be re-integrated into society. It is therefore 

reasonable to assume that people within the therapeutic environment exerted a far 

stronger influence on clients than outsiders to the community, such as family. In line 

with this reasoning, family support was revealed as important when the application of 

the newly acquired skills in the outside world was concerned. Clients who perceived 

their families as more autonomy supportive at admission were more likely to feel 

confident to transfer the skills acquired during treatment to real life situations by the 

time they completed the program, as they felt that their autonomy needs were met.   

While Perceived Competence/Control emerged as a consistent and important 

predictor of motivation and treatment outcomes, effects of the other two indicators of 

need satisfaction (i.e., Perceived Autonomy and Perceived Relatedness) were weaker 

and less consistent. According to SDT, individuals have a psychological need for 

autonomy (i.e., to self-govern and to make informed choices based on one’s own needs 

and values). When personal autonomy is undermined they perceive their behaviour as 

being coerced, which in turn reduces their interest and motivation to engage in the 

activity. Contrary to this premise, Perceived Autonomy was found to be unrelated to 

any of the coercive forces, with the exception of Self Coercion (note that the two 

variables were positively related). Perceived Autonomy did not predict motivation and 

was generally a poor predictor of treatment outcomes. However, it did predict changes 

in intrinsic motivation and changes in some of the outcome indicators (i.e., Wellbeing, 

Treatment Engagement and Perceived Training Transfer), suggesting that the 

relationship between coercion, perceptions of autonomy and outcomes is complex. For 

example, it is possible to conceive that substance users experience substantial external 

pressures that contribute to their treatment entry, while simultaneously acknowledging 

their need for treatment and feeling motivated to overcome their substance habit. Thus, 

the inclusion of variables such as treatment readiness and motivation for change, or the 

use of measures that gauge whether individuals perceive the pressures they are 

subjected to as negative or not might prove useful to provide more insight into the 

relationship between coercion and autonomy and resulting behaviour.  

In addition, while numerous studies have demonstrated that perceptions of 

choice and control have positive consequences, there appear to be exceptions to the 
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“choice/control is good” rule. Some research suggests that opportunities for choice and 

control are associated with adjustment among highly functioning people and among 

those with an internal locus of control but not among individuals who are poorly 

functioning or with an external locus of control (Reich & Zautra, 1990; Wolk, 1976), 

suggesting that not everybody benefits from high levels of autonomy.  Instead evidence 

indicates that what seems to be important is for the environment to be congruent to the 

person’s motivational orientation (O’Connor & Vallerand, 1994). These findings 

suggest that SDT might benefit from incorporating aspects of the person-environment 

congruence model that views psychological adjustment as a function of the degree of fit 

between aspects of the environment and people’s personal characteristics (Moos & 

Lembke, 1985; Parmelee & Lawton, 1990). In line with this model, opportunities for 

autonomy should not be too discrepant from people’s motivational orientation. In view 

of long-term adjustment, opportunities for autonomy should be slightly greater than 

one’s level of self-determined motivation in order to gently enhance the regulation of 

individuals’ everyday behaviour (O’Connor & Vallerand, 1994).  

Effects for Perceived Relatedness were also less consistent than expected. 

Perceived Relatedness (i.e., a desire to feel love and care and to be loved and cared for) 

exerted some effects cross-sectionally in relation to Treatment Engagement, Severity of 

Dependence, and Wellbeing, but was generally a poor predictor of treatment motivation 

and failed to predict treatment outcomes longitudinally. Although SDT suggests that 

Perceived Relatedness plays a more distal role in comparison to competence and 

autonomy, research has demonstrated that when people engage in activities that are 

inherently social in nature (such as residential drug and alcohol treatment) perceptions 

of relatedness play an important role in predicting intrinsic motivation (Vallerand, 2000) 

and treatment outcomes (Catford, 2001; Dansereau, Joe, & Simpson, 1993; Knight & 

Simpson, 1996). Besides, there is ample evidence that individuals who are connected to 

and part of social networks that provide psychological nurturing and material resources 

have better treatment outcomes (e.g., Catford, 2001; Gordon & Zrull, 1991). One 

possible explanation for the limited effects is the strong relationship between Perceived 

Relatedness and Perceived Autonomy (r = .68 at T1 and r = .73 at T2), highlighting 

problems concerning the construct validity of the two scales. This finding suggests that 

effects for Perceived Relatedness as well as Perceived Autonomy might be enhanced 

and clarified by improving the validity of both scales. Research suggests that substance 

users suffer from characteristics including (1) a lack of social bonding, (2) feelings of 

alienation, and (3) poor communication skills (Spooner, Mattick, & Howard, 1996; 
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Weinberg, Rahdert, Colliver, & Glantz, 1998).  It is therefore conceivable that 

substance users may experience difficulties in forming and maintaining close 

connections with people in the therapeutic environment, impeding the experience of 

feelings of closeness and connectedness.  

There was limited evidence for the four-stage causal sequence proposed by SDT 

(social factors  need satisfaction  motivation  outcomes). While need satisfaction, 

in particular Perceived Competence/Control, was found to act as a potential mediator in 

the relationship between social factors and motivation or social factors and treatment 

outcomes in some of the analyses, overall few mediational effects were observed. By 

and large, social factors and need satisfaction indicators seemed to exert direct effects 

on motivation and outcome variables. There was also little evidence to suggest that 

Treatment Engagement mediated the relationship between motivation and treatment 

outcomes and no evidence that Time in Treatment acted as a mediator in this 

relationship.   

5.2.14 Implications 

Apart from the implications referred to above, there are a number of other 

important practical implications for TC drug and alcohol treatment resulting from the 

present investigation. First, findings of the present and other studies suggest that 

motivation is a key factor in the recovery from drug and alcohol abuse, and that it is not 

a static but dynamic process that changes throughout treatment (e.g., Ryan et al., 1995). 

Thus, a central task of drug and alcohol treatment should be to identify ways that 

strengthen, maximise, and sustain motivational commitments from admission to the 

treatment program and throughout the therapeutic process, with particular attention on 

individuals who are ambivalent or demonstrate a negative attitude towards being in 

treatment, such as legally mandated clients and poly-substance users. According to 

experts (e.g., De Leon, 1995a, 1998), motivation at the start of treatment leads to 

participation in treatment that produces positive changes, which in turn reinforces 

motivation to stay and continue in treatment. In acknowledgement of the importance of 

motivation, numerous treatment approaches have been developed that address and 

enhance substance users’ motivation, including motivational interviewing (Miller & 

Rollnick, 2002), node-link mapping (Dansereau, Dees, & Simpson, 1994), and role 

induction (Walitzer, Dermen, & Connors, 1999). Present results suggest that motivation 

is enhanced in environments that meet clients’ needs for competence in particular, as 

well as autonomy and relatedness. Treatment providers seem to play a key role in 
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meeting clients’ needs and enhancing their motivation in an autonomous fashion by 

creating an autonomy supportive rather than a controlling environment. Undoubtedly, 

therapists are asked to walk a fine line by providing a framework and structure on the 

one hand while leaving the individual sufficient space and autonomy in their recovery 

process. Given that substance users represent a highly diverse population, it is evident 

that highly skilled and trained therapists are of vital importance to create a conducive 

and healing environment.  

Assessment appears vital to ensure appropriate treatment planning and 

monitoring of treatment progress. Among the key elements to be addressed in a 

comprehensive assessment involve clients’ motivation for treatment and change, 

psychosocial background, and treatment process and outcome indicators. While the 

administration of a long and complex battery of instruments is impractical for 

community-based treatment providers due to the length of time and specialised skills 

required (Franken & Hendriks, 2001), brief but reliable instruments should be employed 

that provide a clinical diagnosis. Ideally, monitoring should be an ongoing and not a 

one-time event. This kind of longitudinal tracking is particularly useful for identifying 

clients in treatment programs who are not making satisfactory improvements and allows 

for treatment plans to be adjusted on a personalised basis.  

5.2.15 Strengths & Limitations 

A strength of the present study was that it was based on two well-known and 

established theories (i.e., SDT and TPB). The present project is the first that attempted 

to account for the role and effects of coercion, including legal coercion, in TC drug and 

alcohol treatment by providing an adequate theoretical explanation and framework. In 

other words, the present study allowed an insight into different coercive sources that 

contributed to substance users entering treatment, and allowed insight into how these 

pressures influenced treatment processes, retention rates, and treatment outcomes. Thus, 

the present study represents a great improvement on past studies that primarily 

conducted over-simplistic comparisons of mandated and voluntary clients without 

reference to any theoretical base.  

Another strong point of the study was that it used data from six therapeutic 

communities. Having multiple sites across Australia provided the opportunity for 

increased generalisability of the results to Australian TCs in general. Although there 

were variations in program content and duration, all TCs shared a similar structure, 

purpose, and view of rehabilitation. Statistical analyses revealed no substantial 
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differences in terms of client characteristics and questionnaire responses between 

participants of the six treatment facilities. Future research, however, needs to be carried 

out that demonstrates the generalisability of the obtained findings across different 

treatment settings, including outpatient and methadone clients.  

Another strong point of the study was that the scales utilised were found to 

demonstrate high internal reliability and validity with few exceptions. As previously 

indicated, the Self subscale of the Perceived Coercion Questionnaire requires further 

refinement, as do the Perceived Autonomy and the Perceived Relatedness scales in 

order to accurately assess perceptions of internal pressures, autonomy, and relatedness 

and their effects and relationships within the SDT framework.  

The present research is limited by its lack of follow-up data, which was 

considered to be beyond the scope of this study. Given that the greatest number of 

relapses occur within a week of individuals leaving residential treatment (Bradley, 

Phillips, Green, & Gossop, 1989), follow-ups are vital to determine to what extent SDT 

is useful in capturing and accounting for the long-term effectiveness of TC treatment.  

Another potential limitation is that participants were offered a small financial 

reward for their participation. Huang, Watters, and Case (1988) have pointed out that 

the prospect of compensation may result in participants rushing through an assessment 

and giving answers they perceive the interviewer wants so as to be assured to receive 

compensation. On a more positive note, the anticipation of rewards seemed to 

substantially motivate clients to volunteer and continue their participation in this 

research.  Besides, in accordance with ethical guidelines, the rewards represented a 

permissible incentive and were therefore not coercive and did not undermine the 

voluntary nature of individuals’ participation (Griffith University Ethics Manual, 2005).   

The data were solely based on self-report measures. Some researchers have 

voiced concern that when predictor and criterion variables are assessed through a single 

data collection method, correlations may be spuriously inflated due to the influence of 

common method variance (Frese & Zapf, 1988; Spector & Brannik, 1995). Self-

reported information may be limited due to a number of factors, including the 

following: (1) denial is the hallmark of addiction and may prevent substance users from 

accurately perceiving their emotional and psychological status; (2) as a result of 

extensive substance use, clients may suffer from mental health problems, memory 

failure, and cognitive impairment that potentially impede the accuracy of their 

responses; (3) clients may under-report problems by concealing information for fear of 

criminal sanctions or treatment-related consequences (e.g., discharge from the treatment 
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facility; Peters & Peyton, 1998). As a result, self-report data have been criticised for 

generating data that are potentially affected by a range of response biases including 

social desirability, misattribution, and recall biases (e.g., see Spector & Brannick, 1995). 

Besides, none of the scales employed in this study included items to detect lying and/or 

faking. Thus, individuals may have completed measures in a socially desirable way, 

painting a more positive but distorted picture of reality. Despite these criticisms, it must 

be noted that self-reports are the predominant source of data for research in the 

addiction field (Landry, Brochu, & Bergeron, 2003), and that extensive evidence has 

been provided in support of its validity and usefulness (e.g., see Adair, Craddock, 

Miller, & Turner, 1996; Landry et al., 2003). Given that the present study placed a 

strong emphasis on substance users’ perceptions, self-reports represented the only 

possible approach to capture these internal and intrapsychic processes. Yet, stronger 

support for the SDT model might have been obtained by using a multitrait, multimethod 

approach. Future research, therefore, should consider corroborating self-reports by 

utilising multiple measures, including information about clients’ status from significant 

others (e.g., family and friends), treatment staff, and objective records (e.g., medical 

files).  

The length of the questionnaire posed another potential limitation. Given the fact 

that the questionnaires were lengthy, respondents may have answered in a less thorough 

and reliable manner compared to a briefer questionnaire.  

The participants of this study represented only that segment of the TC 

population that consented to participate in this research (56.3% of new admissions 

volunteered participation in the study). Thus, the results may not be generalised to 

clients who refused to take part in the research. 

Another limitation of this study is the reduction in sample size from T2 (N = 

192) to T3 (N = 109) as a result of clients discontinuing treatment. Given the large 

number of variables used in this study, it is possible that a larger sample at T3 would 

have revealed more significant effects. However, the relative small sample size limits 

the generalisability and the conclusions that can be drawn from this study. Further 

research, using a larger sample, is needed to confirm and possibly extend the current 

findings.  

Finally, although Structural Equation Modelling has been advocated as the 

preferred technique to assess the efficacy of the SDT (Vallerand, 1997) and TPB models 

(Hankins, French, & Horne, 2000), the data were analysed employing regression 

analysis, thereby impeding the assessment of reverse and reciprocal relationships and 
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the overall fit of the models. However, in light of the large number of predictor and 

outcome variables and respective questionnaire items, the comparatively small sample 

size particularly at T2 and T3, as well as the objective to assess a number of 

dichotomous client-related variables, Regression Analysis was seen as more appropriate 

than SEM. 

5.2.16 Future Research 

Results of the present study provide implications for future research. Findings 

provided some support for the influence of coercive forces on treatment motivation and 

the importance of distinguishing between different types of coercion. Acknowledging 

the heterogeneity of the substance abusing population, there has been an increasing 

trend towards treatment matching. In light of this development, efforts need to be made 

for future research to explain what type of clients and in what setting respond best to 

what sort of coercive measures, if any.  

In relation to legal forces, findings suggested that clients who were legally 

mandated into treatment were not more likely than non-mandated clients to drop out of 

treatment and demonstrated similar treatment outcomes. Although the present study 

provided some insight into the effects of legal coercion and the mechanism through 

which it exerts its influence on motivation, retention, and treatment outcomes, more 

research is needed before more solid conclusions can be drawn. In this process it is 

important to consider that some types of compulsory strategies (e.g., the drug court 

program or community service) might prove more useful than others, particularly in 

light of the heterogeneity of the substance using population. For example, individuals 

with an extensive criminal record might respond differently to the use of legal forces 

compared to first time offenders. Besides, it is also important to consider that some 

clients may welcome interventions by the criminal justice system while others may view 

them as undesirable. Thus, it is not sufficient to assess perceptions of legal pressure but 

it seems essential to determine whether these forces are viewed as helpful and positive 

or aversive and what type of legal intervention is effective for what type of client.  

Results of the present study highlighted the positive influence of an autonomy 

supportive treatment environment on clients’ motivation for treatment and outcomes. In 

light of these findings, it would be important for future research to take a closer look at 

the effects of institutional pressures (e.g., urinalysis, TC rules, TC duties) on clients’ 

motivation, retention, and recovery process. Moreover, future research should test 

whether the positive influence of autonomy supportive treatment providers can be 
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translated to people within the criminal justice system that legally mandated substance 

users (including drug court clients) are dealing with. Although the nature of the legal 

system is controlling, it is conceivable that clients who perceive legal representatives 

(e.g., their drug court judge or parole officer) as more autonomy supportive may view 

legal pressures as less coercive, which in turn may influence their motivational attitude 

to the enforced therapeutic regime.  

As highlighted in the introduction, there is a great need for theory-driven 

research that explores and explains the role of motivation in substance abuse treatment. 

The present study demonstrated that SDT is useful in providing insight into the factors 

that determine motivation and its effects on treatment outcomes. Thus, researchers are 

advised to take more note of well-researched mainstream psychological theories that 

have been useful in other areas, and to apply them to the drug and alcohol field in an 

effort to provide further insight into the cognitive, behavioural and interpersonal factors 

and mechanisms that influence clients’ motivation for treatment.  

Further research is needed to determine the influence and role of need 

satisfaction in drug and alcohol treatment. While results provided evidence for the 

importance of substance users to feel competent and in control in order to comply with 

the demands of treatment, the role of perceptions of autonomy and relatedness were less 

clear. Thus, future researchers should refine existing Perceived Autonomy and 

Perceived Relatedness scales to help clarify the role of these two constructs within the 

SDT framework. 

Although there is substantial evidence to support a positive relationship between 

time spent in treatment and treatment outcomes, results of the present study suggested 

that treatment completion might be a more important predictor of treatment outcomes 

than the actual length of time that individuals spend in treatment.  In support of this 

finding, research has demonstrated that substance users who completed treatment in 

therapeutic community settings were significantly more likely to remain abstinent, to be 

employed, and have lower re-arrest rates compared to dropouts (Stark, 1992). As time in 

Treatment was not a significant predictor of treatment outcomes and given that there has 

been a trend in recent years towards more specialised and shorter-term TC programs, 

more research is needed to explore the effectiveness of shorter-term TC treatment 

programs (e.g., ranging from 3 to 6 months) in comparison to long-term treatment. 

Attrition rates are high within the first 90 days of TC treatment (De Leon, 1985, 1991), 

and shorter treatment programs may help to increase retention rates for clients who feel 

overwhelmed by the idea of spending a year or longer within a residential facility.  
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In the context of SDT, so far, no study has explored the possible interaction 

between social factors and personality variables in the prediction of motivation. Thus, 

future research is needed to explore the interplay of motivation, autonomy support and 

perceptions of coercion with personality constructs such as conscientiousness (i.e., how 

controlled and self-disciplined a person is) or emotional stability (i.e., how emotionally 

stable versus changeable and easily upset a person is).  

No data were collected from individuals who dropped out of the treatment 

program at point of dropout and post-treatment. Although difficult to do, future research 

should attempt to collect such data in order to more accurately assess and compare 

treatment outcomes for program completers and dropouts and to gain a better 

understanding of the factors that cause individuals to abandon treatment.  

By and large, little evidence was provided to support the four-stage causal 

sequence proposed by SDT. Given the large number of variables and the relatively 

small sample size, particularly at T2 and T3, further research with either larger samples 

or fewer variables needs to be conducted to provide further insight into the proposed 

casual sequence within a TC drug and alcohol treatment context.  

Although results demonstrated the superiority of the SDT model compared to 

the TPB model in a drug and alcohol treatment context, the TPB model was found to be 

useful in explaining retention and outcomes in substance use treatment. Of particular 

interest was the trend for Intention to predict treatment dropout. While the intention-

behaviour relationship has been supported by extensive research, future research is 

needed to test this relationship within a drug and alcohol treatment context and the 

potential role of Intention within the SDT framework. 

In sum, results of the present study showed that the Hierarchical Model of 

Intrinsic and Extrinsic Motivation serves to integrate the literature on motivation and 

drug and alcohol treatment and provides a solid and promising theoretical base for 

future research involving legally mandated and non-mandated clients. The theory 

provides a good understanding of the issues and confirms the importance of motivation 

in the recovery from substance abuse by focusing on individuals’ social context and 

activities. 
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Appendix 1  -  Information Sheet & Consent Form For Focus Groups 

 
Information Sheet 

 
Title of Project:  Development of a Measure of Perceived Coercion 
Chief Investigators:  Dr Fran O’Callaghan, & A/Professor Peter Creed 
Investigator:   Stefanie Klag 
Contact:  Stefanie Klag (07) 5552 8360 or 0439 898 316 
 
 
Thank you for agreeing to participate in this research. This project is research towards the 
completion of the Doctor of Philosophy degree (PhD) for Stefanie Klag. The project is 
supervised by the Chief Investigators, Drs Frances O’Callaghan and Peter Creed, who have 
extensive experience in research.  
 
The aim of this study is to develop a questionnaire that assesses people’s perceptions of 
coercion to enter drug/alcohol treatment from different sources, such as family, friends and the 
legal system. For this purpose, a number of discussion groups will be conducted, consisting of 
6-8 people each, where participants will be asked to talk about their reasons for entering and 
staying in the Mirikai program. These discussions will last between 60 and 90 minutes and are 
facilitated by the investigator, Stefanie Klag. 
 
The results of this study will enable Mirikai and other drug treatment centres to improve their 
program and help more residents to stay in the program longer. Your participation in this project 
is entirely voluntary. The information will be treated with strict confidentiality and will not be 
disclosed to the staff working at Mirikai, participants’ families, to other Mirikai residents that 
were not part of the discussion group or anybody else. I would also like to remind you that all 
information discussed in the focus group is strictly confidential and must not be repeated to 
anybody outside the focus group.  
 
Please note that you may withdraw from the study at any time and this will not affect your 
treatment at Mirikai. Any written reports on the findings from this study will describe only 
information from the group – no participant in this study will be identified.  
 
Griffith University requires that all participants be informed that if they have any complaints 
concerning the manner in which a research project is conducted it may be brought to the 
attention of the researcher, or, if an independent person is preferred, either: 
 

The University’s Research Ethics Officer, Office for Research, Bray Centre, Griffith 
University, Kessels Road, Nathan, Qld 4111; Telephone: (07) 38756618 
or 
The Pro-Vice Chancellor (Administration), Bray Centre, Griffith University, Kessels 
Road, Nathan, Qld 4111; Telephone: (07) 3875 7343. 

 
If you have any further questions, please fee free to ask us now. You can also contact Stefanie 
Klag on (07) 5552 8360 or 0439 898 316.  
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Informed Consent  
 
This form is to be signed by the participant after they have read the information sheet 
and had any questions answered that may have arisen. The consent form is to be given 
back to the researcher after it has been signed.  
 
• I understand that I am not required to participate in this research project if I do not 

wish to do so and that I can withdraw from the study at any time without needing to 
explain my reasons for withdrawing. Withdrawal from the study will not affect my 
treatment at Mirikai.  

 
• I understand that feedback will be provided to the participants involved in the study 

should they so request.  
 
• I understand that confidentiality will be maintained at all times. The information 

provided will not be disclosed to Mirikai staff, participants’ families, other Mirikai 
residents who are not part of this study or anybody else.  

 
• I understand that all information discussed in the focus group is strictly confidential 

and must not be repeated to anybody outside the focus group 
 
I have read the information sheet and the consent form. I agree to participate in the 
project “Development of a Measure of Perceived Coercion” and give my consent freely. 
I understand that the study will be carried out as described and that I can withdraw from 
the study at any time. All questions have been answered to my satisfaction.  
 
 
 
Participant’s Signature: ________________________________ Date:___________ 
 
 
 
Investigator’s Signature: ________________________________ Date: ___________ 
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Appendix 2  -  Focus Group Quotes 

 
Table 1 
Participants’ statements relating to six sources of perceived pressure to enter 
drug/alcohol treatment.  

Content Domain 
 

Participants’ Statements 

Self “I forced myself to come in here, because I knew that I couldn’t 
keep going this way.” 
 

 “Coming here is my last and only hope. My life is totally 
unmanageable and out of control.” 
 

Family “My parents threatened to disown me if I don’t come here, which 
scared the hell out of me.” 
 

 “My family told me that this is the last straw. If I mess this one up, 
I’m completely on my own.” 
 

Legal “I had the choice of going to jail or coming here.” 
 

 “People in the legal system put a lot of pressure on me, saying that 
I’m in a lot of trouble and stuff and that rehab is the only way.”  
  

Finances “I couldn’t stand the financial pressure anymore, you know, being 
in debt all the time and stuff.” 
 

 “The guys were onto me. You know, wanting money and shit. 
Coming here was to get away from that.” 
 
 

Health “I was feeling sick all the time and looked terrible, which scared 
me.” 
 

 “I lost heaps of weight, was depressed and I thought if I keep 
going like this I’ll be in the grave in a couple of months.” 
 

Work “I was given an ultimatum at work that I’d lose my job if I didn’t 
go into rehab.” 
 

 “I couldn’t hold my job down. I know that I have a truckload of 
potential but I don’t use none of them.” 
 

 

 



 Substance Abuse Treatment 255

Appendix 3  -  48-Item Pilot PCQ 

 
Table 2  
Perceived Coercion Questionnaire – 48-item Pilot Measure (Phase 2). 

 I felt pressured to enter this drug/alcohol treatment program because… 
Self 1 my life is totally unmanageable and out of control 

 2 I’m frightened of the consequences of my drug/alcohol abuse if I continue to go down that track 
 3 I know that I’m an addict/alcoholic and that I need rehab to get off drugs/alcohol 
 4 I feel guilty and ashamed about hurting the people I care about through my drug/alcohol abuse 
 5 entering this program is my last and only hope 
 6 I don’t know where else to go and what else to do 
 7 It scares me that I don’t know who I am anymore 
 8 I hate what drugs have done to my life 
 9 I feel horrified and ashamed of the person I have turned into 
 10 I’m sick and tired of losing everything (e.g., things, people etc.) to drugs/alcohol 
 11 I know that I have heaps of potential but it will never show unless I stop using drugs/alcohol 

Family 12 my family kept bothering me with booklets and information about drug/alcohol abuse 
 13 my family scared me about the negative consequences of drug/alcohol abuse (e.g., jail, ill health, 

death) 
 14 my family kept telling me what a bad person I have turned into and how messed up I am 
 15 my family said that this is the last chance they will give me to sort out my life 
 16 my family booked me into this program, without asking me if that’s what I want 
 17 my family threatened to take drastic actions (e.g., cut all ties, disown me, divorce etc.) 
 18 my family reported or threatened to report me to the police 
 19 my family turned their backs on me and cut all ties 
 20 my family was constantly on my back, telling me that I have a drug/alcohol problem 
 21 my family made me feel guilty by telling me how much I hurt them 
 22 I was told that I am destroying my family through my behaviour 
 23 members of my family got upset all the time about my drug/alcohol use (crying, screaming etc.) 

Legal 24 I was legally required 
 25 I had the choice between jail and rehab 
 26 I knew that unless I enter rehab, I would eventually get into a lot of trouble with the legal system
 27 people from the legal system (e.g., police) kept knocking on my door, threatening me with jail 
 28 people in the legal system forced me to do this 
 29 I didn’t want to do time in jail 

Finances 30 I’m up to my ears in financial problems and don’t know what to do 
 31 I wanted to escape people/institutions that are after me for money 
 32 I have lost all financial support (e.g., from family, banks, government departments etc.) 
 33 I have no money to support myself 
 34 I’m sick and tired of being in debt 

Health 35 of my bad health 
 36 I have had enough of being sick all the time 
 37 health care professionals (e.g., doctors, psychologists etc.) kept telling me that I need rehab 
 38 I know that otherwise I’ll be dead soon 
 39 people kept telling me how sick I look 
 40 of severe psychological problems due to my drug/alcohol abuse 
 41 I’m scared that my substance abuse is sending me crazy 

Work 42 I lost my job due to my substance use 
 43 my employer threatened to sack me 
 44 I couldn’t hold a job down due to my substance abuse 
 45 my colleagues at work kept telling me that I need rehab 
 46 my work colleagues complained about me 
 47 I got into a lot of trouble at work because of my substance abuse 
 48 I couldn’t do my job properly 
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Appendix 4  -  29-Item Final PCQ 

 
Table 7 
29-Item Perceived Coercion Questionnaire (Phase 3). 

 I felt pressured to enter this drug/alcohol treatment program because… 
Self 1. I know that I’m an addict/alcoholic and that I need rehab to get off drugs/alcohol 
 2. entering this program is my last and only hope 
 3. I don’t know where else to go and what else to do 
 4. I feel horrified and ashamed of the person I have turned into 
Family 5. my family kept telling me what a bad person I have turned into and how messed up I am 
 6. my family was constantly on my back, telling me that I have a drug/alcohol problem 
 7. my family made me feel guilty by telling me how much I hurt them 
 8. I was told that I am destroying my family through my behaviour 
 9. members of my family got upset all the time about my drug/alcohol use (crying, screaming 

etc.) 
Legal 10. I was legally required 
 11. I had the choice between jail and rehab 
 12. people from the legal system (e.g., police) kept knocking on my door, threatening me with 

jail 
 13. people in the legal system forced me to do this 
 14. I didn’t want to do time in jail 
Finance 15. I’m up to my ears in financial problems and don’t know what to do 
 16. I wanted to escape people/institutions that are after me for money 
 17. I have lost all financial support (e.g., from family, banks, government departments etc.) 
 18. I have no money to support myself 
 19. I’m sick and tired of being in debt 
Health 20. of my bad health 
 21. I have had enough of being sick all the time 
 22. because I am scared of the negative consequences on my health if  I don’t stop 

using/drinking 
 23. because health care professionals (e.g., doctors, psychologists etc.) kept telling me that I 

need rehab 
 24. people kept telling me how sick I look 
Work 25. I lost my job due to my substance use 
 26. my employer threatened to sack me 
 27. my colleagues at work kept telling me that I need rehab 
 28. my work colleagues complained about me 
 29. I got into a lot of trouble at work because of my substance abuse 
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Appendix 5  -  Principal Axis Factor Analyses (PAFA) of Main Study Measures 

 
Table 9 
Results of Principle Axis Factor Analyses of all predictor and outcome measures (N = 350).  

Name of Measure Characteristic Measured No. of 
Factors 

Total 
Variance 
Explained

Bartlett’s 
Test of 

Sphericity 
df p 

Kaiser-Meyer-
Olkin Measure of 

Sampling 
Adequacy 

Health Care Climate Questionnaire - 
Family Autonomy support from family members 1 61.3% 966.80 15 < .001 .87 

Health Care Climate Questionnaire – 
Therapeutic Staff Autonomy support from therapeutic community staff 1 61.1% 1004.92 15 < .001 .81 

Client Motivation for Therapy Scale Motivation for Treatment 4 62.7% 2809.63 153 < .001 .87 

Basic Need Satisfaction at Work Scale 
– Relatedness Perceived relatedness within the TC setting 1 56.2% 507.38 10 < .001 .81 

Basic Need Satisfaction at Work Scale 
– Autonomy Perceived autonomy within the TC setting 1 51.3% 212.18 8 < .001 .73 

Perceived Competence/Self-Efficacy Perception of Competence and Self-Efficacy to remain 
and succeed in treatment 1 60.79% 382.01 6 < .001 .78 

Perceived Controllability Perceptions of control to remain and succeed in 
treatment 1 83.39% 205.29 1 < .001 .50 

Perceived Competence/Controllability Perceptions of controllability and competence to remain 
and succeed in treatment 1 60.27% 668.83 10 < .001 .79 

Attitude Attitude towards being in treatment 1 67.7% 610.43 6 < .001 .77 
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Subjective Norm Perceptions of social pressure from significant others to 
be in treatment 1 70.3% 314.71 3 < .001 .69 

Intention Intention to complete treatment 1 68.8% 411.71 6 < .001 .76 

Treatment Engagement Substance users involvement and progress in treatment 2 56.8% 1290.15 45  < .001 .87 

Severity of Dependence Index Perceptions of dependence severity 1 63.2% 1095.44 15 < .001 .86 

Drug Taking Confidence 
Respondents’ levels of self-efficacy regarding their 
ability to remain drug/alcohol-free when exposed to 

high-risk situations 
1 59.7% 1579.41 28 < .001 .90 

Perceived Training Transfer Application of acquired skills to real life situations 
outside the TC. 1 58.2% 984.61 36 < .001 .90 
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Appendix 6  -  Factor Loadings of Motivation Scale 

 
Table 11 
Factor loadings of the Principle Axis Factor Analysis of the T1 Client Motivation for 
Therapy Scale (N = 350).  

Scale 
Items 

Identified/ 
Integrated 
Motivation 

Amotivation External 
Motivation 

Introjected 
Motivation 

Item 106 .84 .06 .07 -.04 
Item 107 .83 -.04 -.01 -.04 
Item 113 .66 .03 -.02 .19 
Item 104 .63 -.08 .00 -.04 
Item 109 .61 -.03 -.04 .19 
Item 112 .59 -.01 -.07 .20 
Item 97 .06 .73 -.07 -.09 
Item 103 .14 .68 -.08 -.12 
Item 102 -.13 .65 .02 .03 
Item 91 -.12 .61 .02 .14 
Item 110 -.02 -.07 -.94 -.02 
Item 111 .05 -.04 -.91 -.06 
Item 90 -.06 .11 -.55 .05 
Item 100 -.01 .17 -.47 .13 
Item 98 -.05 -.04 -.10 .68 
Item 94 .21 .08 -.07 .54 
Item 99 .16 -.04 .07 .52 
Item 108 .29 .07 -.13 .34 
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Appendix 7  -  Principal Axis Factor Analyses for all SDT Measures 

Table 14 
Principle Axis Factor Analysis of the measures of the Self-Determination Theory Model at Time 1 (N = 350). 
Variable/Item No. F1 F2 F3 F4 F5 F6 F7 F8 F9 F10 F11 F12 F13 F14 F15 F16 F17 F18 
GHQ127 .71 -.07 .14 .17 .01 .07 -.02 .08 -.09 -.03 -.11 -.01 -.09 .04 .03 .25 -.21 .06 
GHQ124 .70 .14 .02 .13 .06 .02 -.03 -.05 -.09 .09 .03 -.01 -.06 -.08 .01 .01 .10 .04 
GHQ121 .68 .05 .10 .04 .07 .02 .03 -.02 -.09 .09 -.00 -.03 -.05 -.04 -.01 .03 .07 .04 
GHQ126 .67 -.02 .08 .16 .02 .00 .01 .07 -.12 -.00 -.07 -.01 -.03 -.03 .00 .09 -.03 .01 
GHQ129 .67 .13 .03 .17 -.05 .05 .05 .00 -.04 .04 -.05 -.01 .02 -.05 .02 -.00 -.13 .03 
GHQ128 .65 -.13 .18 .14 .02 .08 -.04 .05 -.11 .02 -.13 -.01 -.01 .07 .03 .24 -.22 .10 
GHQ120 .65 .13 .05 .07 .09 .00 .02 -.06 -.06 .15 .03 -.06 -.08 -.05 -.01 -.02 .07 .05 
GHQ125 .63 .17 .05 -.03 .09 -.01 -.01 -.00 -.07 .16 -.02 .06 -.10 -.08 .03 -.01 .03 .03 
GHQ122 .63 -.03 .12 .17 .09 .05 -.07 .00 -.12 .09 -.08 -.06 -.05 .05 -.13 .07 .03 .01 
GHQ123 .58 .04 .11 .10 .03 -.01 -.07 -.05 -.13 .10 -.09 -.00 -.14 .05 -.10 .12 .00 -.00 
GHQ118 .58 .12 .04 .02 .15 -.03 .04 .03 -.08 -.00 .04 -.01 .04 -.00 -.06 .01 .12 -.03 
GHQ119 .44 -.06 .02 -.01 .10 .00 .12 .02 -.27 .09 -.12 -.13 -.11 -.04 -.00 -.07 .06 .00 
Identified/Integrated94 .14 .73 .01 .14 .03 .02 .11 .07 -.02 .11 -.01 -.03 -.05 -.08 .03 .08 -.02 .10 
Identified/Integrated97 .06 .73 .03 .02 .05 -.00 .12 -.05 .03 .05 -.03 .10 -.09 .06 .09 .07 .05 -.11 
Identified/Integrated95 .12 .73 .03 .15 .10 .12 .07 -.01 .04 .02 -.02 .02 -.11 -.05 .05 .07 -.02 .09 
Identified/Integrated101 .09 .68 .12 .17 .08 .04 .16 -.01 -.02 .11 .04 .07 .01 .03 .16 .03 .10 .08 
Identified/Integrated100 .18 .64 .08 .15 .14 -.02 .12 .00 -.00 .15 .07 .02 .02 .11 .09 .09 .09 .15 
Identified/Integrated92 .12 .58 -.05 .06 .17 -.04 .07 -.03 -.06 .04 .02 .03 -.12 -.07 -.01 -.02 .07 .11 
Introjected82 -.02 .54 .14 .09 .13 .07 .10 -.06 -.02 .05 .09 .08 .15 .22 .15 .03 .03 -.00 
Introjected96 .01 .52 .04 .07 .03 -.00 .05 .02 .02 .04 .03 .06 .11 .27 .04 .06 .19 -.03 
Introjected87 -.04 .49 .03 -.02 .11 .06 .07 -.08 -.05 .11 .05 -.04 -.01 .09 .13 .04 .03 -.03 
Introjected86 -.02 .43 -.02 .05 .11 -.06 .10 -.06 -.06 .11 .05 .05 .12 .27 .04 .00 .07 -.12 
DTC135 .16 .09 .79 .05 .04 .04 -.03 .09 -.11 .05 -.04 -.02 .00 .00 -.08 .05 -.03 -.02 
DTC136 .08 .06 .77 .12 .00 .06 -.07 .01 -.17 .09 .01 -.07 .16 .00 .08 .04 -.06 -.08 
DTC137 .08 .03 .77 .04 -.03 .01 -.08 -.01 -.09 .09 -.02 -.04 .08 -.00 .08 .04 -.02 .00 
DTC134 .04 .06 .76 .05 -.01 .05 -.05 .01 -.15 .07 -.01 -.06 -.04 .03 -.01 -.01 -.07 .01 
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Variable/Item No. F1 F2 F3 F4 F5 F6 F7 F8 F9 F10 F11 F12 F13 F14 F15 F16 F17 F18 
DTC132 .20 -.01 .72 .05 .08 .14 .04 .03 -.13 .05 .03 -.05 .06 -.07 -.04 .05 .03 .10 
DTC130 .11 .01 .67 .06 .05 .13 .12 .08 -.12 .07 -.03 -.01 -.18 -.03 -.14 .09 -.00 .09 
DTC131 .16 .09 .62 .02 .06 .02 -.01 -.02 -.18 .09 -.08 -.01 -.13 -.05 -.02 .07 .05 .09 
DTC133 -.02 -.01 .53 .07 .04 -.00 .08 -.01 -.07 .04 -.10 -.04 .15 .02 -.03 .02 -.01 .05 
BNS-A71 .06 .13 .03 .65 .25 .03 .03 -.05 -.00 .08 .01 -.06 .04 -.01 .14 -.01 .11 .06 
BNS-R77 .13 .12 .09 .64 .17 .07 .02 -.08 .06 .15 .00 .07 .01 .00 .12 .04 -.09 .02 
BNS-R66 .21 .12 .01 .60 .06 .02 -.02 -.07 .09 .28 -.05 -.00 -.08 .01 -.08 .07 -.13 -.09 
BNS-R69 .17 .11 .05 .58 .15 .10 .10 .04 -.08 .13 .01 -.03 -.04 .03 -.10 -.10 .18 .01 
BNS-R72 .18 .17 .05 .57 .16 .10 .10 -.08 -.05 .15 .00 .04 .06 .02 .10 .02 .06 .03 
BNS-R64 .16 .21 .05 .56 .14 -.01 -.06 -.05 .08 .17 -.01 -.01 -.16 .02 -.13 .06 .08 -.14 
BNS-A68 .12 .03 .12 .56 .13 .02 .03 .02 -.03 .07 -.04 -.03 -.06 -.01 .03 .16 .01 .14 
BNS-A74 .11 -.00 .16 .43 .12 .07 -.03 .05 -.00 .12 -.08 -.08 .10 .04 .03 .17 -.01 .12 
BNS-A63 .15 .18 -.04 .32 .26 .13 .06 .07 -.02 .19 -.06 -.07 -.11 -.14 -.04 .19 .09 .06 
AS Staff41 .10 .101 -.04 .26 .72 -.00 .01 -.10 -.01 .02 .04 .01 .02 .05 .05 -.01 .03 .07 
AS Staff40 .13 .137 -.03 .21 .70 -.02 -.00 -.08 -.00 .12 -.07 .01 -.10 -.01 .04 .11 .00 .07 
AS Staff38 .10 .143 .06 .11 .68 .11 .09 -.04 -.04 .14 -.02 -.00 .04 -.07 .05 .15 -.06 .07 
AS Staff37 .13 .159 .12 .19 .67 .08 .02 -.04 -.09 .10 -.02 .05 -.15 -.00 .00 .01 .09 .06 
AS Staff39 .10 .142 .07 .15 .63 .12 .16 .01 -.15 .11 -.02 -.03 -.05 -.02 -.00 .06 .01 -.02 
AS Staff36 .07 .175 .06 .16 .60 .05 -.10 .01 -.03 .08 -.02 -.04 -.22 -.05 -.01 -.01 .04 -.06 
AS Family33 -.05 .033 .05 .03 .06 .80 -.04 .04 -.04 .06 -.00 -.06 .07 -.01 .05 .10 -.03 -.03 
AS Family35 .04 -.00 .04 .07 .11 .80 -.02 .07 .04 .01 .08 .01 .06 .03 -.02 -.03 .00 -.01 
AS Family34 .02 -.03 .02 .12 .04 .80 .07 -.01 .04 -.06 .02 .01 -.05 .04 .08 -.06 -.01 .02 
AS Family32 .09 .11 .12 -.04 .06 .70 .00 -.04 -.03 .04 -.11 -.03 .12 -.02 -.07 .12 -.04 -.03 
AS Family31 -.01 .00 .08 .09 .02 .66 -.10 .09 -.00 .01 .08 .04 .01 .05 .02 .01 .01 .05 
AS Family30 .05 .05 .06 .02 -.00 .59 .16 .03 -.08 .04 -.01 .09 -.08 .13 .02 -.04 -.01 .06 
Family Coercion7 .01 .12 -.01 .07 .09 -.01 .77 .11 .04 .11 .14 .08 .01 .12 .07 .03 .02 -.07 
Family Coercion6 .02 .13 -.00 .03 -.03 .08 .77 .05 .01 -.09 .06 .07 .09 .15 .05 -.07 .01 .01 
Family Coercion8 -.01 .18 .05 .03 .03 .00 .73 .12 -.00 .11 .11 .10 .08 .04 .05 .04 .10 .04 
Family Coercion9 .00 .17 -.04 .00 .05 .05 .68 .11 -.02 -.03 .03 .07 .05 .09 .07 -.03 .00 .04 
Family Coercion5 .02 .18 .02 .03 .02 -.10 .66 .08 -.01 -.00 .17 .06 .05 .13 .01 -.08 .14 .04 
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Variable/Item No. F1 F2 F3 F4 F5 F6 F7 F8 F9 F10 F11 F12 F13 F14 F15 F16 F17 F18 
Legal Coercion11 .02 -.08 .05 .03 -.08 .01 .05 .86 .07 -.05 .09 .01 .06 .07 .01 .00 .00 -.03 
Legal Coercion10 .01 -.00 .03 .00 -.01 .06 .05 .83 .03 -.08 .07 .03 .09 .01 -.01 .02 -.07 .01 
Legal Coercion12 .02 -.05 .08 -.02 -.00 .04 .17 .79 .09 -.04 .12 .12 .11 -.03 .02 -.00 .04 .02 
Legal Coercion13 -.04 -.02 .03 -.05 -.07 .01 .02 .76 .03 -.04 .09 .07 .15 .13 -.03 -.07 -.03 .01 
Legal Coercion14 .04 -.04 -.04 -.12 -.03 .09 .18 .49 .03 -.01 .15 .11 .01 -.04 .02 .04 -.04 -.08 
DepSev113 -.19 -.07 -.24 .02 -.07 -.03 .05 .14 .74 .05 .06 .03 .06 .04 .03 -.09 -.03 -.11 
DepSev114 -.31 -.04 -.16 -.01 -.01 .04 -.01 .07 .73 .00 .06 .07 .08 .08 .06 -.08 -.01 -.03 
DepSev112 -.17 -.07 -.28 -.05 -.04 .02 -.04 .08 .69 .03 -.08 .06 .02 -.02 .00 -.08 -.02 -.11 
DepSev115 -.24 -.06 -.15 -.01 -.07 -.07 .02 .09 .67 -.04 .06 -.02 .21 .09 .10 -.06 .03 -.01 
DepSev116 -.16 .11 -.23 .08 -.07 -.07 -.01 -.03 .57 -.10 .04 .02 .09 .04 .02 -.06 .06 .14 
DepSev117 -.25 -.03 -.27 -.01 -.08 -.01 .04 -.03 .56 -.18 .09 .05 .07 .03 .03 -.04 .11 .08 
PI106 .07 .11 .05 .10 .12 -.00 .04 -.13 -.07 .72 .03 -.04 -.09 -.02 .04 .10 .02 .01 
PI107 .16 .14 .09 .16 .03 -.01 .01 -.06 .03 .63 .05 -.07 -.06 .04 .07 .08 .03 .01 
PI102 .13 .12 .05 .21 .13 .03 .01 -.07 -.03 .58 -.05 .04 -.09 -.02 .07 -.17 .03 -.07 
PI103 .20 .05 .15 .28 .08 .00 -.04 .04 -.02 .53 -.02 -.04 .03 -.12 -.02 .08 .05 -.01 
PI105 .05 .16 .16 .15 .05 -.02 .08 -.07 -.02 .49 -.01 .01 -.07 -.06 .03 .16 .02 .16 
PI104 .07 .09 .08 .13 .11 .08 -.03 .05 -.08 .47 .05 -.09 .11 -.03 .03 .04 .04 .17 
Work Coercion28 -.06 .04 -.09 -.05 -.07 .04 .06 .09 .00 .03 .79 .11 -.02 .09 .08 -.01 .02 .03 
Work Coercion26 -.05 .05 -.02 -.05 -.02 -.02 .07 .13 .03 .03 .73 .15 .06 .08 .09 .05 .06 -.06 
Work Coercion29 -.08 .01 -.04 -.01 .05 .04 .17 .05 .05 .02 .69 .11 -.03 -.08 .04 -.04 -.03 -.01 
Work Coercion27 -.04 -.00 -.03 -.05 -.09 .02 .05 .20 -.03 -.01 .66 .14 .12 .14 .10 -.02 .04 .09 
Work Coercion25 -.12 .07 -.04 .05 .06 -.02 .10 .05 .11 .00 .54 .24 .04 -.02 .10 .01 .03 -.06 
Finance Coercion19 -.07 .07 -.03 .03 .04 .04 .14 .00 -.00 .01 .18 .77 .00 .02 .09 .01 .01 -.01 
Finance Coercion15 -.04 .08 -.09 -.03 .06 .05 .14 .02 .13 -.05 .19 .75 -.04 .07 .01 -.06 .01 -.07 
Finance Coercion18 -.06 .04 -.10 -.01 -.02 -.02 .02 .09 .00 -.08 .08 .67 .18 .05 .21 -.07 .13 -.04 
Finance Coercion17 -.02 .07 -.05 -.07 -.06 -.02 .06 .19 .01 -.09 .24 .57 .05 .07 .11 .05 .03 .10 
Finance Coercion16 .00 .01 -.07 -.07 -.07 .02 .06 .18 .08 -.02 .28 .45 .10 .16 .02 .03 .11 .14 
Amotivation91 -.07 .02 .12 .01 -.09 .04 .06 .14 .11 -.09 .03 .07 .62 .18 -.08 .00 .04 -.02 
Amotivation90 -.14 -.13 -.06 -.11 -.14 -.01 .06 .16 .13 -.09 .08 .11 .62 .09 -.02 -.05 -.02 -.07 
Amotivation85 -.22 -.01 .06 -.03 -.06 .09 .12 .13 .14 -.05 .04 .03 .56 .20 -.08 -.14 -.01 .02 
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Variable/Item No. F1 F2 F3 F4 F5 F6 F7 F8 F9 F10 F11 F12 F13 F14 F15 F16 F17 F18 
Amotivation79 -.20 -.04 .06 .02 -.11 .04 .08 .12 .11 .02 .02 .03 .49 .18 -.03 -.11 -.00 -.05 
External98 -.06 .17 -.03 .02 -.04 .11 .19 .08 .09 -.08 .04 .13 .21 .78 .03 -.00 .00 .03 
External99 -.08 .21 -.08 .01 -.03 .11 .26 .05 .09 -.11 .09 .07 .23 .69 -.01 -.02 .06 .03 
External78 -.03 .11 -.00 .00 -.07 .10 .18 .06 .04 -.07 .09 .10 .21 .52 .01 -.22 -.12 -.14 
External88 -.07 .17 .00 -.01 -.02 .11 .18 .01 .09 .05 .26 .10 .31 .41 .08 -.13 -.10 .02 
Health Coercion21 -.06 .15 -.03 .01 .06 -.08 .09 .02 .09 .08 .04 .12 -.03 -.04 .66 -.03 .07 .06 
Health Coercion20 -.09 .11 -.04 .04 -.01 .04 .01 -.03 .04 .08 .09 .19 -.05 .09 .63 -.08 .11 -.03 
Health Coercion22 .04 .15 .02 .08 .12 .04 -.03 -.06 .01 .07 .08 .00 -.10 -.00 .55 -.02 .07 .01 
Health Coercion23 -.07 .14 -.13 .00 -.07 .11 .18 .11 -.07 -.14 .26 .05 .05 .05 .42 -.02 .02 .09 
Health Coercion24 -.04 .14 .00 -.03 -.06 .05 .23 .04 .12 .05 .22 .11 .06 .01 .42 -.12 .09 -.02 
PC/E51 .17 .25 .17 .23 .18 .01 .01 .06 -.15 .18 .00 -.08 -.07 -.02 -.07 .58 .17 .05 
PC49 .26 .18 .12 .11 .08 .04 -.09 -.04 -.18 .04 -.01 .07 -.16 -.10 -.09 .57 .08 -.06 
PC48 .24 .14 .18 .09 .08 .09 -.08 -.04 -.15 .08 .05 -.05 -.08 -.19 -.12 .53 .11 -.09 
PC/E50 .22 .17 .10 .23 .16 -.03 -.06 .02 -.09 .18 -.04 .02 -.29 .00 -.21 .41 .09 .03 
PC/E53 .13 .31 .15 .28 .12 -.01 -.01 -.00 -.14 .12 -.03 -.06 -.07 -.05 -.09 .39 .18 .10 
Self Coercion2 .03 .14 -.01 .02 -.01 -.05 .09 .06 .07 .03 .01 .01 .02 .07 .09 .17 .67 .08 
Self Coercion3 .06 .10 -.12 .07 .03 -.04 .10 -.06 .06 .03 .02 .13 -.00 -.02 .15 .08 .65 -.10 
Self Coercion4 -.10 .29 -.03 .07 .06 .01 .13 -.12 -.01 .10 .05 .09 -.01 -.05 .19 -.10 .41 -.04 
Self Coercion1 .01 .23 .04 .11 .08 .01 -.02 -.10 -.10 .03 .06 .04 -.06 -.16 .01 .10 .31 .08 
PP111 .20 .23 .21 .22 .24 .02 .00 -.08 -.03 .38 -.08 .01 -.01 -.10 .17 .09 .00 .49 
PP109 .24 .20 .22 .20 .19 .03 .05 -.15 -.03 .40 -.00 .02 -.13 -.06 .00 -.03 .01 .48 
PP110 .25 .18 .16 .17 .23 .10 .02 -.02 -.08 .33 .02 .04 -.12 -.08 .01 -.09 .03 .47 
PP108 .14 .10 .24 .05 .02 .11 .11 -.00 -.00 .27 .07 .06 -.13 .07 .05 .00 -.05 .29 

GHQ = Wellbeing; Identified/Integrated = Identified/Integrated Motivation; Introjected = Introjected Motivation; External = External Motivation; Amotivation = 
Amotivation; DTC = Drug Taking Confidence; BNS-A = Basic Need Satisfaction (Perceived Autonomy); BNS-R = Basic Need Satisfaction (Perceived 
Relatedness); AS Staff = Autonomy Support by Therapeutic Staff; AS Family = Autonomy Support Family; DepSev = Severity of Dependence; PI = Personal 
Involvement; PP = Personal Progress; PC/E = Perceived Competence/Self-Efficacy; PC = Perceived Control. 
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Appendix 8  -  Principal Axis Factor Analyses for all TPB Measures 

 
Table 15 
Principle Axis Factor Analysis of the measures of the Theory of Planned Behaviour Model at Time 1 (N = 350). 
Variable/Item No. F1 F2 F3 F4 F5 F6 F7 F8 F9 
GHQ127 .73 .17 .09 .03 -.05 -.00 .24 -.05 -.04 
GHQ124 .70 .01 .11 .12 .22 .08 .01 -.01 .12 
GHQ126 .69 .11 .11 .05 .02 .15 .07 -.04 -.04 
GHQ129 .68 .06 .03 .10 -.01 .05 .01 .05 .01 
GHQ128 .68 .20 .13 .06 -.14 -.01 .22 .01 -.02 
GHQ121 .66 .09 .13 .10 .05 .08 .05 .06 .11 
GHQ122 .64 .12 .15 .12 .03 .01 .13 -.06 .01 
GHQ120 .64 .02 .10 .16 .07 .04 .07 -.05 .21 
GHQ125 .50 .04 .11 .15 .07 .13 .03 .05 .17 
GHQ123 .58 .08 .19 .11 .04 .06 .16 -.06 .05 
GHQ118 .55 .03 .09 .00 .22 .01 .02 -.07 .07 
GHQ119 .43 .01 .31 .07 .07 .13 -.09 .02 .09 
DTC135 .15 .78 .14 .05 .03 .00 .11 .01 .04 
DTC136 .07 .78 .15 .12 .03 -.05 .04 -.09 -.03 
DTC137 .07 .76 .10 .11 .05 -.11 .02 -.08 .03 
DTC134 .03 .76 .16 .09 -.02 -.02 .04 -.07 .05 
DTC132 .19 .73 .14 .07 -.03 .04 .08 .04 .11 
DTC130 .11 .64 .15 .10 -.00 .07 .16 .04 .10 
DTC131 .15 .59 .23 .09 .06 -.00 .13 .04 .18 
DTC133 -.02 .54 .08 .05 .02 .00 -.04 -.00 .02 
DepSev114 -.28 -.14 -.77 -.01 -.08 -.08 -.08 -.05 -.04 
DepSev113 -.16 -.22 -.75 .02 -.05 -.08 -.11 .03 -.09 
DepSev115 -.22 -.14 -.70 -.05 -.03 -.09 -.13 .01 -.06 
DepSev112 -.14 -.26 -.67 -.01 -.08 -.03 -.09 .05 -.10 
DepSev116 -.14 -.21 -.60 -.08 .08 -.02 -.07 .05 .10 
DepSev117 -.24 -.26 -.58 -.16 -.05 .01 -.06 .05 .02 
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Variable/Item No. F1 F2 F3 F4 F5 F6 F7 F8 F9 
PI106 .09 .04 .09 .81 .08 .11 .07 .04 .01 
PI107 .06 .09 -.02 .68 .11 .02 .08 .09 .04 
PI102 .16 .05 .03 .64 .01 .08 -.07 -.00 .06 
PI103 .14 .15 .02 .53 .15 -.04 .12 -.01 .07 
PI105 .19 .15 .04 .53 .11 .02 .15 .02 .19 
PI104 .03 .09 .06 .45 .07 -.01 .06 -.02 .22 
PP109 .13 .23 .01 .28 -.08 .03 .05 .12 .28 
Intention58 .07 .02 .05 .09 .78 .16 .10 .15 -.04 
Intention59 .09 -.00 -.07 .14 .71 .20 .06 .11 .10 
Intention60 .05 -.00 .04 .14 .52 .17 .13 -.00 -.01 
Intention57 .03 .00 .07 .01 .47 .28 .20 .15 .16 
Attitude44 .11 -.09 .12 .00 .28 .79 .20 .03 .07 
Attitude43 .25 -.06 .07 -.00 .25 .76 .09 .01 .00 
Attitude42 .13 .04 .10 .16 .39 .63 .14 .05 -.05 
Attitude45 .23 .02 .05 .26 .28 .39 .17 .01 .11 
PC49 .23 .10 .18 .06 .19 .22 .67 .02 .00 
PC48 .21 .17 .17 .11 .14 .16 .61 -.08 -.00 
PC/E51 .17 .18 .12 .22 .48 .11 .55 .04 .05 
PC/E50 .23 .07 .13 .18 .26 .13 .50 .06 .13 
PC/E53 .15 .14 .12 .16 .19 .04 .41 -.00 .19 
SN56 -.03 -.07 .00 .02 .24 -.00 -.04 .79 .05 
SN55 -.07 .01 -.06 -.00 .11 .02 .02 .75 .05 
SN54 -.01 -.04 -.03 .09 -.03 .04 .02 .66 .01 
PP110 .24 .14 .09 .34 .08 .06 .04 .07 .62 
PP109 .24 .19 .07 .43 .14 .01 .03 .04 .59 
PP111 .19 .20 .04 .41 .14 .05 .13 .04 .58 

 
GHQ = Wellbeing; DTC = Drug Taking Confidence; DepSev = Severity of Dependence; PI = Personal Involvement; PP = Personal Progress; PC = Perceived 
Control; PC/E = Perceived Competence/Self-Efficacy; Intention = Intention; Attitude = Attitude; SN = Subjective Norm.  
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Appendix 9  -  T1, T2, and T3 Descriptives, Frequency Data, and Percentages of 

Variables in Main Study  

Table 16 
Means, standard deviations, skewness, kurtosis, and Cronbach’s alpha values for Time 
1 predictor and outcome variables (N = 350).  

Variable M SD Skewness Kurtosis Cronbach’s 
Alpha 

SDT Predictor Variables      
   Self Coercion 16.90 2.76 -6.75 1.00 .67 
   Family Coercion 18.02 5.63 -4.51 -2.55 .88 
   Legal Coercion 10.57 6.15 6.70 -1.76 .87 
   Finance Coercion 14.24 5.53 -0.44 -3.38 .83 
   Health Coercion 17.71 4.46 -4.74 -0.44 .74 
   Work Coercion 12.36 5.46 1.81 -3.79 .84 
   Total Coercion 89.79 18.34 -0.53 -1.55 .87 
   AutSupp Family 17.45 6.57 -0.45 -3.42 .87 
   AutSupp Staff 22.86 5.22 -4.18 -1.53 .87 
   Relatedness 18.74 3.83 -3.78 0.58 .80 
   Autonomy 15.02 3.02 -2.38 -1.27 .68 
   Competence/Control 20.13 3.93 -8.00 4.63 .83 
   Amotivation 7.18 3.75 9.30 2.95 .78 
   External Motivation 10.63 4.70 1.47 -4.11 .83 
   Introjected Motivation 14.82 4.08 -6.18 0.41 .73 
   Identified/Integrated M.  24.67 4.93 -7.16 1.87 .88 
TPB Predictor Variables      
   Attitude  18.18 2.48 -11.38 5.84 .81 
   Subjective Norm 13.21 2.14 -10.15 5.57 .78 
   Intention 18.22 2.45 -11.53 8.00 .76 
Outcome Variables      
   Personal Involvement 22.93 4.28 -4.60 3.75 .80 
   Personal Progress 16.12 3.07 -5.76 2.67 .80 
   Treatment Engagement 39.08 6.43 -3.72 1.33 .85 
   Time in Treatment 44.67 32.00 2.42 -5.26 - 
   Severity of Dependence 17.22 6.19 .89 -3.06 .88 
   Wellbeing 35.59 7.73 -4.83 -.52 .90 
   Drug Taking Confidence 22.79 8.37 2.26 -2.73 .90 
Client-Related Variables      
   Age 31.41 8.94 6.94 2.16 - 
   Treatment History 2.61 1.34 3.55 -3.83 - 
   Past Retention Behaviour 2.57 1.78 -0.01 -4.66 - 
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Table 17 
Means, standard deviations, skewness, kurtosis, and Cronbach’s alpha values for Time 
2 predictor and outcome variables (N = 192).  

Variable M SD Skewness Kurtosis Cronbach’s 
Alpha 

SDT Predictor Variables      
   Self Coercion 16.71 2.85 -4.10 -.47 .71 
   Family Coercion 17.39 5.77 -3.19 -1.77 .91 
   Legal Coercion 10.88 6.56 5.11 -1.49 .89 
   Finance Coercion 14.56 5.65 -.38 -2.61 .86 
   Health Coercion 18.05 4.51 -3.57 -.27 .78 
   Work Coercion 13.18 5.88 1.52 -2.75 .88 
   Total Coercion 90.78 20.82 .87 -1.44 .91 
   AutSupp Family 19.38 6.68 -2.53 -1.81 .91 
   AutSupp Staff 24.73 4.41 -3.57 -1.15 .88 
   Relatedness 19.32 3.86 -4.01 1.91 .83 
   Autonomy 15.75 2.85 -3.60 1.08 .72 
   Competence/Control 21.95 2.94 -5.77 1.35 .82 
   Amotivation 6.37 3.66 10.4 8.10 .85 
   External Motivation 9.74 4.48 2.28 -2.39 .84 
   Introjected Motivation 14.63 4.13 -3.53 -1.32 .76 
   Identified/Integrated M.  26.15 4.34 -7.14 3.09 .92 
TPB Predictor Variables      
   Attitude  18.68 2.30 -10.74 7.16 .88 
   Subjective Norm 12.98 2.29 -6.28 1.64 .83 
   Intention 18.57 2.28 -9.37 5.24 .76 
Outcome Variables      
   Treatment Engagement 42.22 5.13 -2.13 -.43 .86 
   Time in Treatment 67.58 23.84 -2.50 -3.20 - 
   Severity of Dependence 14.35 5.89 3.37 -1.00 .90 
   Wellbeing 38.06 7.43 -5.60 1.05 .92 
   Drug Taking Confidence 27.36 8.50 -1.58 -2.43 .92 
   Perceived Training Transfer 37.43 5.80 -2.54 -1.31 .91 
Client-Related Variables      
   Age 32.23 8.93 4.82 .93 - 
   Treatment History 2.58 1.31 3.23 -2.31 - 
   Past Retention Behaviour 2.73 1.83 -.67 -3.61 - 
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Table 18 
Means, standard deviations, skewness, kurtosis, and Cronbach’s alpha values for Time 
3 predictor and outcome variables (N = 109).  

Variable M SD Skewness Kurtosis Cronbach’s 
Alpha 

SDT Predictor Variables      
   Self Coercion 16.23 3.02 -1.77 -1.52 .62 
   Family Coercion 16.06 5.77 -1.22 -2.30 .91 
   Legal Coercion 10.46 6.46 4.23 -.84 .90 
   Finance Coercion 14.43 5.94 -.21 -2.33 .89 
   Health Coercion 18.04 4.75 -3.83 .37 .84 
   Work Coercion 13.67 5.54 .12 -1.89 .88 
   Total Coercion 88.89 19.56 -1.11 -1.13 .89 
Outcome Variables      
   Treatment Engagement 44.54 4.42 -3.33 -.38 .89 
   Time in Treatment 82.33 14.18 -5.67 3.96 - 
   Severity of Dependence 11.92 4.73 3.80 .53 .87 
   Wellbeing 40.26 6.50 -4.02 .47 .91 
   Drug Taking Confidence 31.00 7.34 -.57 .47 .91 
   Perceived Training  Transfer 40.79 5.18 -6.36 3.92 .95 
Client-Related Variables      
   Age 33.17 9.09 3.92 1.06 - 
   Treatment History 2.69 1.31 2.37 -1.96 - 
   Past Retention Behaviour 2.98 1.80 -1.32 -2.61 - 
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Table 19 
Frequency and percentage values of categorical client-related variables at T1  
(N = 350). 

Variable Frequency Percentage 
Therapeutic Community   
   Therapeutic Community 1 76 21.7 
   Therapeutic Community 2 89 25.4 
   Therapeutic Community 3 96 27.4 
   Therapeutic Community 4 11 3.1 
   Therapeutic Community 5 14 4.0 
   Therapeutic Community 6 64 18.3 
Gender   
   Males 247 70.6 
   Females 103 29.4 
Drug of Choice   
   Alcohol Dependent Only 57 16.3 
   Drug Dependent Only 175 50.0 
   Alcohol & Drug Dependent 118 33.7 
Drug Court Order   
   Yes, Drug Court Client 33 9.4 
   No Drug Court Client 317 90.4 
Legal Mandate   
   Yes, Legal Mandate 68 19.1 
   No Legal Mandate 283 80.9 
Criminal History   
   Yes, Criminal History 296 84.6 
   No Criminal History 54 15.4 
Dual Diagnosis   
   Yes, Dual Diagnosis 115 32.9 
   No Dual Diagnosis 235 67.1 
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Table 20 
Frequency and percentage values of categorical client-related variables at T2 
(N = 192). 

Variable Frequency Percentage 
Therapeutic Community   
   Therapeutic Community 1 43 22.4 
   Therapeutic Community 2 48 25.0 
   Therapeutic Community 3 49 25.5 
   Therapeutic Community 4 8 4.2 
   Therapeutic Community 5 6 3.1 
   Therapeutic Community 6 38 19.8 
Gender   
   Males 142 74.0 
   Females 50 26.0 
Drug of Choice   
   Alcohol Dependent Only 31 16.1 
   Drug Dependent Only 94 49.0 
   Alcohol & Drug Dependent 67 34.9 
Drug Court Order   
   Yes, Drug Court Client 21 10.9 
   No Drug Court Client 171 89.1 
Legal Mandate   
   Yes, Legal Mandate 40 20.3 
   No Legal Mandate 153 79.7 
Criminal History   
   Yes, Criminal History 163 84.9 
   No Criminal History 29 15.1 
Dual Diagnosis   
   Yes, Dual Diagnosis 56 29.2 
   No Dual Diagnosis 136 70.8 
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Table 21 
Frequency and percentage values of categorical client-related variables at T3    
(N = 109). 

Variable Frequency Percentage 
Therapeutic Community   
   Therapeutic Community 1 18 16.5 
   Therapeutic Community 2 31 28.4 
   Therapeutic Community 3 30 27.5 
   Therapeutic Community 4 6 5.5 
   Therapeutic Community 5 4 3.7 
   Therapeutic Community 6 20 18.3 
Gender   
   Males 82 75.2 
   Females 27 24.8 
Drug of Choice   
   Alcohol Dependent Only 19 17.4 
   Drug Dependent Only 53 48.6 
   Alcohol & Drug Dependent 37 33.9 
Drug Court Order   
   Yes, Drug Court Client 14 12.8 
   No Drug Court Client 95 87.2 
Legal Mandate   
   Yes, Legal Mandate 27 23.9 
   No Legal Mandate 83 76.1 
Criminal History   
   Yes, Criminal History 93 85.3 
   No Criminal History 16 14.7 
Dual Diagnosis   
   Yes, Dual Diagnosis 34 31.2 
   No Dual Diagnosis 75 68.8 
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Appendix 10  -  Visual Presentation of Main Study Design 

 
Table 22 
Visual presentation of the longitudinal design of the study.  

Wave 1 
(data collected within two weeks of admission) 

N = 350 

Wave 2 
(data collected after two months in treatment) 

N = 192 

Wave 3 
(data collected at program completion) 

N = 109 
1. Perceived Coercion (6 sub-scales) 1. Perceived Coercion (6 sub-scales) 1. Perceived Coercion 
2. Autonomy Support Family 2. Autonomy Support Family 2. Treatment Engagement 
3. Autonomy Support Staff 3. Autonomy Support Staff 3. Severity of Dependence 
4. Attitude 4. Attitude 4. Drug Taking Confidence 
5. Perceived Competence/Control 5. Perceived Competence/Control 5. Wellbeing 
6. Intention 6. Intention 6. Perceived Training Transfer 
7. Perceived Relatedness 7. Perceived Relatedness  
8. Perceived Autonomy 8. Perceived Autonomy  
9. Treatment Motivation 9. Treatment Motivation  
10. Treatment Engagement  10. Treatment Engagement   
11. Severity of Dependence 11. Severity of Dependence  
12. Wellbeing 12. Wellbeing  
13. Drug Taking Confidence 13. Drug Taking Confidence  
14. Demographics 14. Perceived Training Transfer  
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Appendix 11  -  Information Sheet & Consent Form for Main Study 

 
Information Sheet 

 
Title of Project:  Influential Factors and Outcomes of Drug Treatment  
Chief Investigators:  Dr Fran O’Callaghan, & A/Professor Peter Creed 
Investigator:   Stefanie Klag 
Contact:  Stefanie Klag (07) 5552 8360 or 0439 898 316 
 
 
Thank you for agreeing to participate in this research. This project is research towards 
the completion of the Doctor of Philosophy degree (PhD) for Stefanie Klag. The project 
is supervised by the Chief Investigators, Drs Frances O’Callaghan and Peter Creed, who 
have extensive experience in research.  
 
The aim of this study is to explore factors that influence the rehabilitation process from 
drug/alcohol addiction. The results of this study will enable therapeutic communities 
and other drug treatment centres to improve their program and help more residents to 
stay in the program longer.  
 
The research involves filling in a questionnaire at three different points in time during 
your treatment here at this therapeutic community (TC):  
1) at time of entry into this TC (Time 1) 
2) three month after you entered treatment (Time 2), and  
3) at treatment completion (Time 3).  
Questionnaires at Time 1 and Time 2 will take approximately 30-40 minutes to 
complete, while the questionnaire at Time 3 will take about 5-10 minutes to fill in. If 
you decide to drop out of this treatment program at any stage, you will be asked to 
complete a short questionnaire, which takes about 5-10 minutes to complete, before you 
leave the TC.  
 
For the purpose of this research, we would like to obtain information about you from 
your client file here at this therapeutic community.  The information we require is as 
follows: results of urinalyses, date of entry into this TC, referral source, age, gender, 
ethnicity, marital status, child care responsibilities, educational level, employment 
history, drug of choice, criminal history, drug treatment history, and mental health 
status.  
 
Your participation in this project is entirely voluntary. The information you provide will 
be treated with strict confidentiality and will not be disclosed to the staff working at 
this therapeutic community, government agencies, participants’ families or anybody 
else. To ensure the confidentiality of your responses, the questionnaires will be labelled 
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with a non-identifying code. The file linking codes with participants’ names will be held 
in a secure place that is separate from where the questionnaires will be stored. The only 
time you will be asked to state your name on the questionnaire is when you decide to 
drop out of the treatment program on short notice. In this instance a staff member of the 
therapeutic community will ask you to complete the questionnaire. The confidentiality 
of your responses is assured by you sealing the questionnaire, immediately after 
completing it, in the provided envelope.   
 
Please note that you may withdraw from the study at any time and this will not affect 
your treatment at this therapeutic community. Any written reports on the findings from 
this study will describe only information from the group – no participant in this study 
will be identified.  
 
As a sign of appreciation for participants’ time and willingness to take part in this 
project, individuals who agree to participate and to attend further data-collection 
sessions will be placed in a draw for a A$250 gift voucher from a shop of their choice, 
to be drawn at the completion of the study.  
 
In addition to the draw, participants who take part in the entire study (ie, who complete 
questionnaires at Time 1, Time 2, and Time 3) will receive a payment of $20 after 
completing the Time 3 questionnaire.  
 
Griffith University requires that all participants be informed that if they have any 
complaints concerning the manner in which a research project is conducted it may be 
brought to the attention of the researcher, or, if an independent person is preferred, 
either: 
 

The University’s Research Ethics Officer, Office for Research, Bray Centre, 
Griffith University, Kessels Road, Nathan, Qld 4111; Telephone: (07) 38756618 
 
or 
 
The Pro-Vice Chancellor (Administration), Bray Centre, Griffith University, 
Kessels Road, Nathan, Qld 4111; Telephone: (07) 3875 7343. 

 
If you have any further questions, please fee free to ask us now. You can also contact 
Stefanie Klag on (07) 5552 8360 or 0439 898 316.  
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Informed Consent  
 
This form is to be signed by the participant after they have read the information sheet 
and had any questions answered that may have arisen. The consent form is to be given 
back to the researcher after it has been signed.  
 
• I understand that I am not required to participate in this research project if I do not 

wish to do so and that I can withdraw from the study at any time without needing to 
explain my reasons for withdrawing. Withdrawal from the study will not affect my 
treatment at this therapeutic community.  

 
• I understand that feedback will be provided to the participants involved in the study 

should they so request.  
 
• I understand that confidentiality will be maintained at all times. The information 

provided will not be disclosed to the staff working at this therapeutic community, 
government agencies, participants’ families or anybody else.  

 
• I consent for the research team to access the following information from my client 

file here at this therapeutic community: results of all urinalyses, date of entry into 
this TC, referral source, age, gender, ethnicity, marital status, child care 
responsibilities, educational level, employment history, drug of choice, criminal 
history, drug treatment history, and mental health status. 

 
• I understand that I will be asked to state my name on the exit questionnaire of this 

research, should I decide to drop out of the treatment program on short notice.  
 
I have read the Information Sheet and the Consent Form. I agree to participate in the 
project “Influential Factors and Outcomes of Drug Treatment” and give my consent 
freely. I understand that the study will be carried out as described and that I can 
withdraw from the study at any time. All questions have been answered to my 
satisfaction.  
 
 
 
Participant’s Signature: ________________________________ Date:___________ 
 
 
 
Investigator’s Signature: ________________________________ Date: ___________ 
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Appendix 12  -  T1 Questionnaire 

 
 
 
Scales and Questionnaire Items: 
Self Coercion     Item 1 to 4 
Family Coercion    Item 5 to 9 
Legal Coercion    Item 10 to 14 
Finance Coercion    Item 15 to 19 
Health Coercion    Item 20 to 24 
Work Coercion    Item 25 to 29 
Autonomy Support Family   Item 30 to 35 
Autonomy Support Staff   Item 36 to 41 
Attitude     Item 42 to 45 
Perceived Control   Item 46 to 49 
Perceived Competence   Item 50 to 53 
Subjective Norm    Item 54 to 56 
Intention     Item 57 to 60 (Item 60 reversed) 
Treatment History    Item 61 
Past Retention Behaviour  Item 62 
Perceived Autonomy    Item 63, 65(R), 68, 70(R), 71, 74, 76(R) 
Perceived Relatedness   Item 64, 66, 67(R), 69, 72, 73(R), 75(R), 77 
Amotivation     Item 79, 85, 90, 91 
External Motivation    Item 78, 88, 98, 99 
Introjected Motivation   Item 82, 86, 87, 96 
Identified Motivation    Item 83, 84, 92, 97 
Integrated Motivation    Item 94, 95, 100, 101 
Intrinsic Motivation    Item 80, 81, 89, 93 
Personal Involvement    Item 102 to 107 
Personal Progress    Item 108 to 111 
Severity of Dependence   Item 112 to 117 
Wellbeing     Item 118(R) to 129(R) 
Drug Taking Confidence   Item 130 to 137 



 Substance Abuse Treatment 277

 
 
 

CODE (TIME 1): ___________________________ 
    Hello!  

Thank you for agreeing to participate in this research! 
 
The aim of this questionnaire is to provide an accurate picture of what motivates people to enter 
and stay in drug/alcohol treatment, and will help us improve the services provided by 
drug/alcohol treatment agencies.  
 
Everything you report in this questionnaire is completely confidential and will not be shown to 
or discussed with the staff of this therapeutic community, people in the legal system, your 
family or anybody else. The information you provide here will not in any way be used to 
influence your treatment in this therapeutic community. If you have any questions regarding the 
confidentiality of the information you are providing through this questionnaire, please do not 
hesitate and ask now! 
 
This questionnaire contains questions that are related to a number of issues, including: 
1) the pressures you experienced that contributed to you entering this therapeutic community 
2) experiences with your family, people in the legal system and the staff of this therapeutic 

community 
3) your thoughts and feelings about your drug/alcohol treatment in this therapeutic community 

and  
4) your recovery process 
 
When answering the questions, please focus on the thoughts, feelings and experiences you have 
had over the past week! 
 
The questions are answered by circling a number.  
 
For example, if you strongly agree that people should never change their minds, you would 
answer as follows:  
 

1 2 3 4 5 
strongly 
disagree 

somewhat 
disagree 

neither 
agree 
nor 

disagree 

somewhat 
agree 

strongly 
agree 

 
It is very important that you answer every question and that you answer as honestly as possible. 
Remember that your responses are completely confidential! 
 
While you are completing this questionnaire, if you are unsure or have problems answering any 
of the questions, please ask immediately for clarification.  
 
 



Substance Abuse Treatment 278

 
 
 

These questions ask you about the pressures you experienced that contributed to 
you entering this therapeutic community. 

 
I felt pressured to enter this drug/alcohol 

treatment program because… 
 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

1. ….I know that I’m an addict/alcoholic and 
that I need rehab to get off drugs/alcohol 

 

1 2 3 4 5 

2. ….entering this program is my last and 
only hope 

 

1 2 3 4 5 

3. ….I don’t know where else to go and what 
else to do 

 

1 2 3 4 5 

4. ….I feel horrified and ashamed of the 
person I have turned into 

 

1 2 3 4 5 

5. ….my family kept telling me what a bad 
person I have turned into and how messed 
up I am 

 

1 2 3 4 5 

6. ….my family was constantly on my back, 
telling me that I have a drug/alcohol 
problem 

 

1 2 3 4 5 

7. ….my family made me feel guilty by 
telling me how much I hurt them 

 

1 2 3 4 5 

8. ….I was told that I am destroying my 
family through my behaviour 

 

1 2 3 4 5 

9. ….members of my family got upset all the 
time about my drug/alcohol abuse (crying, 
screaming etc.) 

 

1 2 3 4 5 

10. ….I was legally required 
 

1 2 3 4 5 

11. ….I had the choice between jail and rehab 
 

1 2 3 4 5 

12. ….people from the legal system (e.g., 
police) kept knocking on my door, 
threatening me with jail 

 

1 2 3 4 5 

13. ….people in the legal system forced me to 
do this 

 

1 2 3 4 5 

14. ….I didn’t want to do time in jail 
 
 

1 2 3 4 5 

15. ….I’m up to my ears in financial problems 
and don’t know what to do 

 

1 2 3 4 5 

16. ….I wanted to escape people/institutions 
that are after me for money 

 

1 2 3 4 5 

17. ….I have lost all financial support (e.g., 
from family, banks, government 
departments etc. 

1 2 3 4 5 
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I felt pressured to enter this drug/alcohol 
treatment program because… 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

18. ….I have no money to support myself 
 

1 2 3 4 5 

19. ….I’m sick and tired of being in debt 
 

1 2 3 4 5 

20. ….of my bad health 
 

1 2 3 4 5 

21. ….I have had enough of feeling sick all the 
time 

 

1 2 3 4 5 

22. ….….because I am scared of the negative 
consequences on my health if I don’t stop 
using/drinking 

 

1 2 3 4 5 

23. ….because health care professionals (e.g., 
doctors, psychologists etc.) kept telling me 
that I need rehab 

 

1 2 3 4 5 

24. ….people kept telling me how sick I look 
 

1 2 3 4 5 

25. ….I lost my job due to my substance use 
 

1 2 3 4 5 

26. ….my employer threatened to sack me 
 

1 2 3 4 5 

27. ….my colleagues at work kept telling me 
that I need rehab 

 

1 2 3 4 5 

28. ….my work colleagues complained about 
me 

 

1 2 3 4 5 

29. ….I got into a lot of trouble at work 
because of my substance abuse 

 

1 2 3 4 5 

 
 
 
 
 

With regards to my drug/alcohol 
treatment, I feel…… 

 

not at all 
true 

somewhat 
true 

moderately 
true 

pretty 
much true 

completely 
true 

30. … my family provides me with choices 
and options 

 

1 2 3 4 5 

31. …my family understands how I see 
things  

 

1 2 3 4 5 

32. …my family has confidence in my 
ability to overcome my substance abuse 

 

1 2 3 4 5 

33. …my family listens to how I would like 
to do things  

 

1 2 3 4 5 

34. …my family encourages me to discuss 
my thoughts and feelings and shows 
interest in my treatment 

 

1 2 3 4 5 

35. …my family tries to understand how I 
think and feel before suggesting any 
changes  

1 2 3 4 5 
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With regards to my drug/alcohol 
treatment, I feel…… 

 

not at all 
true 

somewhat 
true 

moderately 
true 

pretty 
much true 

completely 
true 

36. … therapeutic community (TC) staff 
provide me with choices and options  

 

1 2 3 4 5 

37. … TC staff understand how I see things 
 

1 2 3 4 5 

38. … TC staff have confidence in my 
ability to overcome my substance abuse 

 

1 2 3 4 5 

39. … TC staff listen to how I would like 
to do things  

 

1 2 3 4 5 

40. … TC staff encourage me to discuss 
my thoughts and feelings and to ask 
questions  

 

1 2 3 4 5 

41. … TC staff try to understand how I 
think and feel before suggesting any 
changes 

1 2 3 4 5 

 

 
Okay, 
what’s 
next?  

 
                                                                                      

 
Staying in drug/alcohol treatment until I successfully graduate from the program 

is: 
 

undesirable somewhat  undesirable neutral somewhat  desirable desirable 42. 
1 2 3 4 5 
 

worthless somewhat  worthless neutral somewhat  valuable valuable 43. 
1 2 3 4 5 
 

harmful somewhat  harmful neutral somewhat  beneficial beneficial 44. 
1 2 3 4 5 
 

boring somewhat  boring neutral somewhat  interesting interesting 45.  
1 2 3 4 5 
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46. Whether or not I stay in treatment until I successfully graduate from the program is completely 

up to me: 
 

1 2 3 4 5 
strongly 
disagree 

somewhat 
disagree 

neither agree 
nor disagree 

somewhat 
agree 

strongly 
 agree 

 
47. The number of events outside my control which could prevent me from staying in treatment until 

I graduate from the program are: 
 

1 2 3 4 5 
None a few some quite a lot numerous 

 
 

48. How much personal control do you believe you have over staying in treatment until you graduate 
successfully from the program? 

 
1 2 3 4 5 
no 

control 
some 

control 
moderate 
control 

a lot of 
control 

complete 
control 

 
 

49. I feel that I am in control over staying in treatment until I graduate successfully from the 
program 

 
1 2 3 4 5 

strongly 
disagree 

somewhat 
disagree 

neither agree 
nor disagree 

somewhat 
agree 

strongly 
 agree 

 
 

50. I feel capable of engaging in the tasks and activities required by the treatment program: 
 

1 2 3 4 5 
not at all   

true 
somewhat  

true 
moderately 

true 
pretty much 

true 
completely 

true 
 
 

51. I feel confident in my ability to remain in treatment for as long as necessary to graduate 
successfully from the program:  

 
1 2 3 4 5 

not at all   
true 

somewhat  
true 

moderately 
true 

pretty much 
true 

completely 
true 

 
 

52. I have been able to learn interesting and useful new skills in this TC that help me to overcome 
my substance abuse problem. 

 
1 2 3 4 5 

not at all   
true 

somewhat  
true 

moderately 
true 

pretty much 
true 

completely 
true 

 
 

53. I feel capable of following the rules of this therapeutic community program.  
 

1 2 3 4 5 
not at all   

true 
somewhat  

true 
moderately 

true 
pretty much 

true 
completely 

true 
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 strongly 

disagree 
somewhat 
disagree 

 
 

neither 
agree nor 
disagree 

somewhat 
agree 

strongly 
agree 

54. Most people who are important to me think 
that I should be in treatment for my 
drug/alcohol problem 

 

1 2 3 4 5 

55. The people who are important to me expect 
me to be in treatment for my drug/alcohol 
problem until I successfully graduate from 
the program 

 

1 2 3 4 5 

56. The people in my life whose opinions I 
value want me to be in treatment until I 
successfully graduate from the program 

 

1 2 3 4 5 

57. I intend to overcome my substance abuse 
problem with the help of the treatment 
program 

 

1 2 3 4 5 

58. I intend to remain in treatment until I 
successfully graduate from the program 

 

1 2 3 4 5 

59. I intend to do everything I can while I am 
in treatment to graduate from the program 
successfully 

 

1 2 3 4 5 

60. I intend to drop out of the treatment 
program 

 

1 2 3 4 5 

 
 
 

61. How much treatment have you had for your drug/alcohol problem before entering this 
therapeutic community (eg., residential treatment, outclient treatment, counselling, treatment by 
general practitioner/psychologist/psychiatrist etc.)?  

 
1 2 3 4 5 

none some a fair bit quite a lot a great deal 
 

If you have answered Question 61 with “none”, please go straight to Question 63. 
 
 
 

62. When thinking about your best treatment effort, how successful were you in completing that 
treatment program!  

 
1 2 3 4 5 

dropped out  
within first  

few days 
 

completed  
some of the 

program 

completed 
 a fair bit of the 

program 

almost  
completed  

the program 

completed the 
program 
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In this therapeutic community…. not at all 

true 
somewhat 

true 
moderately 

true 
pretty 

much true 
completely 

true 
  

63. …I feel that I have a lot of input in my 
recovery process 

1 2 3 4 5 

 
64. …I really like the staff and residents  1 2 3 4 5 

 
65. …I feel pressured by people (i.e., staff 

and/or residents)  
1 2 3 4 5 

 
66. …I get along with most people  1 2 3 4 5 

 
67. …I pretty much keep to myself  1 2 3 4 5 

 
68. …I am free to express my ideas and 

opinions  
1 2 3 4 5 

 
69. …I consider the people I interact with to be 

my friends 
1 2 3 4 5 

 
70. …I have to do what I am told 1 2 3 4 5 

 
71. …my feelings are taken into consideration  1 2 3 4 5 

 
72. …people care about me 1 2 3 4 5 

 
73. …there are not many people that I am close 

to 
1 2 3 4 5 

 
74. …I feel that I can pretty much be myself  1 2 3 4 5 

 
75. …the people I interact with do not seem to 

like me much 
1 2 3 4 5 

 
76. …there is not much opportunity for me to 

decide for myself how to go about my  
recovery in this TC 

1 2 3 4 5 

 
77. …people are pretty friendly towards me 1 2 3 4 5 

 
 

Hey, I’m half 
way!!! 
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To what extent do each of the following statements explain why you are in 
treatment? 

 
I am in drug/alcohol treatment…… does not 

explain it 
at all 

 

explains it 
somewhat 

explains it 
moderately 

explains it 
quite well 

explains it 
exactly 

78. Because other people think that it’s a 
good idea 

 

1 2 3 4 5 

79. Honestly, I really cannot understand 
what I can get from it 

 

1 2 3 4 5 

80. Because of the pleasure I experience 
when I feel completely absorbed in a 
therapy session 

 

1 2 3 4 5 

81. For the satisfaction that I experience 
when I achieve my personal goals  

 

1 2 3 4 5 

82. Because I would feel guilty if I was 
not doing anything about my 
substance abuse problem 

 

1 2 3 4 5 

83. Because I would like to make 
changes to my current situation 

 

1 2 3 4 5 

84. Because I believe that eventually 
getting off drugs/alcohol will allow 
me to feel better 

 

1 2 3 4 5 

85. I once had good reason for going to 
therapy for my substance abuse 
problem, however, now I wonder 
whether I should stop  

 

1 2 3 4 5 

86. Because I would feel bad about 
myself if I didn't continue  

 

1 2 3 4 5 

87. Because I should not take 
drugs/alcohol 

 

1 2 3 4 5 

88. Because my friends think I should be 
in therapy for my substance abuse 
problem 

 

1 2 3 4 5 

89. Because I experience pleasure and 
satisfaction when I learn new things 
about myself that I didn’t know 
before 

 

1 2 3 4 5 

90. I wonder what I am doing in therapy; 
actually I find it boring 

 

1 2 3 4 5 

91. I don’t know, I never really thought 
about it before 

 

1 2 3 4 5 

92. Because I believe that therapy will 
allow me to overcome my substance 
abuse problem 

 

1 2 3 4 5 



 Substance Abuse Treatment 285

I am in drug/alcohol treatment…… does not 
explain it 

at all 
 

explains it 
somewhat 

explains it 
moderately 

explains it 
quite well 

explains it 
exactly 

93. Because of the interest I have in 
understanding more about myself 

  

1 2 3 4 5 

94. Because through therapy I have come 
to see that I can overcome my 
substance abuse problem 

 

1 2 3 4 5 

95. Because through therapy I feel that I 
can now take responsibility for 
making changes in my life 

 

1 2 3 4 5 

96. Because it is important for clients to 
remain in therapy until it is finished 

 

1 2 3 4 5 

97. Because I believe it is a good thing to 
do to find solutions to my problem 

 

1 2 3 4 5 

98. To satisfy people close to me who 
want me to get help for my current 
situation 

 

1 2 3 4 5 

99. Because I don’t want to upset people 
close to me who want me to be in 
therapy for my substance abuse 
problem 

 

1 2 3 4 5 

100. Because I feel that changes that are 
taking place through therapy are 
becoming part of me 

 

1 2 3 4 5 

101. Because I value the way therapy 
allows me to make changes in my life 

1 2 3 4 5 

 
 
 
 
 
 
 

 
In this therapeutic community…. 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

102. …I feel and show concern about 
group members 

 

1 2 3 4 5 

103. …I accept being confronted by 
other group members 

 

1 2 3 4 5 

104. …I use the group to confront 
others about feelings 

 

1 2 3 4 5 

105. …I am willing to talk about my 
feelings in the group 

 

1 2 3 4 5 

106. …I say things to give support and 
understanding to others in the 
group 

 
 

1 2 3 4 5 
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In this therapeutic community…. 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

107. …I give honest feedback to others 
in the group 

 

1 2 3 4 5 

108. …I understand my feelings and 
how they can influence behaviour 

 

1 2 3 4 5 

109. …I make progress with my 
drug/alcohol problem 

 

1 2 3 4 5 

110. …I make progress with my 
emotional or psychological issues 

 

1 2 3 4 5 

111. …I make progress toward my 
treatment goals 

 

1 2 3 4 5 

 
 
 
 
 
In the last week, how often….. 
 

never rarely sometimes often always 

112. …have you thought about having 
drugs/alcohol? 

 

1 2 3 4 5 

113. …have you found it difficult to stop 
yourself thinking about taking 
drugs/alcohol? 

 

1 2 3 4 5 

114. …was the craving for drugs/alcohol so 
strong that you could not concentrate on 
the activities that you were meant to do 
during the day? 

 

1 2 3 4 5 

115. …have you felt that your need to take 
drugs/alcohol was too strong to control? 

 

1 2 3 4 5 

116. …did you worry about a lapse/relapse? 
 

1 2 3 4 5 

117. …did you find it difficult to cope with 
the idea of a life without drugs/alcohol? 

1 2 3 4 5 

 
 
 
 
 
Over the last week, including today have you….. 

 
118. …been able to concentrate on whatever you 

were doing? 
 

better than 
usual 

1 
 

same as 
usual 

2 

less than  
usual 

3 

much less 
than usual 

4 

119. …lost much sleep over thinking about money? 
 

not at  
all 
1 
 

no more 
than usual 

2 

rather more  
than usual 

3 

much more 
than usual 

4 

120. …felt that you were playing a useful part in 
things? 

 
 

more so 
than usual 

1 
 

same as 
usual 

2 

less than 
usual 

3 

much less 
than usual 

4 
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Over the last week, including today have you….. 
 

121. …felt capable of making decisions about 
things? 

more so 
than usual 

same as 
usual 

less than  much less 
than usual usual 

1 2 3 4   
122. …felt constantly under strain? not at  no more 

than usual 
rather more  
than usual 

much more  
than usual all  1 2 3 4 

 
123. …felt you couldn’t overcome your 

difficulties? 
not at  no more 

than usual 
rather more  
than usual 

much more  
than usual all 

1 2 3 4   
124. …been able to enjoy your normal day-to-day 

activities? 
more so 

than usual 
same as 

usual 
less than much less 

than usual usual 
1 2 3 4   

125. …been able to face up to your problems? more so 
than usual 

same as 
usual 

less than much less 
than usual usual  1 2 3 4   

126. …been feeling unhappy and depressed? not at  no more 
than usual 

rather more  
than usual 

much more  
than usual all  1 2 3 4 

 
127. …been losing confidence in yourself? not at  no more 

than usual 
rather more  
than usual 

much more  
than usual all  1 2 3 4 

 
128. …been thinking of yourself as a worthless 

person? 
not at  no more 

than usual 
rather more  
than usual 

much more  
than usual all 

1 2 3 4   
129. …been feeling reasonably happy, all things 

considered? 
more so 

than usual 
same as 

usual 
less than much less 

than usual usual 
1 2 3 4   

 
 
 almost 

there…… 
 
 
 

 
 
 
 
 

I am confident that I would be able to 
resist the urge to use drugs/drink 

heavily… 

not at all 
confident 

somewhat 
confident 

moderately  
confident 

quite 
confident 

very 
confident 

 
130. …if I had trouble sleeping 1 2 3 4 5 

 
131. …if I remembered something good that had 

happened 
1 2 3 4 5 

 
132. …if I were angry at the way things had 

turned out 
1 2 3 4 5 
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I am confident that I would be able to 
resist the urge to use drugs/drink 

heavily… 
 

not at all 
confident 

somewhat 
confident 

moderately  
confident 

quite 
confident 

very 
confident 

133. …if I wanted to find out whether I could 
drink/use drugs occasionally without getting 
hooked 

 

1 2 3 4 5 

134. …if I unexpectedly found some 
drugs/booze or happened to see something 
that reminded me of using/drinking 

 

1 2 3 4 5 

135. …if other people treated me unfairly or 
interfered with my plans 

 

1 2 3 4 5 

136. …if I were out with friends and they kept 
suggesting we go somewhere and use 
drugs/drink alcohol 

 

1 2 3 4 5 

137. …if I wanted to celebrate with a friend 1 2 3 4 5 

 
 

138. What is your gender?  
 

        Male    Female    
 
 
 
139. How old are you? __________years 

 
 
 

140. Did you enter this treatment facility because of a legal mandate?         
 

Yes             No  
 
 
 

141. Are you a drug court client?    
  

Yes             No  
  
 

142. What is your drug of choice:  
 

a) Alcohol     g) Opiates   
b) Amphetamines     h) Hallucinogens   
c) Benzodiazepines    i) Ecstasy    
d) Other Tranquilizers    j) Steroids    
e) Cannabis     k) Polysubstances   
f) Cocaine     l) Other (specify) _______________ 

 
 

143. What types of crimes have you committed? 
a) Violent Offences   
b) Non-Violent Offences   
c) Not Applicable   
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144. Have you been diagnosed with a mental problem other than your substance abuse problem? 
 
 Yes   No  
 
 
       145. If you have answered question 196 with ‘yes’, please specify the second diagnosis you have  
               been given? 
 

______________________________________________________ 
 
 
 
 
 
 

  Hey, finished….!!!! 

 
 
 
 
 
 

 
Thank you very much for your participation!!!!! 
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Appendix 13  -  T2 Questionnaire 

 
 
 
Scales and Questionnaire Items: 
Self Coercion     Item 1 to 4 
Family Coercion    Item 5 to 9 
Legal Coercion    Item 10 to 14 
Finance Coercion    Item 15 to 19 
Health Coercion    Item 20 to 24 
Work Coercion    Item 25 to 29 
Autonomy Support Family   Item 30 to 35 
Autonomy Support Staff   Item 36 to 41 
Attitude     Item 42 to 45 
Perceived Control   Item 46 to 49 
Perceived Competence   Item 50 to 53 
Subjective Norm    Item 54 to 56 
Intention     Item 57 to 60 (Item 60 reversed) 
Perceived Autonomy   Item 61, 63(R), 66, 68(R), 69, 72, 74(R) 
Perceived Relatedness   Item 62, 64, 65(R), 67, 70, 71(R), 73(R), 75 
Amotivation    Item 77, 83, 88, 89 
External Motivation    Item 76, 86, 96, 97 
Introjected Motivation   Item 80, 84, 85, 94 
Identified Motivation    Item 81, 82, 90, 95 
Integrated Motivation    Item 92, 93, 98, 99 
Intrinsic Motivation    Item 78, 79, 87, 91  
Personal Involvement    Item 100 to 105 
Personal Progress    Item 106 to 109 
Severity of Dependence   Item 110 to 115 
Wellbeing     Item 116 to 127 
Drug Taking Confidence   Item 128 to 135 
Perceived Training Transfer  Item 136 to 144
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 Hello 

Again!!! 
CODE (TIME 2): ____________________________ 

  

Thank you for continuing to participate in this research! 
 
The aim of this questionnaire is to provide an accurate picture of what motivates people 
to enter and stay in drug/alcohol treatment, and will help us improve the services 
provided by drug/alcohol treatment agencies.  
 
Everything you report in this questionnaire is completely confidential and will not be 
shown to or discussed with the staff of this therapeutic community, people in the legal 
system, your family or anybody else. The information you provide here will not in any 
way be used to influence your treatment in this therapeutic community. If you have any 
questions regarding the confidentiality of the information you are providing through this 
questionnaire, please do not hesitate and ask now! 
 
This questionnaire contains questions that are related to a number of issues, including: 
5) the pressures you experienced that contributed to you entering this therapeutic 

community 
6) experiences with your family, people in the legal system and the staff of this 

therapeutic community 
7) your thoughts and feelings about your drug/alcohol treatment in this therapeutic 

community and  
8) your recovery process 
 
When answering the questions, please focus on the thoughts, feelings and experiences 
you have had over the past week! 
 
The questions are answered by circling a number.  
 
For example, if you strongly agree that people should never change their minds, you 
would answer as follows:  
 

1 2 3 4 5 
strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

somewhat 
agree 

strongly 
agree 

 
It is very important that you answer every question as honestly as possible. Remember 
that your answers are completely confidential.  
 
While answering this questionnaire, if you are unsure or have problems answering any 
of the questions, please ask immediately for clarification.  
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These questions ask you about the pressures you experienced that contributed to 
you entering this therapeutic community. 

 
I felt pressured to enter this drug/alcohol 

treatment program because… 
 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

1. ….I know that I’m an addict/alcoholic and 
that I need rehab to get off drugs/alcohol 

 

1 2 3 4 5 

2. ….entering this program is my last and 
only hope 

 

1 2 3 4 5 

3. ….I don’t know where else to go and what 
else to do 

 

1 2 3 4 5 

4. ….I feel horrified and ashamed of the 
person I have turned into 

 

1 2 3 4 5 

5. ….my family kept telling me what a bad 
person I have turned into and how messed 
up I am 

 

1 2 3 4 5 

6. ….my family was constantly on my back, 
telling me that I have a drug/alcohol 
problem 

 

1 2 3 4 5 

7. ….my family made me feel guilty by 
telling me how much I hurt them 

 

1 2 3 4 5 

8. ….I was told that I am destroying my 
family through my behaviour 

 

1 2 3 4 5 

9. ….members of my family got upset all the 
time about my drug/alcohol abuse (crying, 
screaming etc.) 

 

1 2 3 4 5 

10. ….I was legally required 
 

1 2 3 4 5 

11. ….I had the choice between jail and rehab 
 

1 2 3 4 5 

12. ….people from the legal system (e.g., 
police) kept knocking on my door, 
threatening me with jail 

 

1 2 3 4 5 

13. ….people in the legal system forced me to 
do this 

 

1 2 3 4 5 

14. ….I didn’t want to do time in jail 
 

1 2 3 4 5 

15. ….I’m up to my ears in financial problems 
and don’t know what to do 

 

1 2 3 4 5 

16. ….I wanted to escape people/institutions 
that are after me for money 

 

1 2 3 4 5 

17. ….I have lost all financial support (e.g., 
from family, banks, government 
departments etc.) 

 

1 2 3 4 5 
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I felt pressured to enter this drug/alcohol 
treatment program because… 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

18. ….I have no money to support myself 
 

1 2 3 4 5 

19. ….I’m sick and tired of being in debt 
 

1 2 3 4 5 

20. ….of my bad health 
 

1 2 3 4 5 

21. ….I have had enough of feeling sick all the 
time 

 

1 2 3 4 5 

22. ….….because I am scared of the negative 
consequences on my health if I don’t stop 
using/drinking 

 

1 2 3 4 5 

23. ….because health care professionals (e.g., 
doctors, psychologists etc.) kept telling me 
that I need rehab 

 

1 2 3 4 5 

24. ….people kept telling me how sick I look 
 

1 2 3 4 5 

25. ….I lost my job due to my substance use 
 

1 2 3 4 5 

26. ….my employer threatened to sack me 
 

1 2 3 4 5 

27. ….my colleagues at work kept telling me 
that I need rehab 

 

1 2 3 4 5 

28. ….my work colleagues complained about 
me 

 

1 2 3 4 5 

29. ….I got into a lot of trouble at work 
because of my substance abuse 

 

1 2 3 4 5 

 
 
 
 
 
 

With regards to my drug/alcohol 
treatment, I feel…… 

 

not at all 
true 

somewhat 
true 

moderately 
true 

pretty 
much true 

completely 
true 

30. … my family provides me with choices 
and options 

 

1 2 3 4 5 

31. …my family understands how I see 
things  

 

1 2 3 4 5 

32. …my family has confidence in my 
ability to overcome my substance abuse 

 

1 2 3 4 5 

33. …my family listens to how I would like 
to do things  

 

1 2 3 4 5 

34. …my family encourages me to discuss 
my thoughts and feelings and shows 
interest in my treatment 

 
 
 

1 2 3 4 5 
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With regards to my drug/alcohol 
treatment, I feel…… 

not at all 
true 

somewhat 
true 

moderately 
true 

pretty 
much true 

completely 
true 

 
35. …my family tries to understand how I 

think and feel before suggesting any 
changes  

1 2 3 4 5 

 
36. … therapeutic community (TC) staff 

provide me with choices and options  
1 2 3 4 5 

 
37. … TC staff understand how I see things 1 2 3 4 5 

 
38. … TC staff have confidence in my 

ability to overcome my substance abuse 
1 2 3 4 5 

 
39. … TC staff listen to how I would like 

to do things  
1 2 3 4 5 

 
40. … TC staff encourage me to discuss 

my thoughts and feelings and to ask 
questions  

1 2 3 4 5 

 
41. … TC staff try to understand how I 

think and feel before suggesting any 
changes 

1 2 3 4 5 

 

 

 
Okay, 
what’s 
next? 

 
                                                                                      
 

 
 
 
 
 

 
Staying in drug/alcohol treatment until I successfully graduate from the program 

is: 
 

undesirable somewhat  undesirable neutral somewhat  desirable desirable 42. 
1 2 3 4 5 
 

worthless somewhat  worthless neutral somewhat  valuable valuable 43.  
1 2 3 4 5 
 

harmful somewhat  harmful neutral somewhat  beneficial beneficial 44. 
1 2 3 4 5 
 

boring somewhat  boring neutral somewhat  interesting interesting 45. 
1 2 3 4 5 
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46. Whether or not I stay in treatment until I successfully graduate from the program is completely 
up to me: 

 
1 2 3 4 5 

strongly 
disagree 

somewhat 
disagree 

neither agree 
nor disagree 

somewhat 
agree 

strongly 
 agree 

 
 

47. The number of events outside my control which could prevent me from staying in treatment until 
I  
graduate from the program are: 

 
1 2 3 4 5 

none a few some quite a lot numerous 
 
 

48. How much personal control do you believe you have over staying in treatment until you graduate  
successfully from the program? 

 
1 2 3 4 5 
no 

control 
some 

control 
moderate 
control 

a lot of 
control 

complete 
control 

 
 

49. I feel that I am in control over staying in treatment until I graduate successfully from the 
program 

 
1 2 3 4 5 

strongly 
disagree 

somewhat 
disagree 

neither agree 
nor disagree 

somewhat 
agree 

strongly 
 agree 

 
 

50. I feel capable of engaging in the tasks and activities required by the treatment program: 
 

1 2 3 4 5 
not at all   

true 
somewhat  

true 
moderately 

true 
pretty much 

true 
completely 

true 
 
 

51. I feel confident in my ability to remain in treatment for as long as necessary to graduate 
successfully from the program:  

 
1 2 3 4 5 

not at all   
true 

somewhat  
true 

moderately 
true 

pretty much 
true 

completely 
true 

 
 

52. I have been able to learn interesting and useful new skills in this TC that help me to overcome 
my  
substance abuse problem. 

 
1 2 3 4 5 

not at all   
true 

somewhat  
true 

moderately 
true 

pretty much 
true 

completely 
true 

 
 

53. I feel capable of following the rules of this therapeutic community program.  
 

1 2 3 4 5 
not at all   

true 
somewhat  

true 
moderately 

true 
pretty much 

true 
completely 

true 
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 strongly 
disagree 

somewhat 
disagree 

 
 

neither 
agree nor 
disagree 

somewhat 
agree 

strongly 
agree 

54. Most people who are important to me think 
that I should be in treatment for my 
drug/alcohol problem 

 

1 2 3 4 5 

55. The people who are important to me expect 
me to be in treatment for my drug/alcohol 
problem until I successfully graduate from 
the program 

 

1 2 3 4 5 

56. The people in my life whose opinions I 
value want me to be in treatment until I 
successfully graduate from the program 

 

1 2 3 4 5 

57. I intend to overcome my substance abuse 
problem with the help of the treatment 
program 

 

1 2 3 4 5 

58. I intend to remain in treatment until I 
successfully graduate from the program 

 

1 2 3 4 5 

59. I intend to do everything I can while I am 
in treatment to graduate from the program 
successfully 

 

1 2 3 4 5 

60. I intend to drop out of the treatment 
program 

 

1 2 3 4 5 

 
 
 
 
 

In this therapeutic community…. 
 

not at all 
true 

 

somewhat 
true 

moderately 
true 

pretty 
much true 

completely 
true 

61. …I feel that I have a lot of input in my 
recovery process 

 

1 2 3 4 5 

62. …I really like the staff and residents  
 

1 2 3 4 5 

63. …I feel pressured by people (i.e., staff 
and/or residents)  

 

1 2 3 4 5 

64. …I get along with most people  
 

1 2 3 4 5 

65. …I pretty much keep to myself  
 

1 2 3 4 5 

66. …I am free to express my ideas and 
opinions  

 

1 2 3 4 5 

67. …I consider the people I interact with to be 
my friends 

 

1 2 3 4 5 

68. …I have to do what I am told 
 

1 2 3 4 5 

69. …my feelings are taken into consideration  
 

1 2 3 4 5 

70. …people care about me 
 

 

1 2 3 4 5 
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In this therapeutic community…. not at all 
true 

somewhat 
true 

moderately 
true 

pretty 
much true 

completely 
true 

  
71. …there are not many people that I am close  1 2 3 4 5 
        to 

 
72. …I feel that I can pretty much be myself  1 2 3 4 5 

 
73. …the people I interact with do not seem to 

like me much 
1 2 3 4 5 

 
74. …there is not much opportunity for me to 

decide for myself how to go about my  
recovery in this TC 

1 2 3 4 5 

 
75. …people are pretty friendly towards me 1 2 3 4 5 

 
 
 
 

 
 
 

Hey, I’m half 
way!!! 

 
 

To what extent do each of the following statements explain why you are in 
treatment? 

 
 
I am in drug/alcohol treatment…… does not 

explain it 
at all 

explains it 
somewhat 

explains it 
moderately 

explains it 
quite well 

explains it 
exactly 

 
76. Because other people think that it’s a 

good idea 
1 2 3 4 5 

 
77. Honestly, I really cannot understand 

what I can get from it 
1 2 3 4 5 

 
78. Because for the pleasure I experience 

when I feel completely absorbed in a 
therapy session 

1 2 3 4 5 

 
79. For the satisfaction that I experience 

when I achieve my personal goals  
1 2 3 4 5 

 
80. Because I would feel guilty if I was 

not doing anything about my 
substance abuse problem 

1 2 3 4 5 

 
81. Because I would like to make 

changes to my current situation 
1 2 3 4 5 
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I am in drug/alcohol treatment…… does not 
explain it 

at all 
 

explains it 
somewhat 

explains it 
moderately 

explains it 
quite well 

explains it 
exactly 

82. Because I believe that eventually 
getting off drugs/alcohol will allow 
me to feel better 

 

1 2 3 4 5 

83. I once had good reason for going to 
therapy for my substance abuse 
problem, however, now I wonder 
whether I should stop  

 

1 2 3 4 5 

84. Because I would feel bad about 
myself if I didn't continue  

 

1 2 3 4 5 

85. Because I should not take 
drugs/alcohol 

 

1 2 3 4 5 

86. Because my friends think I should be 
in therapy for my substance abuse 
problem 

 

1 2 3 4 5 

87. Because I experience pleasure and 
satisfaction when I learn new things 
about myself that I didn’t know 
before 

 

1 2 3 4 5 

88. I wonder what I am doing in therapy; 
actually I find it boring 

 

1 2 3 4 5 

89. I don’t know, I never really thought 
about it before 

 

1 2 3 4 5 

90. Because I believe that therapy will 
allow me to overcome my substance 
abuse problem 

 

1 2 3 4 5 

91. Because of the interest I have in 
understanding more about myself 

  

1 2 3 4 5 

92. Because through therapy I have come 
to see that I can overcome my 
substance abuse problem 

 

1 2 3 4 5 

93. Because through therapy I feel that I 
can now take responsibility for 
making changes in my life 

 

1 2 3 4 5 

94. Because it is important for clients to 
remain in therapy until it is finished 

 

1 2 3 4 5 

95. Because I believe it is a good thing to 
do to find solutions to my problem 

 

1 2 3 4 5 

96. To satisfy people close to me who 
want me to get help for my current 
situation 

 
 

 

1 2 3 4 5 
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I am in drug/alcohol treatment…… does not 
explain it 

at all 
 

explains it 
somewhat 

explains it 
moderately 

explains it 
quite well 

explains it 
exactly 

97. Because I don’t want to upset people 
close to me who want me to be in 
therapy for my substance abuse 
problem 

 

1 2 3 4 5 

98. Because I feel that changes that are 
taking place through therapy are 
becoming part of me 

 

1 2 3 4 5 

99. Because I value the way therapy 
allows me to make changes in my life 

1 2 3 4 5 

 
 

 
 

 
In this therapeutic community…. 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

100. …I feel and show concern about 
group members 

 

1 2 3 4 5 

101. …I accept being confronted by 
other group members 

 

1 2 3 4 5 

102. …I use the group to confront 
others about feelings 

 

1 2 3 4 5 

103. …I am willing to talk about my 
feelings in the group 

 

1 2 3 4 5 

104. …I say things to give support and 
understanding to others in the 
group 

 

1 2 3 4 5 

105. …I give honest feedback to others 
in the group 

 

1 2 3 4 5 

106. …I understand my feelings and 
how they can influence behaviour 

 

1 2 3 4 5 

107. …I make progress with my 
drug/alcohol problem 

 

1 2 3 4 5 

108. …I make progress with my 
emotional or psychological issues 

 

1 2 3 4 5 

109. …I make progress toward my 
treatment goals 

 

1 2 3 4 5 
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In the last week, how often….. 
 

never rarely sometimes often always 

110. …have you thought about having 
drugs/alcohol? 

 

1 2 3 4 5 

111. …have you found it difficult to stop 
yourself thinking about taking 
drugs/alcohol? 

 

1 2 3 4 5 

112. …was the craving for drugs/alcohol so 
strong that you could not concentrate on 
the activities that you were meant to do 
during the day? 

 

1 2 3 4 5 

113. …have you felt that your need to take 
drugs/alcohol was too strong to control? 

 

1 2 3 4 5 

114. …did you worry about a lapse/relapse? 
 

1 2 3 4 5 

115. …did you find it difficult to cope with 
the idea of a life without drugs/alcohol? 

1 2 3 4 5 

 
 

 
 
 
 

Over the last week, including today have you….. 
 

116. …been able to concentrate on whatever you 
were doing? 

 

better than 
usual 

1 
 

same as 
usual 

2 

less than  
usual 

3 

much less 
than usual 

4 

117. …lost much sleep over thinking about money? 
 

not at  
all 
1 
 

no more 
than usual 

2 

rather more  
than usual 

3 

much more 
than usual 

4 

118. …felt that you were playing a useful part in 
things? 

 

more so 
than usual 

1 

same as 
usual 

2 

less than 
usual 

3 

much less 
than usual 

4 

119. …felt capable of making decisions about 
things? 

 

more so 
than usual 

1 
 

same as 
usual 

2 

less than  
usual 

3 

much less 
than usual 

4 

120. …felt constantly under strain? 
 

not at  
all 
1 
 

no more 
than usual 

2 

rather more  
than usual 

3 

much more  
than usual 

4 

121. …felt you couldn’t overcome your 
difficulties? 

 

not at  
all 
1 
 

no more 
than usual 

2 

rather more  
than usual 

3 

much more  
than usual 

4 

122. …been able to enjoy your normal day-to-day 
activities? 

 

more so 
than usual 

1 
 

same as 
usual 

2 

less than 
usual 

3 

much less 
than usual 

4 

123. …been able to face up to your problems? 
 
 

more so 
than usual 

1 
 

same as 
usual 

2 

less than 
usual 

3 

much less 
than usual 

4 

124. …been feeling unhappy and depressed? 
 

not at  
all 
1 
 

no more 
than usual 

2 

rather more  
than usual 

3 

much more  
than usual 

4 

125. …been losing confidence in yourself? 
 
 
 

not at  
all 
1 
 

no more 
than usual 

2 

rather more  
than usual 

3 

much more  
than usual 

4 
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Over the last week, including today have you….. 
 

126. …been thinking of yourself as a worthless 
person? 

not at  no more 
than usual 

rather more  
than usual 

much more  
than usual all 

1 2 3 4   
127. …been feeling reasonably happy, all things 

considered? 
more so 

than usual 
same as 

usual 
less than much less 

than usual usual 
1 2 3 4   

 
 
 
 
 almost 

there…… 
 
 
 

 
 
 
 

I am confident that I would be able to 
resist the urge to use drugs/drink 

heavily… 

not at all 
confident 

somewhat 
confident 

moderately  
confident 

quite 
confident 

very 
confident 

 
128. …if I had trouble sleeping 1 2 3 4 5 

 
129. …if I remembered something good that had 

happened 
1 2 3 4 5 

 
130. …if I were angry at the way things had 

turned out 
1 2 3 4 5 

 
131. …if I wanted to find out whether I could 

drink/use drugs occasionally without getting 
hooked 

1 2 3 4 5 

 
132. …if I unexpectedly found some 

drugs/booze or happened to see something 
that reminded me of using/drinking 

1 2 3 4 5 

 
133. …if other people treated me unfairly or 

interfered with my plans 
1 2 3 4 5 

 
134. …if I were out with friends and they kept 

suggesting we go somewhere and use 
drugs/drink alcohol 

1 2 3 4 5 

 
135. …if I wanted to celebrate with a friend 1 2 3 4 5 
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These questions ask you about what you have learned in this TC 

 
 strongly 

disagree 
somewhat 
disagree 

neither 
agree nor 
disagree 

somewhat 
agree 

strongly 
agree  

  
 

136. I am able to transfer the skills I have learned in this 
therapeutic community (TC) to many areas of my 
life 

1 2 3 4 5 

 
137. People outside this TC (e.g., family, friends, and/or 

colleagues) have told me that my behaviour has 
improved through being in this treatment program 

1 2 3 4 5 

 
138. Outside the TC I make an effort to behave in ways 

that are consistent with what I have learned in this 
treatment program 

1 2 3 4 5 

 
139. My life outside the TC has improved due to the 

skills that I have learned in this treatment program 
1 2 3 4 5 

 
140. My relationships with people outside the TC have 

improved due to the skills that I have learned in 
this treatment program 

1 2 3 4 5 

 
141. The skills I have learned in this treatment program 

help me to handle difficult and challenging 
situations outside this TC 

1 2 3 4 5 

  
142. I have less conflict with people outside this TC due 

to the skills that I have developed in this treatment 
program 

1 2 3 4 5 

 
143. My people skills (e.g., communication and 

assertiveness skills) have improved due to the 
skills that I have developed in this TC 

1 2 3 4 5 

 
144. The skills I have learned in this treatment program 

help me to stay clean outside this TC 
1 2 3 4 5 

 
 
 

 
 
 

 
Hey, finished….!!!! 

 
 
 Thank you very much for your participation!!!!! 
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Appendix 14  -  T3 Questionnaire 

 
 
 
Scales and Questionnaire Items: 
Self Coercion     Item 1 to 4 
Family Coercion    Item 5 to 9 
Legal Coercion    Item 10 to 14 
Finance Coercion    Item 15 to 19 
Health Coercion    Item 20 to 24 
Work Coercion    Item 25 to 29 
Personal Involvement    Item 30 to 35 
Personal Progress    Item 36 to 39 
Severity of Dependence   Item 40 to 45 
Wellbeing     Item 46 to 57 
Drug Taking Confidence   Item 58 to 65 
Perceived Training Transfer  Item 66 to 74
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Thank you for continuing to participate in this research! 
 
The aim of this questionnaire is to provide an accurate picture of what motivates people 
to enter and stay in drug/alcohol treatment, and will help us improve the services 
provided by drug/alcohol treatment agencies.  
 
I would like to remind you that everything you report in this questionnaire is 
completely confidential and will not be shown to or discussed with the staff of this 
therapeutic community, people in the legal system, your family or anybody else.  
 
This questionnaire contains questions that are related to a number of issues, including: 
9) the pressures you experienced that contributed to you entering this therapeutic 

community 
10) your thoughts and feelings about your dug/alcohol treatment in this therapeutic 

community, and 
11) your recovery process 
 
When answering the questions, please focus on the thoughts, feelings and experiences 
you have had over the past week! 
 
The questions are answered by circling a number.  
 
For example, if you strongly agree that people should never change their minds, you 
would answer as follows:  
 

1 2 3 4 5 
strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

somewhat 
agree 

strongly 
agree 

 
It is very important that you answer every question and that you answer as honestly as 
possible. Remember that your responses are completely confidential! 
 
While you are completing this questionnaire, if you are unsure or have problems 
answering any of the questions, please ask immediately for clarification.  
 

Hello 
Again! 

CODE (TIME 3): ___________________________ 
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These questions ask you about the pressures you experienced that contributed to 
you entering this therapeutic community. 

 
I felt pressured to enter this drug/alcohol 

treatment program because… 
 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

1. ….I know that I’m an addict/alcoholic and 
that I need rehab to get off drugs/alcohol 

 

1 2 3 4 5 

2. ….entering this program is my last and 
only hope 

 

1 2 3 4 5 

3. ….I don’t know where else to go and what 
else to do 

 

1 2 3 4 5 

4. ….I feel horrified and ashamed of the 
person I have turned into 

 

1 2 3 4 5 

5. ….my family kept telling me what a bad 
person I have turned into and how messed 
up I am 

 

1 2 3 4 5 

6. ….my family was constantly on my back, 
telling me that I have a drug/alcohol 
problem 

 

1 2 3 4 5 

7. ….my family made me feel guilty by 
telling me how much I hurt them 

 

1 2 3 4 5 

8. ….I was told that I am destroying my 
family through my behaviour 

 

1 2 3 4 5 

9. ….members of my family got upset all the 
time about my drug/alcohol abuse (crying, 
screaming etc.) 

 

1 2 3 4 5 

10. ….I was legally required 
 

1 2 3 4 5 

11. ….I had the choice between jail and rehab 
 

1 2 3 4 5 

12. ….people from the legal system (e.g., 
police) kept knocking on my door, 
threatening me with jail 

 

1 2 3 4 5 

13. ….people in the legal system forced me to 
do this 

 

1 2 3 4 5 

14. ….I didn’t want to do time in jail 
 

1 2 3 4 5 

15. ….I’m up to my ears in financial problems 
and don’t know what to do 

 

1 2 3 4 5 

16. ….I wanted to escape people/institutions 
that are after me for money 

 

1 2 3 4 5 

17. ….I have lost all financial support (e.g., 
from family, banks, government 
departments etc.) 

 
 

1 2 3 4 5 
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I felt pressured to enter this drug/alcohol 
treatment program because… 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

18. ….I have no money to support myself 
 

1 2 3 4 5 

19. ….I’m sick and tired of being in debt 
 

1 2 3 4 5 

20. ….of my bad health 
 

1 2 3 4 5 

21. ….I have had enough of feeling sick all the 
time 

 

1 2 3 4 5 

22. ….because I am scared of the negative 
consequences on my health if I don’t stop 
using/drinking 

 

1 2 3 4 5 

23. ….because health care professionals (e.g., 
doctors, psychologists etc.) kept telling me 
that I need rehab 

 

1 2 3 4 5 

24. ….people kept telling me how sick I look 
 

1 2 3 4 5 

25. ….I lost my job due to my substance use 
 

1 2 3 4 5 

26. ….my employer threatened to sack me 
 

1 2 3 4 5 

27. ….my colleagues at work kept telling me 
that I need rehab 

 

1 2 3 4 5 

28. ….my work colleagues complained about 
me 

 

1 2 3 4 5 

29. ….I got into a lot of trouble at work 
because of my substance abuse 

 

1 2 3 4 5 

 
 
 
 

 
In this therapeutic community…. 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

30. …I feel and show concern about 
group members 

 

1 2 3 4 5 

31. …I accept being confronted by 
other group members 

 

1 2 3 4 5 

32. …I use the group to confront 
others about feelings 

 

1 2 3 4 5 

33. …I am willing to talk about my 
feelings in the group 

 

1 2 3 4 5 

34. …I say things to give support and 
understanding to others in the 
group 

 
 
 
 
 

1 2 3 4 5 
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In this therapeutic community…. 

 

strongly 
disagree 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

35. …I give honest feedback to others 
in the group 

 

1 2 3 4 5 

36. …I understand my feelings and 
how they can influence behaviour 

 

1 2 3 4 5 

37. …I make progress with my 
drug/alcohol problem 

 

1 2 3 4 5 

38. …I make progress with my 
emotional or psychological issues 

 

1 2 3 4 5 

39. …I make progress toward my 
treatment goals 

 

1 2 3 4 5 

 
 
 
 
 
In the last week, how often….. 
 

never rarely sometimes often always 

40. …have you thought about having 
drugs/alcohol? 

 

1 2 3 4 5 

41. …have you found it difficult to stop 
yourself thinking about taking 
drugs/alcohol? 

 

1 2 3 4 5 

42. …was the craving for drugs/alcohol so 
strong that you could not concentrate on 
the activities that you were meant to do 
during the day? 

 

1 2 3 4 5 

43. …have you felt that your need to take 
drugs/alcohol was too strong to control? 

 
 

1 2 3 4 5 

44. …did you worry about a lapse/relapse? 
 

1 2 3 4 5 

45. …did you find it difficult to cope with 
the idea of a life without drugs/alcohol? 

1 2 3 4 5 
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Over the last week, including today, have you….. 
 

46. …been able to concentrate on whatever you 
were doing? 

better than 
usual 

same as 
usual 

less than  much less 
than usual usual 

1 2 3 4   
47. …lost much sleep over thinking about money? not at  no more 

than usual 
rather more  
than usual 

much more 
than usual all  1 2 3 4 

 
48. …felt that you were playing a useful part in 

things? 
more so 

than usual 
same as 

usual 
less than much less 

than usual usual 
1 2 3 4   

49. …felt capable of making decisions about 
things? 

more so 
than usual 

same as 
usual 

less than  much less 
than usual usual 

1 2 3 4   
 

50. …felt constantly under strain? not at  no more 
than usual 

rather more  
than usual 

much more  
than usual all  1 2 3 4 

 
51. …felt you couldn’t overcome your 

difficulties? 
not at  no more 

than usual 
rather more  
than usual 

much more  
than usual all 

1 2 3 4   
52. …been able to enjoy your normal day-to-day 

activities? 
more so 

than usual 
same as 

usual 
less than much less 

than usual usual 
1 2 3 4   

53. …been able to face up to your problems? more so 
than usual 

same as 
usual 

less than much less 
than usual usual  1 2 3 4  

54. …been feeling unhappy and depressed? not at  no more 
than usual 

rather more  
than usual 

much more  
than usual all  1 2 3 4 

 
55. …been losing confidence in yourself? not at  no more 

than usual 
rather more  
than usual 

much more  
than usual all  1 2 3 4 

 
56. …been thinking of yourself as a worthless 

person? 
not at  no more 

than usual 
rather more  
than usual 

much more  
than usual all 

1 2 3 4   
57. …been feeling reasonably happy, all things 

considered? 
more so 

than usual 
same as 

usual 
less than much less 

than usual usual 
1 2 3 4   

 
 

halfway… 
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I am confident that I would be able to 

resist the urge to use drugs/drink 
heavily… 

 

not at all 
confident 

somewhat 
confident 

moderately  
confident 

quite 
confident 

very 
confident 

58. …if I had trouble sleeping 
 

1 2 3 4 5 

59. …if I remembered something good that had 
happened 

 

1 2 3 4 5 

60. …if I were angry at the way things had 
turned out 

 

1 2 3 4 5 

61. …if I wanted to find out whether I could 
drink/use drugs occasionally without getting 
hooked 

 

1 2 3 4 5 

62. …if I unexpectedly found some 
drugs/booze or happened to see something 
that reminded me of using/drinking 

 

1 2 3 4 5 

63. …if other people treated me unfairly or 
interfered with my plans 

 

1 2 3 4 5 

64. …if I were out with friends and they kept 
suggesting we go somewhere and use 
drugs/drink alcohol 

 

1 2 3 4 5 

65. …if I wanted to celebrate with a friend 1 2 3 4 5 

 
 
 
 
  

 
 

These questions ask you about what you have learned in this TC 
 

 
 
 

strongly 
disagree 

 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

66. I am able to transfer the skills I have learned in this 
therapeutic community (TC) to many areas of my 
life 

 

1 2 3 4 5 

67. People outside this TC (e.g., family, friends, and/or 
colleagues) have told me that my behaviour has 
improved through being in this treatment program 

 

1 2 3 4 5 

68. Outside the TC I make an effort to behave in ways 
that are consistent with what I have learned in this 
treatment program 

 

1 2 3 4 5 

69. My life outside the TC has improved due to the 
skills that I have learned in this treatment program 

 

1 2 3 4 5 

70. My relationships with people outside the TC have 
improved due to the skills that I have learned in 
this treatment program 

 
 
 

1 2 3 4 5 
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strongly 
disagree 

 

somewhat 
disagree 

neither 
agree nor 
disagree 

 

somewhat 
agree 

strongly 
agree 

71. The skills I have learned in this treatment program 
help me to handle difficult and challenging 
situations outside this TC 

  

1 2 3 4 5 

72. I have less conflict with people outside this TC due 
to the skills that I have developed in this treatment 
program 

 

1 2 3 4 5 

73. My people skills (e.g., communication and 
assertiveness skills) have improved due to the 
skills that I have developed in this TC 

 

1 2 3 4 5 

74. The skills I have learned in this treatment program 
help me to stay clean outside this TC 

1 2 3 4 5 

 
 
 
 
 
 
 

 
 

 
 

 
 
 
 
 
 

 
Thank you very much for your participation!!!!! 

 
Hey, finished….!!!! 
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Appendix 15  -  Correlations between T1 Variables 

Table 23 
Correlations between T1 variables (N = 350).  

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
1   -                               
2 .22   **  -                              
3 -   .07 .23  **  -                             
4 .18   ** .26  ** .24  **  -                            
5 .29   ** .27  **  .06 .32  **  -                           
6 .13* .26** .26** .44** .33** -                          
7 -.02 .05 .09 .03 .07 .03 -                         
8 .15** .10 -.12* -.03 .06 -.05 .15** -                        
9 .17** .12* -.10 -.04 .05 -.05 .15** .45** -                       
10 .19** .08 -.03 -.12* .05 -.07 .15** .48** .68** -                      
11 .22** -.02 -.07 -.10 -11* -.09 .08 .38** .42** .43** -                     
12 -.06 .18** .28** .20** .02 .15** .06 -.26** -.15** -.14** -.32** -                    
13 .04 .40** .17** .29** .20** .26** .17** -.07 .01 -.07 -.22** .47** -                   
14 .30** .30** -.04 .16** .26** .14** .08 .26** .24** .17** .21** .08 .37** -                  
15 .34** .31** -.05 .10 .27** .07 .08 .37** .38** .32** .39** -.14** .17** .60** -                 
16 .28** -.04 -.20** -.14** -.04 -.17** .01 .39** .32** .27** .50** -.43** -.18** .21** .31** -                
17 .30** .37** .05 .17** .15** .10 .12* .17** .11 .13* .06 .06 .30** .33** .27** .12* -               
18 .35** .00 -.04 -.03 .03 -.08 .02 .34** .30** .31** .50** -.34** -.17** .28** .38** .56** .23** -              
19 .18** .10 -.13* -.07 .11* -.23 .12* .43** .50** .47** .42** .23** -.10 .23** .42** .30** .10 .28** -             
20 .07 -.05 .05 -.01 -.01 -.00 -.04 .09 .05 -.01 .14* -.09 .02 .03 .16** .15** .05 .22** .04 -            
21 .03 .04 .13* .17** .14** .15** -.07 -.20** -.10 -.14* -.40** .30** .22** -.03 -.11* -.24** .08 -.13* -.24** -.06 -           
22 .01 .01 -.02 -.12* -.10 -.17** .08 .28** .37** .32** .44** -.30** -.14** .03 .24** .35** -.06 .19** .39** .11* -.45** -          
23 -.04 .01 .03 -.15** -.09 -.11* .15** .16** .19** .22** .32** -.01 .07 .10 .14** .09 -.05 .06 .35** .06 -.44** .28** -         
24 .03 .04 .00 .09 .22** .12* -.02 -.02 -.08 .03 -.06 -.00 -.07 .03 .06 -.15** -.08 -.06 .01 .02 .06 -.10 -.06 -        
25 .01 -.14* -.10 .03 .09 .03 -.04 -.03 -.17** -.02 .02 -.06 -.10 -.02 .04 -.02 -.13* -.07 -.01 .08 -.09 -.04 .05 .62** -       
26 -.15** .01 .62** -.01 -.11* .05 .04 -.04 -.04 -.02 .11* .11* .00 -.07 -.02 -.07 -.06 -.01 -.06 .07 -.07 .10 .15** -.05 .01 -      
27 -.13* .01 .46** -.00 -.03 .04 .01 -.02 -.04 .02 .10 .16** .06 .00 .03 -.07 -.11* -.02 -.06 .09 -.11* .06 .11* -.07 -.03 .64** -     
28 .05 -.04 -.33** -.11* .08 -.10 -.01 .11* -.05 .01 -.07 -.20** -.04 -.03 .04 .10 .06 -.01 .01 .01 -.07 -.04 -.09 .04 .09 -.22** -.14** -    
29 .10 -.13* -.26** -.17** -.00 -.12* -.09 .05 .10 .09 .20** -.18** -.11* .07 .10 .20** .03 .06 .16** .16** -.24** .16** .07 .08 .11* -.17** -.09 .08 -   
30 -.10 .16** .25** .09 .08 .19** -.01 -.03 -.04 -.13* -.05 .05 .06 -.08 .03 -.10 -.01 -.05 -.10 -.03 .15** -.01 -.15** .06 .02 .21** .14** -.19** -.26** -  
31 .08 .11* -.03 .08 .13* -.05 -.10 .04 -.07 -.05 -.14** -.01 .03 -.01 .06 -.03 .00 -.03 -.06 -.04 .12** -.16** -.09 .20** .12* -.11* -.08 .19** -.10 -.02 - 
 

* = p < .05. ** = p < .01 

1 = Self Coercion, 2 = Family Coercion, 3 = Legal Coercion, 4 = Finance Coercion, 5 = Health Coercion, 6 = Work Coercion, 7 = Autonomy Support Family, 8 = Autonomy Support 
Therapeutic Staff, 9 = Perceived Relatedness, 10= Perceived Autonomy, 11 = Perceived Competence/ Control, 12 = Amotivation, 13 = External Motivation, 14 = Introjected 
Motivation, 15 = Identified/Integrated Motivation, 16 = Attitude, 17 = Subjective Norm, 18 = Intention, 19 = Treatment Engagement, 20 = Time in Treatment, 21 = Severity of 
Dependence, 22 = Wellbeing, 23 = Drug Taking Confidence, 24 = Treatment History, 25= Past Retention Behaviour, 26 = Legal Mandate, 27 = Drug Court Order, 28 = Gender, 29 = 
Age, 30 = Criminal History, 31 = Dual Diagnosis. 
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Appendix 16  -  Correlations between T2 Variables 

 

Table 24 
Correlations between T2 variables (N = 192). 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 
1 -                                
2 .38** -                               
3 -.02 .29** -                              
4 .26** .35** .29** -                             
5 .28** .35** .09 .37** -                            
6 .27** .42** .30** .60** .48** -                           
7 -.09 .03 .16* -.01 -.0.1 -.01 -                          
8 .37** .13 -.05 -.02 .10 .03 .18* -                         
9 .24** .13 .01 .03 .02 .02 .18* .58** -                        

10 .26** .09 -.05 -.03 -.05 .04 .13 .64** .73** -                       
11 .25** -.00 -.12 -.08 .02 .02 .18* .45** .39** .50** -                      
12 -.11 .15* .36** .17* .05 .28** .08 -.20** -.14 -.12 -.20** -                     
13 .20** .49** .29** .33** .28** .32** .13 -.04 .03 .00 -.12 .54** -                    
14 .40** .34** .06 .21** .38** .29** .12 .29** .22** .22** .24** .14 .46** -                   
15 .46** .24** -.11 .06 .29** .20** .14 .55** .38** .47** .48** -.21** .08 .54** -                  
16 .27** -.06 -.28** -.02 .06 .01 .02 .35** .29** .27** .49** -.38** -.16* .23** .47** -                 
17 .38** .39** .03 .15* .39 .23** .21** .28** .22** .15* .26** -.14 .28** .40** .48** .26** -                
18 .33** .00 -.24** -.03 .09 .03 .03 .39** .24** .29** .56** -.48** -.14 .24** .53** .68** .37** -               
19 .32** .09 -.12 -.01 .02 .03 .15* .61** .60** .66** .54** -.29** -.08 .26** .60** .37** .28** .42** -              
20 .11 .02 .04 .00 .13 .15* .06 .10 .07 .09 .31** -.13 -.01 .08 .20** .29** .09 .37** .16* -             
21 .07 .10 .15* .17* .16* .20** -.01 -.18* .15* -.19** -.28** .38** .39** .15* -.08 -.14* .09 -.26** -.27** -.05 -            
22 .07 -.08 -.13 -.14 -.13 -.18* .05 .31** .39** .37** .52** -.48** -.35** -.04 .35** .42** .12 .41** .47** .18* -.58** -           
23 .07 -.07 .06 -.11 -.02 -.09 .16* .30** .35** .38** .33** -.14* -.11 .09 .24** .20** .02 .22** .38** .14 -.47** .39** -          
24 .33** .22** -.09 .05 .12 .11 .24** .44** .43** .49** .38** -.23** .08 .34** .59** .35** .39** .36** .61** .09 -.19** .32** .32** -         
25 -.03 .05 -.08 -.03 .15* .03 -.06 -.02 -.04 -.06 -.04 -.08 -.08 -.04 .01 .06 .02 .01 -.03 .02 -.00 -.02 .07 .02 -        
26 -.11 -.12 -.09 -.10 .06 .01 -.13 .01 -.08 -.00 .02 -.02 -.12 -.09 -.01 -.04 -.02 -.11 .05 .08 -.09 .06 .09 -.02 .62** -       
27 -.09 .08 .74** .11 -.05 .11 .15* -.02 .02 -.01 -.05 .19** .12 -.05 -.10 -.17* -.02 -.14* -.09 .07 -.01 -.05 .07 -.07 -.05 .01 -      
28 -.09 .04 .55** .04 -.16* -.00 .14* .01 .06 .04 -.01 .13 .09 -.03 -.11 .20** -.13 -.06 -.12 .09 -.10 .00 .16* -.03 -.07 -.03 .64** -     
29 .10 -.03 -.29** .00 .16* -.02 -.06 .03 .03 .02 -.11 -.20** -.03 -.12 .07 .08 .20** .10 .07 .01 .10 -.07 -.16* .00 .04 .09 -.22** -.14* -    
30 .05 -.11 -.31** -.21** .10 -.16* -.01 .05 .04 .01 .22** -.15* -.12 -.06 .05 .15* .13 .20** -.03 .16** -.20** .22** .11 .00 .08 .11* -.17** -.09 .08 -   
31 -.09 .19** .27** .25** .13 .22** -.12 -.05 -.03 -.07 -.13 .04 .01 -.02 -.05 -.04 -.09 -.03 -.05 -.03 .07 -.10 -.09 -.01 .06 .02 .21** .14** -.19** -.26** -  
32 .08 .15* .00 .07 .15* .12 -.07 .01 -.05 .01 -.04 .02 .18* .08 .05 -.04 .06 .04 -.00 -.04 .14 -.17* -.04 .04 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 

* = p < .05. ** = p < .01 
1 = Self Coercion, 2 = Family Coercion, 3 = Legal Coercion, 4 = Finance Coercion, 5 = Health Coercion, 6 = Work Coercion, 7 = Autonomy Support Family, 8 = Autonomy Support 
Therapeutic Staff, 9 = Perceived Relatedness, 10 = Perceived Autonomy, 11 = Perceived Competence/ Control, 12 = Amotivation, 13 = External Motivation, 14 = Introjected 
Motivation, 15 = Identified/Integrated Motivation, 16 = Attitude, 17 = Subjective Norm, 18 = Intention, 19 = Treatment Engagement, 20 = Time in Treatment, 21 = Severity of 
Dependence, 22 = Wellbeing, 23 = Drug Taking Confidence, 24 = Perceived Training Transfer, 25 = Treatment History, 26 = Past Retention Behaviour, 27 = Legal Mandate, 28 = 
Drug Court Order, 29 = Gender, 30 = Age, 31 = Criminal History, 32 = Dual Diagnosis 
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Appendix 17  -  Correlations between T1 Predictor and T2 Outcome Variables 

Table 25 
Bivariate correlations between T1 predictor and T2 outcome variables. 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 

1 -                             
2 .22** -                            
3 -.07 .23** -                           
4 .18** .26** .24** -                          
5 .29** .27** .06 .32** -                         
6 .13* .27** .26** .44** .33** -                        
7 -.02 .05 .09 .03 .07 .03 -                       
8 .15** .10 -.12* -.03 .06 -.05 .15** -                      
9 .17** .12* -.10 -.04 .05 -.05 .15** .45** -                     
10 .19** .08 -.03 -.12* .05 -.07 .15** .48** .68** -                    
11 .22** -.02 -.07 -.10 -.11* -.09 .08 .38** .42** .43** -                   
12 -.06 .18** .28** .20** .02 .15** .06 -.26** -.15** -.14* -.32** -                  
13 .04 .40** .17** .29** .20** .26** .17** -.07 .01 -.07 -.22** .47** -                 
14 .30** .30** -.04 .16** .26** .14** .08 .26** .24** .17** .21** .08 .37** -                
15 .34** .31** -.05 .10 .27** .07 .08 .37** .38** .32** .39** -.14** .17** .60** -               
16 .34** .13 -.10 -.05 .05 .03 .08 .32** .26** .30** .37** -.26** -.11 .22** .38** -              
17 .07 -.05 .05 -.01 -.01 -.00 -.04 .09 .05 -.01 .14* -.09 .02 .03 .16** .16* -             
18 .03 .08 .13 .07 .05 .10 .01 -.08 -.07 -.08 -.28** .27** .33** .00 -.14 -.27** -.05 -            
19 .09 -.02 .09 -.04 .01 -.03 .10 .13 .16* .12 .25** -.18* -.18* .16* .28** .38** .14 -.47** -           
20 .09 .04 -.06 -.04 -.12 .01 -.04 .16* .17* .11 .32** -.22** -.21** .04 .21** .47** .18* -.58** .39** -          
21 .36** .23** -.05 .07 .22** .17* .12 .28** .22** .24** .28** -.21** .03 .30** .44** .61** .09 -.19** .32** .32** -         
22 .03 .04 .00 .09 .22** .12* -.02 -.02 -.08 .03 -.06 -.00 -.07 .03 .06 -.03 .02 -.00 .07 -.02 .02 -        
23 .01 -.14* -.10 .03 .09 .03 -.04 -.03 -.17** -.02 .02 -.06 -.11 -.02 .04 .05 .08 -.09 .09 .06 -.02 .62** -       
24 -.15** .01 .62** -.01 -.11* .05 .04 -.04 -.04 -.02 .11* .11* .00 -.07 -.02 -.09 .07 -.01 .07 -.05 -.07 -.05 .01 -      
25 -.13* .01 .46** -.00 -.03 .04 .01 -.02 -.04 .02 .10 .15** .06 .00 .03 -.12 .09 -.10 .16* .00 -.03 -.07 -.03 .64** -     
26 .05 -.04 -.33** -.11* .08 -.10 -.01 .11* -.05 .01 -.07 -.20** -.04 -.03 .04 .07 .01 .10 -.16* -.07 .00 .04 .09 -.22** -.14** -    
27 .10 -.13* -.26** -.17** -.00 -.12* -.09 .05 .10 .09 .20** -.18** -.11* .07 .10 -.03 .16** -.20** .11 .22** .00 .08 .11* -.17** -.09 .08 -   
28 -.10 .16** .25** .09 .08 .19** -.01 -.03 -.04 -.13* -.06 .05 .06 -.08 .03 -.05 -.03 .07 -.09 -.10 -.01 .06 .02 .21** .14** -.19** -.26** -  
29 .08 .11* -.03 .08 .13* -.05 -.10 .04 -.07 -.05 -.14** -.01 .03 -.01 .06 -.00 -.04 .14** -.04 -.17* .04 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

* = p < .05. ** = p < .01  
1 = Self Coercion T1, 2 = Family Coercion T1, 3 = Legal Coercion T1, 4 = Finance Coercion T1, 5 = Health Coercion T1, 6 = Work Coercion T1, 7 = Autonomy Support Family T1, 
8 = Autonomy Support Staff T1, 9 = Perceived Relatedness T1, 10= Perceived Autonomy T1, 11 = Perceived Competence/Control T1, 12 = Amotivation T1, 13 = External 
Motivation T1, 14 = Introjected Motivation T1, 15 = Identified/Integrated Motivation T1, 16 = Treatment Engagement T2, 17 = Time in Treatment, 18 = Severity of Dependence T2, 
19 = Drug Taking Confidence T2, 20 = Wellbeing T2, 21 = Perceived Training Transfer T2, 22 = Treatment History, 23 = Past Treatment Behaviour, 24 = Legal Mandate, 25 = Drug 
Court Order, 26 = Gender, 27 = Age, 28 = Criminal History, 29 = Dual Diagnosis. 
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Appendix 18  -  Correlations between T1 Predictor and T3 Outcome Variables 

Table 26 
Bivariate correlations between T1 predictor and T3 outcome variables. 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 

1 -                             
2 .22** -                            
3 -.07 .23** -                           
4 .18** .26** .24** -                          
5 .29** .27** .06 .32** -                         
6 .13* .27** .26** .44** .33** -                        
7 -.02 .05 .09 .03 .07 .03 -                       
8 .15** .10 -.12* -.03 .06 -.05 .15** -                      
9 .17** .12* -.10 -.04 .05 -.05 .15** .45** -                     
10 .19** .08 -.03 -.12* .05 -.07 .15** .48** .68** -                    
11 .22** -.02 -.07 -.10 -.11* -.09 .08 .38** .42** .43** -                   
12 -.06 .18** .28** .20** .02 .15** .06 -.26** -.15** -.14** -.32** -                  
13 .04 .40** .17** .29** .20** .26** .17** -.07 .01 -.07 -.22** .47** -                 
14 .30** .30** -.04 .16** .26** .14** .08 .26** .24** .17** .21** .08 .37** -                
15 .34** .31** -.05 .10 .27** .07 .08 .37** .38** .32** .39** -.14** .17** .60** -               
16 .16 .08 -.06 -.04 .05 -.00 .08 .14 .18 .26** .19* -.11 -.09 .25** .26** -              
17 .07 -.05 .05 -.01 -.01 -.00 -.04 .09 .05 -.01 .14* -.09 .02 .03 .16** .04 -             
18 .11 .12 .18 .12 .13 .18 -.12 -.17 -.38** -.29** -.26** .25** .26** .01 -.04 -.38** -.03 -            
19 .10 -.10 -.22** -.11 .08 -.12 .22* .08 .26** .26** .20* -.15 -.13 .12 .12 .36** -.07 -.43** -           
20 .05 .04 -.13 -.01 -.07 .03 .10 .12 .30** .34** .26** -.12 -.01 .15 .16 .48** -.03 -.47** .40** -          
21 .05 .13 -.05 -.02 -.04 -.06 .24* .15 .26** .34** .15 -.08 -.11 .15 .20* .68** .01 -.47** .34** .49** -         
22 .03 .04 .00 .09 .22** .12* -.02 -.02 -.08 .03 -.06 -.00 -.07 .03 .06 .20* .02 -.08 .14 .20* .18 -        
23 .01 -.14* -.10 .03 .09 .03 -.04 -.03 -.17** -.02 .02 -.06 -.11 -.02 .04 .11 .08 -.06 .11 .09 -.03 .62** -       
24 -.15** .01 .62** -.01 -.11* .05 .04 -.04 -.04 -.02 .11* .11* .00 -.07 -.02 -.11 .07 .06 -.08 -.02 -.12 -.05 .01 -      
25 -.13* .01 .46** -.00 -.03 .04 .01 -.02 -.04 .02 .10 .16** .06 .00 .03 -.08 .09 .14 .06 -.10 -.09 -.07 -.03 .64** -     
26 .05 -.04 -.33** -.11* .08 -.10 -.01 .11* -.05 .01 -.07 -.20** -.04 -.03 .04 -.02 .01 .00 -.08 -.02 -.00 .04 .09 -.22** -.14** -    
27 .10 -.13* -.26** -.17** -.00 -.12* -.09 .05 .10 .09 .20** -.18** -.11* .07 .10 .21* .16** -.28** .27** .23* .21** .08 .11* -.17** -.09 .08 -   
28 -.10 .16** .25** .09 .08 .19** -.01 -.03 -.04 -.13* -.06 .05 .06 -.08 .03 -.14 -.03 .23** -.30** -.27** -.15 .06 .02 .21** .14** -.19** -.26** -  
29 .08 .11* -.03 .08 .13* -.05 -.10 .04 -.07 -.05 -.14** -.01 .03 -.01 .06 -.04 -.04 .07 .00 -.09 .02 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

 

* = p < .05. ** = p < .01 
1 = Self Coercion T1, 2 = Family Coercion T1, 3 = Legal Coercion T1, 4 = Finance Coercion T1, 5 = Health Coercion T1, 6 = Work Coercion T1, 7 = Autonomy Support Family T1, 
8 = Autonomy Support Staff T1, 9 = Perceived Relatedness T1, 10= Perceived Autonomy T1, 11 = Perceived Competence/Control T1, 12 = Amotivation T1, 13 = External 
Motivation T1, 14 = Introjected Motivation T1, 15 = Identified/Integrated Motivation T1, 16 = Treatment Engagement T3, 17 = Time in Treatment, 18 = Severity of Dependence T3, 
19 = Wellbeing T3, 20 = Drug Taking Confidence T3, 21 = Perceived Training Transfer T3, 22 = Treatment History, 23 = Past Treatment Behaviour, 24 = Legal Mandate, 25 = Drug 
Court Order, 26 = Gender, 27 = Age, 28 = Criminal History, 29 = Dual Diagnosis. 
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Appendix 19  -  Correlations between T2 Predictor and T3 Outcome Variables 

Table 27  
Bivariate correlations between T2 predictor and T3 outcome variables. 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 

1 -                             
2 .38** -                            
3 -.02 .29** -                           
4 .26** .35** .29** -                          
5 .28** .35** .09 .37** -                         
6 .27** .42** .30** .60** .48** -                        
7 -.09 .03 .16* -.01 -.01 -.01 -                       
8 .37** .13 -.05 -.02 .10 .03 .18* -                      
9 .24** .13 .01 .03 .02 .02 .18* .58** -                     
10 .26** .09 -.05 -.03 -.05 .04 .13 .64** .73** -                    
11 .25** -.00 -.12 -.08 .02 .02 .18* .45** .39** .50** -                   
12 -.11 .15* .36** .17* .05 .28** .08 -.20** -.14 -.12 -.20** -                  
13 .20** .49** .29** .33** .28** .32** .13 -.04 .03 .00 -.12 .54** -                 
14 .40** .34** .06 .21** .38** .29** .12 .29** .22** .22** .24** .14 .46** -                
15 .46** .24** -.11 .06 .29** .20** .14 .55** .38** .47** .48** -.21** .08 .54** -               
16 .11 .11 -.15 -.07 .03 -.10 .04 .21* .04 .01 .20* -.16 -.20* .02 .17 -              
17 .11 .02 .04 .00 .13 .15* .06 .10 .07 .09 .31** -.13 -.01 .08 .20** .04 -             
18 -.06 .01 .16 .14 .16 .19* .01 -.21* -.17 -.17 -.18 .12 .27** .11 -.02 -.38** -.03 -            
19 .05 .01 -.12 -.20* -.08 -.20* .12 .21 .21* .18 .17 -.33** -.18 -.01 .16 .36** -.07 -.43** -           
20 .05 .05 -.13 .04 -.03 -.02 .07 .15 .19* .17 .14 -.22* -.09 -.01 .15 .48** -.03 -.47** .40** -          
21 .08 .17 -.15 -.14 -.10 -.14 .13 .19* .08 .12 .12 -.18 -.14 .04 .13 .68** .01 -.47** .34** .49** -         
22 -.03 .05 -.08 -.03 .15* .03 -.06 -.02 -.04 -.06 -.04 -.08 -.08 -.04 .01 .20* .02 -.08 .14 .20* .18 -        
23 -.11 -.12 -.09 -.10 .06 .01 -.13 .01 -.08 -.00 .02 -.02 -.12 -.09 -.01 .11 .08 -.06 .11 .09 -.03 .62** -       
24 -.09 .08 .74** .11 -.05 .11 .15* -.02 .02 -.01 -.05 .19* .12 -.05 -.10 -.11 .07 .06 -.08 -.02 -.12 -.05 .01 -      
25 -.09 .04 .55** .04 -.16* -.00 .14* .01 .06 .04 -.01 .13 .09 -.03 -.11 -.08 .09 .14 .06 -.10 -.09 -.07 -.03 .64** -     
26 .10 -.03 -.29** .00 .16* -.02 -.06 .03 .03 .02 -.11 -.20** -.03 -.12 .07 -.02 .01 .00 -.08 -.02 -.00 .04 .09 -.22** -.14** -    
27 .05 -.11 -.31** -.21** .10 -.16 -.01 .05 .04 .01 .22** -.15 -.12 -.06 .05 .21* .16** -.28** .27** .23* .21* .08 .11* -.17** -.09 .08 -   
28 -.09 .19** .27** .25** .13 .22** -.12 -.05 -.03 -.07 -.13 .04 .01 -.02 -.05 -.14 -.03 .23* -.30** -.27** -.15 .06 .02 .21** .14** -.19** -.26** -  
29 .08 .15* .00 .07 .15* .12 -.07 .01 -.05 .01 -.04 .02 .18* .08 .05 -.04 -.04 .07 .00 -.09 .02 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

* = p < .05. ** = p < .01 
1 = Self Coercion T2, 2 = Family Coercion T2, 3 = Legal Coercion T2, 4 = Finance Coercion T2, 5 = Health Coercion T2, 6 = Work Coercion T2, 7 = Autonomy Support Family T2, 
8 = Autonomy Support Therapeutic Staff T2, 9 = Perceived Relatedness T2, 10= Perceived Autonomy T2, 11 = Perceived Competence/Control T2, 12 = Amotivation T2, 13 = 
External Motivation T2, 14 = Introjected Motivation T2, 15 = Identified/Integrated Motivation T2, 16 = Treatment Engagement T3, 17 = Time in Treatment, 18 = Severity of 
Dependence T3, 19 = Drug Taking Confidence T3, 20 = Wellbeing T3, 21 = Perceived Training Transfer T3, 22 = Treatment History, 23 = Past Treatment Behaviour, 24 = Legal 
Mandate, 25 = Drug Court Order, 26 = Gender, 27 = Age, 28 = Criminal History, 29 = Dual Diagnosis. 
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Appendix 20  -  Correlations between T1 Predictor and T1-T2 Outcome Variables 

Table 28 
Bivariate correlations between T1 predictors and T1-T2 outcome variables. 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 

1 -                            
2 .22** -                           
3 -.07 .23** -                          
4 .18** .26** .24** -                         
5 .29** .27** .06 .32** -                        
6 .13* .27** .26** .44** .33** -                       
7 -.02 .05 .09 .03 .07 .03 -                      
8 .15** .10 -.12* -.03 .06 -.05 .15** -                     
9 .17** .12* -.10 -.04 .05 -.05 .15** .45** -                    
10 .19** .08 -.03 -.12* .05 -.07 .15** .48** .68** -                   
11 .22** -.02 -.07 -.10 -.11* -.09 .08 .38** .42** .43** -                  
12 -.06 .18** .28** .20** .02 .15** .06 -.26** -.15** -.14** -.32** -                 
13 .04 .40** .17** .29** .20** .26** .17** -.07 .01 -.07 -.22** .47** -                
14 .30** .30** -.04 .16** .26** .14** .08 .26** .24** .17** .21** .08 .37** -               
15 .34** .31** -.05 .10 .27** .07 .08 .37** .38** .32** .39** -.14** .17** .60** -              
16 .02 -.05 -.13 -.06 .11 -.06 .03 .27** .42** .38** .26** -.12 -.14* .07 .15* -             
17 .07 -.05 .05 -.01 -.01 -.00 -.04 .09 .05 -.01 .14* -.09 .02 .03 .16** -.13 -            
18 -.03 .04 -.02 .04 .02 -.02 -.15* -.16* -.08 -.11 -.07 .04 -.08 .01 .00 -.16* -.01 -           
19 -.06 -.01 -.09 -.11 -.02 -.04 .09 .04 .12 .13 .06 .11 .03 -.09 -.08 .32** -.12 -.30** -          
20 -.06 -.06 .00 -.10 .00 -.14* .14 .13 .18* .23** .11 -.01 .04 -.06 -.01 .25** -.13 -.36** .15* -         
21 .03 .04 .00 .09 .22** .12* -.02 -.02 -.08 .03 -.06 -.00 -.07 .03 .06 .03 .02 .02 -.08 -.09 -        
22 .01 -.14* -.10 .03 .09 .03 -.04 -.03 -.17** -.02 .02 -.06 -.11 -.02 .04 -.07 .08 -.01 -.05 -.14 .62** -       
23 -.15** .01 .62** -.01 -.11* .05 .04 -.04 -.04 -.02 .11* .11* .00 -.07 -.02 -.05 .07 -.01 -.04 .09 -.05 .01 -      
24 -.13* .01 .46** -.00 -.03 .04 .01 -.02 -.04 .02 .10 .16** .06 .00 .03 -.04 .09 .05 -.13 .00 -.07 -.03 .64** -     
25 .05 -.04 -.33** -.11* .08 -.10 -.01 .11* -.05 .01 -.07 -.20** -.04 -.03 .04 .00 .01 -.06 .04 -.03 .04 .09 -.22** -.14** -    
26 .10 -.13* -.26** -.17** -.00 -.12* -.09 .05 .10 .09 .20** -.18** -.11* .07 .10 .17* .16** -.08 .01 -.07 .08 .11* -.17** -.09 .08 -   
27 -.10 .16** .25** .09 .08 .19** -.01 -.03 -.04 -.13* -.06 .05 .06 -.08 .03 -.10 -.03 .09 -.06 .06 .06 .02 .21** .14** -.19** -.26** -  
28 .08 .11 -.03 .08 .13* -.05 -.10 .04 -.07 -.05 -.14** -.01 .03 -.01 .06 -.09 -.04 .02 -.11 -.03 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

* = p < .05. ** = p < .01 
1 = Self Coercion T1, 2 = Family Coercion T1, 3 = Legal Coercion T1, 4 = Finance Coercion T1, 5 = Health Coercion T1, 6 = Work Coercion T1, 7 = Autonomy Support Family T1, 
8 = Autonomy Support Staff T1, 9 = Perceived Relatedness T1, 10= Perceived Autonomy T1, 11 = Perceived Competence/Control T1, 12 = Amotivation T1, 13 = External 
Motivation T1, 14 = Introjected Motivation T1, 15 = Identified/Integrated Motivation T1, 16 = Treatment Engagement T1-T2, 17 = Time in Treatment, 18 = Severity of Dependence 
T1-T2, 19 = Drug Taking Confidence T1-T2, 20 = Wellbeing T1-T2, 21 = Treatment History, 22 = Past Treatment Behaviour, 23 = Legal Mandate, 24 = Drug Court Order, 25 = 
Gender, 26 = Age, 27 = Criminal History, 28 = Dual Diagnosis. 
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Appendix 21  -  Correlations between T1 Predictor and T1-T3 Outcome Variables 

Table 29  
Bivariate correlations between T1 predictor and T1-T3 outcome variables. 

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 
1 -                             
2 .22** -                           
3 -.07 .23** -                          
4 .18** .26** .24** -                         
5 .29** .27** .06 .32** -                        
6 .13* .27** .26** .44** .08 -                       
7 -.02 .05 .09 .03 .07 .03 -                      
8 .15** .10 -.12* -.03 .06 -.05 .15** -                     
9 .17** .12* -.10 -.04 .05 -.05 .15** .45** -                    
10 .19** .08 -.03 -.12* .05 -.07 .15** .48** .68** -                   
11 .22** -.02 -.07 -.10 -.11* -.09 .08 .38** .42** .43** -                  
12 -.06 .18** .28** .20** .02 .15** .06 -.26** -.15** -.14** -.32** -                 
13 .04 .40** .17** .29** .20** .26** .17** -.07 .01 -.07 -.22** .47** -                
14 .30** .30** -.04 .16** .26** .14** .08 .26** .24** .17** .21** .08 .37** -               
15 .34** .31** -.05 .10 .27** .07 .08 .37** .38** .32** .39** -.14** .17** .60** -              
16 .05 -.03 -.16 .00 .23* -.00 .05 .36** .38** .38** .25** -.26** -.07 .17 .32** -             
17 .07 -.05 .05 -.01 -.01 -.00 -.04 .09 .05 -.01 .14* -.09 .02 .03 .16** -.18 -            
18 .00 .04 -.07 .23* -.01 .12 -.10 -.15 .03 -.06 -.20* .13 .13 -.07 -.15 -.30** .13 -           
19 -.09 .07 .10 -.05 -.06 .05 -.05 .06 .12 .04 .05 -.00 .02 .08 .15 .25** -.00 -.31** -          
20 .01 -.12 .07 -.22 .01 -.22* .05 .11 .11 .09 .16 -.09 -.19* -.14 -.00 .27** -.06 -.32** -.04 -         
21 .03 .04 .00 .09 .22** .12* -.02 -.02 -.08 .03 -.06 -.00 -.07 .03 .06 -.05 .02 .22* -.14 -.09 -        
22 .01 -.14* -.10 .03 .09 .03 -.04 -.03 -.17** -.02 .02 -.06 -.11 -.02 .04 .06 .08 -.01 -.02 -.14 .62** -       
23 -.15** .01 .62** -.01 -.11* .05 .04 -.04 -.04 -.02 .11* .11* .00 -.07 -.02 .05 .07 -.17 .11 .09 -.05 .01 -      
24 -.13* .01 .46** -.00 -.03 .04 .01 -.02 -.04 .02 .10 .16** .06 .00 .03 -.03 .09 -.25** .02 .00 -.07 -.03 .64** -     
25 .05 -.04 -.33** -.11* .08 -.10 -.01 .11* -.05 .01 -.07 -.20** -.04 -.03 .04 .16 .01 .04 .05 -.03 .04 .09 -.22** -.14** -    
26 .10 -.13* -.26** -.17** -.00 -.12* -.09 .05 .10 .09 .20** -.18** -.11* .07 .10 .06 .16** -.04 -.00 -.07 .08 .11* -.17** -.09 .08 -   
27 -.10 .16** .25** .09 .08 .19** -.01 -.03 -.04 -.13* -.06 .05 .06 -.08 .03 -.09 -.03 .02 .02 .06 .06 .02 .21** .14** -.19** -.26** -  
28 .08 .11 -.03 .08 .13* -.05 -.10 .04 -.07 -.05 -.14** -.01 .03 -.01 .06 -.02 -.04 .09 -.11 -.03 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

 

* = p < .05. ** = p < .01 
1 = Self Coercion T1, 2 = Family Coercion T1, 3 = Legal Coercion T1, 4 = Finance Coercion T1, 5 = Health Coercion T1, 6 = Work Coercion T1, 7 = Autonomy Support Family T1, 
8 = Autonomy Support Staff T1, 9 = Perceived Relatedness T1, 10= Perceived Autonomy T1, 11 = Perceived Competence/Control T1, 12 = Amotivation T1, 13 = External 
Motivation T1, 14 = Introjected Motivation T1, 15 = Identified/Integrated Motivation T1, 16 = Treatment Engagement T1-T3, 17 = Time in Treatment, 18 = Severity of Dependence 
T1-T3, 19 = Drug Taking Confidence T1-T3, 20 = Wellbeing T1-T3, 21 = Treatment History, 22 = Past Treatment Behaviour, 23 = Legal Mandate, 24 = Drug Court Order, 25 = 
Gender, 26 = Age, 27 = Criminal History, 28 = Dual Diagnosis. 
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Appendix 22  -  Correlations between T1 Predictor and T2-T3 Outcome Variables 

Table 30  
Bivariate correlations between T1 predictor and T2-T3 outcome variables. 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 

1 -                             
2 .22** -                            
3 -.07 .23** -                           
4 .18** .26** .24** -                          
5 .29** .27** .06 .32** -                         
6 .13* .27** .26** .44** .33** -                        
7 -.02 .05 .09 .03 .07 .03 -                       
8 .15** .10 -.12* -.03 .06 -.05 .15** -                      
9 .17** .12* -.10 -.04 .05 -.05 .15** .45** -                     
10 .19** .08 -.03 -.12* .05 -.07 .15** .48** .68** -                    
11 .22** -.02 -.07 -.10 -.11* -.09 .08 .38** .42** .43** -                   
12 -.06 .18** .28** .20** .02 .15** .06 -.26** -.15** -.14** -.32** -                  
13 .04 .40** .17** .29** .20** .26** .17** -.07 .01 -.07 -.22** .47** -                 
14 .30** .30** -.04 .16** .26** .14** .08 .26** .24** .17** .21** .08 .37** -                
15 .34** .31** -.05 .10 .27** .07 .08 .37** .38** .32** .39** -.14** .17** .60** -               
16 .12 .01 -.02 .02 .04 -.00 -.04 .16 .01 .05 .13 -.09 -.03 .04 .11 -              
17 .07 -.05 .05 -.01 -.01 -.00 -.04 .09 .05 -.01 .14* -.09 .02 .03 .16** .02 -             
18 -.04 .07 .09 .15 -.05 .05 .11 -.01 .12 .05 -.20* .15 .16 -.09 -.10 -.24* -.02 -            
19 -.03 .12 .19 .01 -.02 .06 -.08 .06 -.05 -.04 .06 -.01 -.04 .16 .17 .25** .06 -.27** -           
20 .02 .04 .12 -.02 -.07 -.02 -.17 .02 -.07 -.15 .05 .03 -.03 -.06 .02 .40** .08 -.48** .14 -          
21 .30** .14 .03 .16 .32** .19* -.05 .08 -.00 -.03 .16 -.08 .14 .22* .22* .54** -.04 -.19* .21* .21* -         
22 .03 .04 .00 .09 .22** .12* -.02 -.02 -.08 .03 -.06 -.00 -.07 .03 .06 -.19* .02 .11 -.04 -.21* -.09 -        
23 .01 -.14* -.10 .03 .09 .03 -.04 -.03 -.17** -.02 .02 -.06 -.11 -.02 .04 .03 .08 -.00 .03 -.00 .05 .62** -       
24 -.15** .01 .62** -.01 -.11* .05 .04 -.04 -.04 -.02 .11* .11* .00 -.07 -.02 .10 .07 .02 .14 .06 .09 -.05 .01 -      
25 -.13* .01 .46** -.00 -.03 .04 .01 -.02 -.04 .02 .10 .16** .06 .00 .03 -.03 .09 -.18 .08 .14 .10 -.07 -.03 .64** -     
26 .05 -.04 -.33** -.11* .08 -.10 -.01 .11* -.05 .01 -.07 -.20** -.04 -.03 .04 .12 .01 .06 -.02 -.04 .04 .04 .09 -.22** -.14** -    
27 .10 -.13* -.26** -.17** -.00 -.12* -.09 .05 .10 .09 .20** -.18** -.11* .07 .10 -.11 .16** -.05 -.11 -.03 .00 .08 .11 -.17** -.09 .08 -   
28 -.10 .16** .25** .09 .08 .19** -.01 -.03 -.04 -.13* -.06 .05 .06 -.08 .03 .05 -.03 -.06 .10 .13 -.01 .06 .02 .21** .14** -.19** -.26** -  
29 .08 .11* -.03 .08 .13* -.05 -.10 .04 -.07 -.05 -.14** -.01 .03 -.01 .06 .05 -.04 .08 -.03 -.01 .03 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

* = p < .05. ** = p < .01 
1 = Self Coercion T1, 2 = Family Coercion T1, 3 = Legal Coercion T1, 4 = Finance Coercion T1, 5 = Health Coercion T1, 6 = Work Coercion T1, 7 = Autonomy Support Family T1, 
8 = Autonomy Support Staff T1, 9 = Perceived Relatedness T1, 10= Perceived Autonomy T1, 11 = Perceived Competence/Control T1, 12 = Amotivation T1, 13 = External 
Motivation T1, 14 = Introjected Motivation T1, 15 = Identified/Integrated Motivation T1, 16 = Treatment Engagement T2-T3, 17 = Time in Treatment, 18 = Severity of Dependence 
T2-T3, 19 = Drug Taking Confidence T2-T3, 20 = Wellbeing T2-T3, 21 = Perceived Training Transfer T2-T3, 22 = Treatment History, 23 = Past Treatment Behaviour, 24 = Legal 
Mandate, 25 = Drug Court Order, 26 = Gender, 27 = Age, 228 = Criminal History, 29 = Dual Diagnosis. 
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Appendix 23  -  Correlations between T2 Predictor and T2-T3 Outcome Variables 

Table 31 
Bivariate correlations between T2 predictor and T2-T3 outcome variables. 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 

1 -                             
2 .38** -                            
3 -.02 .29** -                           
4 .26** .35** .29** -                          
5 .28** .35** .09 .37** -                         
6 .27** .42** .30** .60** .48** -                        
7 -.09 .03 .16* -.01 -.01 -.01 -                       
8 .37** .13 -.05 -.02 .10 .03 .18* -                      
9 .24** .13 .01 .03 .02 .02 .18* .58** -                     
10 .26** .09 -.05 -.03 -.05 .04 .13 .64** .73** -                    
11 .25** -.00 -.12 -.08 .02 .02 .18* .45** .39** .50** -                   
12 -.11 .15* .36** .17* .05 .28** .08 -.20** -.14 -.12 -.20** -                  
13 .20** .49** .29** .33** .28** .32** .13 -.04 .03 .00 -.12 .54** -                 
14 .40** .34** .06 .21** .38** .29** .12 .29** .22** .22** .24** .14 .46** -                
15 .46** .24** -.11 .06 .29** .20** .14 .55** .38** .47** .48** -.21** .08 .54** -               
16 .24** .03 .09 .15 .03 .09 .05 .35** .46** .51** .30** -.10 .08 .21* .27** -              
17 .11 .02 .04 .00 .13 .15* .06 .10 .07 .09 .31** -.13 -.01 .08 .20** .02 -             
18 .03 .17 .12 .14 .07 .14 -.02 -.15 -.16 -.11 -.28** .38** .26** .04 -.00 -.24* -.02 -            
19 .01 -.04 .16 .03 .04 .03 .07 .10 .17 .19* .17 .14 .04 .13 .07 .25** .06 -.27** -           
20 .11 -.06 .05 -.06 -.07 -.14 -.05 .19* .24* .13 .29** -.19* -.16 -.04 .12 .40** .08 -.48** .14 -          
21 .32** .16 .07 .18 .26** .19* .20* .24* .30** .27** .23* .01 .25** .31** .39** .54** -.04 -.19* .21* .21* -         
22 -.03 .05 -.08 -.03 .15* .03 -.06 -.02 -.04 -.06 -.04 -.08 -.08 -.04 .01 -.19* .02 .11 -.04 -.21* -.09 -        
23 -.11 -.12 -.09 -.10 .06 .01 -.13 .01 -.08 -.00 .02 -.02 -.12 -.09 -.01 .03 .08 -.00 .03 -.00 .05 .62** -       
24 -.09 .08 .74** .11 -.05 .11 .15* -.02 .02 -.01 -.05 .19** .12 -.05 -.10 .10 .07 .02 .14 .06 .09 -.05 .01 -      
25 -.09 .04 .55** .04 -.16* -.00 .14* .01 .06 .04 -.01 .13 .09 -.03 -.11 -.03 .09 -.18 .08 .14 .10 -.07 -.03 .64** -     
26 .10 -.03 -.29** .00 .16* -.02 -.06 .03 .03 .02 -.11 -.20** -.03 -.12 .07 .12 .01 .06 -.02 -.04 .04 .04 .09 -.22** -.14** -    
27 .05 -.11 -.31** -.21** .10 -.16* -.01 .05 .04 .01 .22** -.15* -.12 -.06 .05 -.11 .16** -.05 -.11 -.03 .00 .08 .11* -.17** -.09 .08 -   
28 -.09 .19** .27** .25** .13 .22** -.12 -.05 -.03 -.07 -.13 .04 .01 -.02 -.05 .05 -.03 -.06 .10 .13 -.01 .06 .02 .21** .14** -.19** -.26** -  
29 .08 .15** .00 .07 .15* .12 -.07 .01 -.05 .01 -.04 .02 .18* .08 .05 .05 -.04 .08 -.03 -.01 .03 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

* = p < .05. ** = p < .01 
1 = Self Coercion T2, 2 = Family Coercion T2, 3 = Legal Coercion T2, 4 = Finance Coercion T2, 5 = Health Coercion T2, 6 = Work Coercion T2, 7 = Autonomy Support Family T2, 
8 = Autonomy Support Staff T2, 9 = Perceived Relatedness T2, 10= Perceived Autonomy T2, 11 = Perceived Competence/Control T2, 12 = Amotivation T2, 13 = External 
Motivation T2, 14 = Introjected Motivation T2, 15 = Identified/Integrated Motivation T2, 16 = Treatment Engagement T2-T3, 17 = Time in Treatment, 18 = Severity of Dependence 
T2-T3, 19 = Drug Taking Confidence T2-T3, 20 = Wellbeing T2-T3, 21 = Perceived Training Transfer T2-T3, 22 = Treatment History, 23 = Past Treatment Behaviour, 24 = Legal 
Mandate, 25 = Drug Court Order, 26 = Gender, 27 = Age, 28 = Criminal History, 29 = Dual Diagnosis. 
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Appendix 24  -  Correlations between T1-T2 Predictor and T1-T2 Outcome Variables 

Table 32 
Bivariate correlations between T1-T2 predictor and T1-T2 outcome variables. 

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 
1 -                            
2 .14* -                           
3 .09 .26** -                          
4 .23** .10 .21** -                         
5 .24** .10 .09 .25** -                        
6 .12 .21** .32** .34** .19** -                       
7 -.00 -.16* -.13 -.00 .04 -.03 -                      
8 .13 .05 -.04 .07 .09 -.01 .20** -                     
9 .04 -.00 -.07 -.05 .06 -.09 .10 .44** -                    
10 .07 .02 .01 -.03 .13 .00 .10 .42** .64** -                   
11 .10 .05 -.02 -.05 .15* -.02 .16* .32** .27** .34** -                  
12 -.01 .07 .20** .19** .04 .13 -.10 -.12 -.13 -.11 -.20** -                 
13 -.06 .01 .09 .10 -.12 .08 -.07 -.11 -.08 -.04 -.14 .40** -                
14 .02 .06 -.01 .09 .04 -.01 .05 .17* .20** .18* .12 .03 .17* -               
15 .09 .09 .07 -.02 .13 -.01 .08 .22** .22** .31** .28** -.13 .05 .34** -              
16 .09 .17* -.04 -.01 .11 -.01 .15* .37** .50** .46** .37** -.14* -.13 .11 .30** -             
17 -.07 -.08 .05 -.00 -.07 -.07 -.09 -.10 -.07 -.15* -.23** .09 .11 .03 -.01 -.13 -            
18 -.01 .01 .12 .02 .09 .03 -.14 -.14 -.03 -.05 -.09 .25** .11 .17* -.09 -.16* -.01 -           
19 .06 .02 -.03 -.07 .00 -.08 .08 .13 .24** .23** .15* -.06 -.08 -.03 .04 .32** -.12 -.30** -          
20 -.00 -.09 -.20** -.13 -.01 -.18* .23** .24** .28** .27** .30** -.29** -.21** -.07 .19** .25** -.13 -.36** .15* -         
21 .16* -.01 .10 .17* .03 .17* .06 -.07 -.04 .06 -.08 .12 .05 .17* .07 .03 .02 .02 -.08 -.09 -        
22 .16* -.03 -.03 .15* .04 .07 .11 -.07 -.10 -.00 -.06 .02 .00 .10 .10 -.07 .08 -.01 -.05 -.14 .62** -       
23 -.07 -.06 -.14* -.13 -.07 -.04 -.07 -.07 -.06 .01 .10 -.02 -.07 -.07 .06 -.05 .07 -.01 -.04 .09 -.05 .01 -      
24 -.02 -.04 -.08 -.04 .14* -.00 -.08 -.09 -.13 -.06 .09 .03 -.05 .01 .16* -.04 .09 .05 -.13 .00 -.07 -.03 .64** -     
25 -.06 -.13 -.10 -.08 -.15* .04 .17* .09 -.02 .05 -.01 -.02 .11 .09 -.05 .00 .01 -.06 .04 -.03 .04 .09 -.22** -.14** -    
26 .10 -.00 -.02 .06 -.01 .07 -.08 -.07 .07 .05 .01 -.04 .04 .13 .02 .17* .16** -.08 .01 -.07 .08 .11* -.17** -.09 .08 -   
27 -.02 .03 .05 -.13 .01 -.01 .03 -.04 -.13 -.09 -.00 .07 .06 -.04 .15* -.10 -.03 .09 -.06 .06 .06 .02 .21** .14** -.19** -.26** -  
28 .02 -.06 -.01 .08 -.01 -.10 .04 -.04 -.03 -.05 -.15* .04 -.02 -.08 .04 -.09 -.04 .02 -.11 -.03 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

* = p < .05. ** = p < .01 
1 = Self Coercion T1-T2, 2 = Family Coercion T1-T2, 3 = Legal Coercion T1-T2, 4 = Finance Coercion T1-T2, 5 = Health Coercion T1-T2, 6 = Work Coercion T1-T2, 7 = 
Autonomy Support Family T1-T2, 8 = Autonomy Support Staff T1-T2, 9 = Perceived Relatedness T1-T2, 10= Perceived Autonomy T1-T2, 11 = Perceived Competence/Control T1-
T2, 12 = Amotivation T1-T2, 13 = External Motivation T1-T2, 14 = Introjected Motivation T1-T2, 15 = Identified/Integrated Motivation T1-T2, 16 = Treatment Engagement T1-T2, 
17 = Time in Treatment, 18 = Severity of Dependence T1-T2, 19 = Drug Taking Confidence T1-T2, 20 = Wellbeing T1-T2, 21 = Treatment History, 22 = Past Treatment Behaviour, 
23 = Legal Mandate, 24 = Drug Court Order, 25 = Gender, 26 = Age, 27 = Criminal History, 28 = Dual Diagnosis. 
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Appendix 25  -  Correlations between T1-T2 Predictor and T1-T3 Outcome Variables 

Table 33 
Bivariate correlations between T1-T2 predictor and T1-T3 outcome variables. 

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 
1 -                             
2 .14* -                           
3 .09 .26** -                          
4 .23** .10 .21** -                         
5 .24** .10 .09 .25** -                        
6 .12 .21** .32** .34** .19** -                       
7 -.00 -.16* -.13 -.00 .04 -.03 -                      
8 .13 .05 -.04 .07 .09 -.01 .20** -                     
9 .04 -.00 -.07 -.05 .06 -.09 .10 .44** -                    
10 .07 .02 .01 -.03 .13 .00 .10 .42** .64** -                   
11 .10 .05 -.02 -.05 .15* -.02 .16* .32** .27** .34** -                  
12 -.01 .07 .20** .19** .04 .13 -.10 -.12 -.13 -.11 -.20** -                 
13 -.06 .01 .09 .10 -.12 .08 -.07 -.11 -.08 -.04 -.14 .40** -                
14 .02 .06 -.01 .09 .04 -.01 .05 .17* .20** .18* .12 .03 .17* -               
15 .09 .09 .07 -.02 .13 -.01 .08 .22** .22** .31** .28** -.13 .05 .34** -              
16 -.04 .09 -.17 -.09 .20* -.03 .15 .25** .07 .20* .25** -.16 -.12 .07 .28** -             
17 -.07 -.08 .05 -.00 -.07 -.07 -.09 -.10 -.07 -.15* -.23** .09 .11 .03 -.01 -.18 -            
18 -.10 -.12 .10 .05 -.10 .04 -.03 -.09 .08 .04 -.12 .16 .21* -.01 -.29** -.30** .13 -           
19 .02 .12 .01 -.11 -.10 -.04 -.11 .06 .04 .01 .03 -.27** -.12 .02 .23* .25** -.00 -.31** -          
20 .01 -.07 -.11 .03 .09 -.04 .14 .11 -.00 .02 .12 -.08 -.18 -.07 .05 .27** -.06 -.32** -.04 -         
21 .16* -.01 .10 .17* .03 .17* .06 -.07 -.04 .06 -.08 .12 .05 .17* .07 -.05 .02 .22* -.14 -.24* -        
22 .16* -.03 -.03 .15* .04 .07 .11 -.07 -.10 -.00 -.06 .02 .00 .10 .10 .06 .08 -.01 -.02 -.09 .62** -       
23 -.07 -.06 -.14* -.13 -.07 -.04 -.07 -.07 -.06 .01 .10 -.02 -.07 -.07 .06 .05 .07 -.17 .11 .17 -.05 .01 -      
24 -.02 -.04 -.08 -.04 .14* -.00 -.08 -.09 -.13 -.06 .09 .03 -.05 .01 .16* -.03 .09 -.25** .02 .18 -.07 -.03 .64** -     
25 -.06 -.13 -.10 -.08 -.15* .04 .17* .09 -.02 .05 -.01 -.02 .11 .09 -.05 .16 .01 .04 .05 -.05 .04 .09 -.22** -.14** -    
26 .10 -.00 -.02 .06 -.01 .07 -.08 -.07 .07 .05 .01 -.04 .04 .13 .02 .06 .16** -.04 -.00 -.07 .08 .11* -.17** -.09 .08 -   
27 -.02 .03 .05 -.13 .01 -.01 .03 -.04 -.13 -.09 -.00 .07 .06 -.04 .15* -.09 -.03 .02 .02 .15 .06 .02 .21** .14** -.19** -.26** -  
28 .02 -.06 -.01 .08 -.01 -.10 .04 -.04 -.03 -.05 -.15* .04 -.02 -.08 .04 -.02 -.04 .09 -.11 -.03 .19** .12* -.11* -.08 .19** -.10 -.02 - 

 
 

* = p < .05. ** = p < .01 
1 = Self Coercion T1-T2, 2 = Family Coercion T1-T2, 3 = Legal Coercion T1-T2, 4 = Finance Coercion T1-T2, 5 = Health Coercion T1-T2, 6 = Work Coercion T1-T2, 7 = 
Autonomy Support Family T1-T2, 8 = Autonomy Support Staff T1-T2, 9 = Perceived Relatedness T1-T2, 10= Perceived Autonomy T1-T2, 11 = Perceived Competence/Control T1-
T2, 12 = Amotivation T1-T2, 13 = External Motivation T1-T2, 14 = Introjected Motivation T1-T2, 15 = Identified/Integrated Motivation T1-T2, 16 = Treatment Engagement T1-T3, 
17 = Time in Treatment, 18 = Severity of Dependence T1-T3, 19 = Drug Taking Confidence T1-T3, 20 = Wellbeing T1-T3, 21 = Treatment History, 22 = Past Treatment Behaviour, 
23 = Legal Mandate, 24 = Drug Court Order, 25 = Gender, 26 = Age, 27 = Criminal History, 28 = Dual Diagnosis. 
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Appendix 26  -  Descriptives of T1-T2, T1-T3, and T2-T3 Difference Scores 

 
Table 34  
Means and standard deviations for difference scores (T1-T2) of predictors and 
outcomes (N = 192). 

Variable M SD 
Predictor Variables   
   Self Coercion .31 2.55 
   Family Coercion .31 4.25 
   Legal Coercion -.16 4.13 
   Finance Coercion -.30 4.85 
   Health Coercion -.58 4.18 
   Work Coercion -1.09 5.17 
   Total Coercion -1.51 14.68 
   Autonomy Support Family -2.09 5.86 
   Autonomy Support Staff -1.47 5.51 
   Perceived Relatedness -.33 3.85 
   Perceived Autonomy -.58 3.29 
   Perceived Competence/Control -1.33 3.23 
   Amotivation .53 3.81 
   External Motivation .85 3.61 
   Introjected Motivation .07 3.53 
   Identified/Integrated Motivation -1.19 4.29 
Outcome Variables   
   Treatment Engagement -3.05 6.04 
   Severity of Dependence 2.73 6.31 
   Drug Taking Confidence -4.15 9.09 
   Wellbeing -1.74 7.86 

 
 
 
Table 35 
Means and standard deviations for difference scores (T1-T3) of outcome variables (N = 
109). 

Variable M SD 
Treatment Engagement -5.23 7.01 
Severity of Dependence 4.49 5.56 
Drug Taking Confidence -7.66 8.63 
Wellbeing -3.40 7.72 

 
 
 
Table 36 
Means and standard deviations for difference scores (T2-T3) of outcome variables (N = 
109). 

Variable M SD 
Treatment Engagement -1.82 5.48 
Severity of Dependence 2.08 5.28 
Drug Taking Confidence -2.77 9.85 
Wellbeing -1.22 7.70 
Perceived Training Transfer -2.95 6.83 
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Appendix 27  -  HMRAs for T1 Cross-sectional Data 

 
 
Table 53 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
T1 Amotivation; N = 350. 

Step 1 Step 2 Step 3 Variable B SEB β B SEB β B SEB β 
Drug Court Order 1.50 .67 .12* 1.04 .71 .08 1.53 .70 .12* 
Gender -1.42 .43 -.17** -.87 .43 -.11* -1.20 .42 -.15** 
Age -.06 .02 -.15** -.04 .02 -.09 -.02 .02 -.04 
Family Coercion    .09 .03 .14** .09 .03 .13** 
Legal Coercion    .06 .04 .10 .04 .04 .07 
Finance Coercion    .07 .04 .10 .06 .04 .09 
Work Coercion    .01 .04 .01 .00 .04 .01 
AutSupp Staff    -.17 .04 -.24*** -.11 .04 -.16** 
Relatedness       -.02 .07 -.02 
Autonomy       .10 .08 .08 
Competence/Control       -.27 .05 -.28***
          
ΔR2 Change   .08***   .10***   .06***
R2   .08***   .18***   .24***
Adjusted R2   .07***   .17***   .22***
* = p < .05      ** = p < .01     *** = p < .001     
 
 
 
 
 
Table 54 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
T1 Amotivation; N = 349. 

Step 1 Step 2 Step 3 Variable B SEB β B SEB β B SEB β 
Legal Mandate .62 .50 .07 -.28 .60 -.03 .23 .61 .02 
Gender -1.40 .43 -.17** -.79 .42 -.10 -1.09 .42 -.13* 
Age -.06 .02 -.14** -.03 .02 -.08 -.01 .02 -.04 
Family Coercion    .07 .03 .11* .08 .03 .12* 
Legal Coercion    .11 .04 .18** .08 .04 .13 
Finance Coercion    .07 .04 .10 .06 .04 .09 
Work Coercion    .00 .04 .01 .00 .04 .00 
AutSupp Staff    -.16 .04 -.22*** -.11 .04 -.15** 
Relatedness       -.02 .07 -.02 
Autonomy       .06 .09 .05 
Competence/Control       -.23 .06 -.24***
          
ΔR2 Change   .07***   .11***   .04** 
R2   .07***   .18***   .22***
Adjusted R2   .06***   .16***   .19***

* = p < .05      ** = p < .01      *** = p < .001     
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Table 55 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
T1 External Motivation; N = 350. 

 Step 1 Step 2 
Variable B SEB β B SEB β 

Family Coercion .27 .04 .32*** .28 .04 .33*** 
Legal Coercion .02 .04 .03 .01 .04 .01 
Finance Coercion .13 .05 .15** .12 .05 .14* 
Health Coercion .02 .05 .02 .00 .05 .00 
Work Coercion .08 .05 .09 .07 .05 .08 
AutSupp Family .10 .03 .14** .12 .03 .16** 
Autonomy    -.02 .08 -.01 
Competence/Control    -.24 .06 -.20*** 
       
ΔR2 Change   .23***   .04*** 
R2   .23***   .27*** 
Adjusted R2   .21***   .25*** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 56 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
T1 Introjected Motivation; N = 349. 

 Step 1 Step 2 
Variable B SEB β B SEB β 

Self Coercion .24 .07 .17** .20 .08 .14** 
Family Coercion .15 .04 .21*** .15 .04 .20*** 
Finance Coercion .02 .04 .03 .02 .04 .03 
Health Coercion .13 .05 .14** .15 .05 .16** 
Work Coercion .01 .04 .01 .01 .04 .02 
AutSupp Staff .15 .04 .20*** .10 .04 .14* 
Relatedness    .14 .07 .13 
Autonomy    -.08 .09 -.06 
Competence/Control    .11 .06 .11 
       
ΔR2 Change   .21***   .02 
R2   .21***   .23*** 
Adjusted R2   .20***   .21*** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 57  
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
T1 Identified/Integrated Motivation; N = 350. 

 Step 1 Step 2 
Variable B SEB β B SEB β 

Self Coercion .38 .09 .21*** .25 .08 .14** 
Family Coercion .17 .04 .19*** .17 .04 .20*** 
Health Coercion .15 .05 .14** .21 .05 .19*** 
AutSupp Staff .29 .04 .31*** .15 .05 .16** 
Relatedness    .21 .08 .16** 
Autonomy    -.06 .10 -.04 
Competence/Control    .34 .06 .27*** 
       
ΔR2 Change   .29***   .09*** 
R2   .29***   .38*** 
Adjusted R2   .28***   .36*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 58 
Summary data of standard regression analysis for T1 TPB variables predicting T1 
Intention; N = 350. 

Variable B SEB β 
Attitude .39 .05 .39*** 
Subjective Norm .19 .05 .17*** 
Competence/Control .19 .03 .30*** 
    
R2   .41*** 
Total Adjusted R2   .41*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Table 59  
Summary data for the hierarchical regression analysis of the T1 combined model predicting T1 Intention (note that the variable Perceived 
Competence/Control is part of SDT at Step 2); N = 350.  

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 

Self Coercion .27 .04 .30*** .21 .04 .24*** .17 .04 .19*** .10 .04 .12** 
Aut Supp Staff .14 .02 .29*** .06 .02 .13** .03 .02 .06 .00 .02 .00 
Relatedness    .02 .04 .03 .01 .04 .01 -.00 .04 -.01 
Autonomy    .01 .05 .01 .02 .05 .03 .03 .05 .04 
Competence/Control    .24 .03 .38*** .18 .03 .29*** .13 .03 .21***
Amotivation       -.11 .03 -.17** -.05 .03 -.08 
External Motivation       -.05 .03 -.10 -.06 .03 -.12* 
Introjected Motivation       .09 .03 .15** .07 .03 .11* 
Identified/Integrated M.       .03 .03 .06 .03 .03 .06 
Attitude          .30 .05 .30***
Subjective Norm          .15 .05 .13** 
             

ΔR2 Change    .20***   .13***   .05***   .07***

R2   .20***   .33***   .38***   .45***
Total Adjusted R2   .20***   .32***   .37***   .44***

* = p < .05      ** = p < .01      *** = p < .001     
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Table 60 
Summary data for the hierarchical regression analysis of the T1 combined model predicting T1 Intention (note that the variable Perceived 
Competence/Control is part of TPB at Step 4); N = 350. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 

Self Coercion .27 .04 .30*** .25 .04 .28*** .19 .04 .21*** .10 .04 .12** 
Aut Supp Staff .14 .02 .29*** .10 .03 .20*** .04 .02 .09 .00 .02 .00 
Relatedness    .06 .04 .10 .03 .04 .05 -.00 .04 -.01 
Autonomy    .07 .05 .09 .07 .05 .08 .03 .05 .04 
Amotivation       -.14 .03 -.21*** -.05 .03 -.08 
External Motivation       -.08 .03 -.16** -.06 .03 -.12* 
Introjected Motivation       .11 .04 .18** .07 .03 .11* 
Identified/Integrated M.       .06 .03 .11 .03 .03 .06 
Attitude          .30 .05 .30*** 
Subjective Norm          .15 .05 .13** 
Competence/Control          .13 .03 .21*** 
             

ΔR2 Change    .20***   .02**   .11***   .12*** 

R2   .20***   .22***   .33***   .45*** 
Total Adjusted R2   .20***   .21***   .32***   .44*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 61 
Summary data for the hierarchical regression analysis for T 1 SDT variables predicting T1 Treatment Engagement; N = 348.  

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 

Age .12 .04 .17** .10 .03 .14** .05 .03 .08 .05 .03 .07 
Self Coercion    .22 .12 .09 .03 .11 .01 -.04 .11 -.02 
Legal Coercion    -.04 .05 -.03 -.04 .05 -.04 -.01 .05 -.01 
Health Coercion    .07 .07 .05 .14 .07 .10 .07 .07 .05 
Aut Supp Family    .07 .05 .07 .02 .04 .02 .02 .04 .02 
Aut Supp Staff    .49 .06 .40*** .22 .06 .18*** .16 .06 .13** 
Relatedness       .44 .10 .27*** .40 .10 .24*** 
Autonomy       .15 .13 .07 .14 .13 .06 
Competence/Control       .37 .09 .22*** .25 .09 .15** 
Amotivation          -.13 .08 -.08 
Introjected Motivation          -.05 .09 -.03 
Identified/Integrated M.          .31 .08 .23*** 
             

ΔR2 Change    .03**   .21***   .14***   .04** 

R2   .03**   .24***   .38***   .42*** 
Total Adjusted R2   .03**   .22***   .36***   .40*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 62 
Summary data for the hierarchical regression analysis for T1 TPB variables predicting 
T1 Treatment Engagement; N = 349. 

 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 

Age  .12 .04 .16** .05 .04 .07 .05 .04 .08 
Attitude    .26 .15 .10 .16 .16 .06 
Competence/Control    .57 .09 .35*** .53 .10 .32***
Intention       .22 .16 .08 
          
ΔR2 Change    .03**   .16***   .00 
R2   .03**   .19***   .19***
Total Adjusted R2   .02**   .18***   .18***
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
Table 63 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
Time in Treatment; N = 350. 

 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 

Age .58 .19 .16** .51 .19 .14** .50 .19 .13* 
Competence/Control    .87 .44 .11* .49 .47 .06 
Identified/Integrated M.       .79 .37 .12* 
          
ΔR2 Change   .03**   .01*   .01* 
R2   .03**   .04**   .05***
Total Adjusted R2   .02**   .03**   .04***
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
Table 64  
Summary data for the hierarchical regression analysis for T1 TPB variables predicting 
Time in Treatment; N = 350. 

 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 

Age .58 .19 .16** .47 .19 .13* .54 .19 .15** 
Attitude    1.15 .79 .09 -.00 .86 .00 
Competence/Control    .527 .50 .06 -.00 .52 -.00 
Intention       2.73 .87 .21** 
          
ΔR2 Change    .02**   .02*   .03** 
R2   .02**   .04**   .07***
Total Adjusted R2   .02**   .03**   .06***
* = p < .05      ** = p < .01     *** = p < .001     
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Table 65  
Summary data for the hierarchical regression analysis of the T1 combined model predicting Time in Treatment (note that the variable Perceived 
Competence/Control is part of SDT at Step2); N = 348. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 

Age .56 .19 .16** .48 .19 .13* .48 .19 .13* .44 .19 .12* .50 .19 .14* 
Competence/Control    .95 .44 .12* .60 .48 .07 .30 .52 .04 -.09 .53 -.01 
Identified/Integr M .       .69 .38 .10 .58 .39 .09 .40 .39 .06 
Attitude          1.22 .81 .09 .23 .89 .02 
Intention             2.37 .89 .18** 
                
ΔR2 Change   .02**   .01*   .01   .01   .02** 
R2   .025**   .03**   .04**   .05**   .07*** 
Total Adjusted R2   .02**   .03**   .04**   .04**   .06*** 
* = p < .05     ** = p < .01      *** = p < .001     
 
Table 66 
Summary data for the hierarchical regression analysis of the T1 combined model predicting Time in Treatment (note that the variable Perceived 
Competence/Control is part of TPB at Step3); N = 348. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 

Age .56 .19 .16** .52 .19 .15** .44 .19 .12* .50 .19 .14* 
Identified/Integrated M.    .88 .35 .13* .58 .39 .09 .40 .39 .06 
Attitude       1.22 .81 .09 .23 .89 .02 
Competence/Control       .30 .52 .04 -.09 .53 -.01 
Intention          2.37 .89 .18** 
             
ΔR2 Change   .02**   .02*   .01   .02** 
R2   .02**   .04**   .05**   .07*** 
Total Adjusted R2   .02**   .04**   .04**   .06*** 
* = p < .05      ** = p < .01     *** = p < .001     
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Table 67 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T1 Severity of Dependence; N = 350. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 
Age -.13 .04 -.18** -.11 .04 -.16** -.08 .04 -.11 -.07 .04 -.10 -.06 .04 -.09 
Drug Court Order -3.02 1.10 -.14** -3.57 1.19 -.17** -2.78 1.16 -.13* -3.19 1.15 -.15** -3.33 1.15 -.16** 
Alcohol Dependence -1.95 .998 -.12 -1.69 .98 -.10 -1.43 .95 -.09 -1.68 .94 -.10 -1.73 .93 -.10 
Drug & Alcohol Dep. -.80 .71 -.06 -.93 .69 -.07 -.80 .67 -.06 -.98 .67 -.07 -1.06 .66 -.08 
Criminal History 1.59 .94 .09 1.08 .93 .06 1.32 .90 .08 1.42 .89 .08 1.33 .89 .08 
Dual Diagnosis 1.12 .68 .08 1.07 .67 .08 .67 .65 .05 .75 .64 .06 .68 .64 .05 
Legal Coercion    .07 .06 .07 .05 .06 .05 .02 .06 .02 .02 .06 .02 
Finance Coercion    .05 .06 .04 .06 .06 .05 .02 .06 .02 .02 .06 .02 
Health Coercion    .15 .08 .11 .09 .07 .07 .10 .08 .07 .11 .08 .08 
Work Coercion    .05 .07 .04 .04 .06 .04 .03 .06 .03 .03 .06 .03 
AutSuppStaff    -.23 .06 -.19*** -.14 .07 -.12* -.11 .07 -.09 -.09 .07 -.07 
Autonomy       .17 .12 .08 .14 .12 .07 .19 .12 .09 
Competence/Control       -.48 .09 -.30*** -.39 .10 -.25*** -.36 .10 -.23*** 
Amotivation          .27 .10 .17** .27 .10 .16** 
External Motivation          .06 .08 .05 .05 .08 .04 
Iden/Integr M.          -.00 .07 -.00 .02 .07 .02 
Treatment Engage.             -.11 .06 -.11 
                
Δ R2 Change   .10***   .07***   .06***   .03**   .01 
R2   .10***   .17***   .23***   .26***   .27*** 
Total Adjusted R2   .09***   .14***   .20***   .23***   .24*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 68  
Summary data for the hierarchical regression analysis for T1 TPB variables predicting T1 Severity of Dependence; N = 350. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Age -.13 .04 -.18** -.08 .04 -.11* -.07 .04 -.10 -.07 .04 -.10 
Drug Court Order -3.02 1.10 -.14** -2.35 1.05 -.11* -2.28 1.05 -.11* -2.44 1.05 -.11* 
Alcohol Dependent -1.95 .99 -.12 -1.78 .95 -.10 -1.71 .95 -.10 -1.73 .95 -.10 
Drug & Alcohol Dep.  -.79 .71 -.06 -.89 .67 -.07 -.89 .66 -.07 -1.00 .67 -.08 
Criminal History 1.59 .94 .09 1.48 .89 .09 1.51 .88 .09 1.44 .88 .08 
Dual Diagnosis 1.12 .68 .08 .65 .64 .05 .63 .64 .05 .62 .64 .05 
Attitude    -.15 .14 -.06 -.27 .16 -.11 -.25 .15 -.10 
Competence/Control    -.48 .09 -.30*** -.53 .10 -.34*** -.48 .10 -.31*** 
Intention       .29 .15 .11 .30 .15 .12 
Treatment Engagement          -.09 .05 -.09 
             

ΔR2 Change    .10***   .11***   .01   .01 

R2   .10***   .21***   .22***   .22*** 
Total Adjusted R2   .09***   .19***   .20***   .20*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 69  
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T1 Drug Taking Confidence; N = 350. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 

Drug Court Order 3.95 1.52 .14* 3.91 1.48 .14** 3.07 1.45 .11* 3.07 1.45 .11* 3.61 1.41 .13* 
Criminal History -3.93 1.23 -.17** -3.39 1.22 -.15** -3.02 1.19 -.13* -3.04 1.19 -.13* -2.62 1.16 -.11* 
Finance Coercion    -.19 .09 -.13* -.16 .08 -.10 -.16 .08 -.10 -.13 .08 -.09 
Work Coercion    -.05 .09 -.03 -.03 .09 -.02 -.04 .09 -.02 -.06 .08 -.04 
AutSuppFamily    .17 .07 .14** .16 .06 .12* .16 .06 .12* .15 .06 .12* 
AutSuppStaff    .21 .08 .13* .02 .09 .01 .01 .09 .01 -.05 .09 -.03 
Relatedness       .06 .15 .03 .05 .15 .02 -.09 .15 -.04 
Autonomy       .11 .20 .04 .11 .20 .04 .01 .19 .00 
Comp/Control       .52 .12 .24*** .51 .13 .24*** .41 .12 .19** 
Iden/Integr M.           .04 .10 .02 -.06 .10 -.03 
Treatment Eng.             .38 .08 .29*** 
                

ΔR2 Change   .04***   .06***   .06***   .00   .05*** 

R2   .04***   .10***   .16***   .16***   .21*** 
Total Adjusted R2   .05***   .09***   .14***   .14***   .19*** 
* = p < .05      ** = p < .01       *** = p < .001     
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Table 70 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T1 Drug Taking Confidence; N = 350. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 

Legal Mandate 4.07 1.13 .19*** 4.00 1.10 .19*** 3.33 1.09 .16** 3.36 1.09 .16** 3.65 1.06 .17** 
Criminal History -4.41 1.23 -.19*** -3.86 1.22 -.17** -3.42 1.20 -.15** -3.46 1.20 -.15** -3.04 1.17 -.13* 
Finance Coercion    -.18 .09 -.12* -.15 .08 -.10 -.16 .08 -.10 -.13 .08 -.09 
Work Coercion    -.05 .09 -.03 -.04 .09 -.02 -.04 .09 -.03 -.06 .08 -.04 
AutSuppFamily    .17 .06 .13* .15 .06 .12* .15 .06 .12* .14 .06 .11* 
AutSuppStaff    .22 .08 .14** .03 .09 .02 .02 .10 .01 -.05 .09 -.03 
Relatedness       .06 .15 .03 .04 .15 .02 -.10 .15 -.04 
Autonomy       .13 .20 .05 .13 .20 .05 .04 .19 .01 
Comp/Control       .49 .12 .23*** .48 .13 .22*** .39 .12 .18** 
Iden/Integr M.           .06 .10 .03 -.04 .10 -.02 
Treatment Eng.             .38 .08 .29*** 
                

ΔR2 Change   .06***   .06***   .06***   .00   .05*** 

R2   .06***   .12***   .17***   .18***   .23*** 
Total Adjusted R2   .05***   .10***   .15***   .15***   .20*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 71 
Summary data for the hierarchical regression analysis for T1 TPB variables predicting 
T1 Drug Taking Confidence; N = 350. 

 Step 1 Step 2 Step 3 

Variable B SEB β B SEB β B SEB β 

Drug Court Order 3.95 1.52 .14** 2.99 1.46 .10* 3.73 1.42 .13** 
Criminal History -3.93 1.23 -.17** -3.44 1.17 -.15** -3.05 1.14 -.13** 
Competence/Control    .64 .11 .30*** .39 .11 .18** 
Treatment Engagement       .35 .07 .27***
          

ΔR2 Change    .04***   .09***   .06***

R2   .04***   .13***   .19***
Total Adjusted R2   .04***   .12***   .18***
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
Table 72 
Summary data for the hierarchical regression analysis for T1 TPB variables predicting 
T1 Drug Taking Confidence; N = 350. 

 Step 1 Step 2 Step 3 

Variable B SEB β B SEB β B SEB β 

Legal Mandate 4.07 1.13 .19*** 3.30 1.09 .15** 3.86 1.06 .18***
Criminal History -4.41 1.23 -.19*** -3.86 1.18 -.17** -3.51 1.14 -.15** 
Competence/Control    .62 .11 .29*** .37 .11 .18** 
Treatment Engagement       .36 .07 .27***
          

ΔR2 Change    .06***   .08***   .06***

R2   .06***   .14***   .20***
Total Adjusted R2   .05***   .13***   .19***
* = p < .05      ** = p < .01      *** = p < .001     
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Table 73 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T1 Wellbeing; N = 350. 

 Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 

Variable B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β 

Age .13 .05 .15** .09 .04 .11* .05 .04 .05 .03 .04 .04 .02 .04 .02 .02 .04 .02 

Dual Diagnosis -2.34 .87 -.14** -2.68 .83 -.16** -1.73 .78 -.11* -1.96 .78 -.12* -1.87 .77 -.11* -1.85 .77 -.11* 

Finance Coercion    -.03 .08 -.02 -.01 .07 -.01 .01 .07 .01 .02 .07 .01 .02 .07 .01 

Work Coercion    -.20 .08 -.14* -.18 .07 -.13* -.17 .07 -.12* -.19 .07 -.13* -.19 .07 -.13* 

AutSupp Staff    .40 .07 .27*** .10 .08 .07 .05 .08 .03 .01 .08 .01 .01 .08 .00 

Relatedness       .38 .13 .19** .35 .13 .17** .27 .13 .13* .27 .13 .13* 

Autonomy       .04 .17 .01 .08 .17 .03 .02 .17 .01 .03 .17 .01 

Competence/Control       .57 .11 .29*** .47 .11 .24*** .44 .11 .22*** .43 .11 .22*** 

Amotivation          -.33 .11 -.16** -.32 .11 -.15** -.31 .11 -.15** 

External  M. .         02 .09 .01 .05 .09 .03 .04 .09 .03 

Identified/Integr M.           .08 .09 .05 .02 .09 .01 .01 .09 .01 

Treatment Eng.             .21 .07 .17** .21 .07 .18** 

Time in Treatment                .01 .01 .04 

                   

ΔR2 Change   .05***   .10***   .12***   .02*   .02*   .00 

R2   .05***   .15***   .27***   .29***   .31***   .31*** 

Total Adjusted R2   .04***   .13***   .25***   .27***   .28***   .28*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 74 
Summary data for the hierarchical regression analysis for T1 TPB variables predicting T1 Wellbeing; N = 348. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 
Age .13 .04 .15** .05 .04 .06 .04 .04 .04 .02 .04 .02 .01 .04 .02 
Dual Diagnosis -2.32 .86 -.14** -1.69 .79 -.10* -1.63 .79 -.10* -1.57 .76 -.10* -1.55 .76 -.10* 
Attitude    .49 .17 .15** .65 .19 .20** .59 .19 .19** .59 .19 .18** 
Competence/Control    .66 .11 .33*** .72 .12 .36*** .56 .12 .28*** .55 .12 .28*** 
Intention       -.37 .19 -.12 -.46 .19 -.14* -.50 .19 -.15** 
Treatment Engagement          .30 .06 .25*** .30 .06 .25*** 
Time in Treatment             .01 .01 .06 
                
ΔR2 Change   .05***   .17***   .01   .05***   .00 
R2   .05***   .21***   .22***   .27***   .28*** 
Total Adjusted R2   .04***   .21***   .21***   .26***   .26*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 75 
Summary data for the hierarchical regression analysis of the T1 combined model predicting T1 Wellbeing (note that Perceived Competence/Control is 
part of SDT at Step 3); N = 350. 

 Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 

Variable B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β 

Age .13 .05 .15** .09 .04 .11* .05 .04 .05 .03 .04 .04 .03 .04 .03 .01 .04 .01 .00 .04 .00 -.00 .04 -.00 

Dual Diagnosis -2.34 .87 -.14** -2.68 .83 -.16** -1.73 .78 -.11* -1.96 .78 -.12* -1.96 .78 -.12* -1.99 .77 -.12* -1.91 .76 -.12* -1.88 .76 -.11* 

Finance Coercion    -.03 .08 -.02 -.01 .07 -.01 .01 .07 .01 .01 .07 .01 .03 .07 .02 .03 .07 .02 .03 .07 .02 

Work Coercion    -.20 .08 -.14* -.18 .07 -.13* -.17 .07 -.12* -.17 .07 -.12* -.17 .07 -.12* -.18 .07 -.13* -.18 .07 -.13* 

AutSuppStaff    .40 .07 .27*** .10 .08 .07 .05 .08 .03 .03 .08 .02 .03 .08 .02 -.00 .08 -.00 -.01 .08 -.01 

Relatedness       .38 .13 .19** .35 .13 .17** .34 .13 .17** .33 .13 .17** .25 .13 .13* .25 .13 .12 

Autonomy       .04 .17 .01 .08 .17 .03 .09 .17 .03 .12 .17 .05 .06 .17 .02 .08 .17 .03 

Comp/Control       .57 .11 .29*** .47 .11 .24*** .44 .12 .22*** .51 .12 .26*** .48 .12 .24*** .48 .12 .24** 

Amotivation          -.33 .11 -.16** -.29 .12 -.14* -.33 .12 -.16** -.31 .12 -.15** -.31 .12 -.15** 

External M.          .02 .09 .01 .02 .09 .01 -.00 .09 -.00 .02 .09 .01 .02 .09 .01 

Iden/Integr M.           .08 .09 .05 .07 .09 .04 .12 .09 .07 .06 .09 .04 .05 .09 .03 

Attitude             .19 .18 .06 .39 .19 .13* .39 .19 .13* .39 .19 .13* 

Intention                -.57 .19 -.18** -.55 .19 -.18** -.59 .19 -.19** 

Treatment Eng.                   .20 .07 .17** .21 .07 .17** 

Time in Treatm.                      .01 .01 .06 

                         

ΔR2 Change   .05***   .10***   .12***   .02*   .00   .02**   .02**   .00 

R2   .05***   .15***   .27***   .29***   .30***   .32***   .33***   .34*** 

Total Adjusted R2   .04***   .13***   .25***   .27***   .27***   .29***   .30***   .30*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Table 76 
Summary data for the hierarchical regression analysis of the T1 combined model predicting T1 Wellbeing (note that Perceived Competence/Control is 
part of TPB at Step 5); N = 350. 

 Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 

Variable B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β 

Age .13 .05 .15** .09 .04 .11* .08 .04 .09 .05 .04 .06 .03 .04 .03 .01 .04 .01 .00 .04 .00 -.00 .04 -.00 

Dual Diagnosis -2.34 .87 -.14** -2.68 .83 -.16** -2.29 .80 -.14* -2.49 .79 -.15** -1.96 .78 -.12* -1.99 .77 -.12* -1.91 .76 -.12* -1.88 .76 -.11* 

Finance Coercion    -.03 .08 -.02 -.02 .08 -.01 .01 .08 .01 .01 .07 .01 .03 .07 .02 .03 .07 .02 .03 .07 .02 

Work Coercion    -.20 .08 -.14* -.19 .08 -.14* -.18 .07 -.13* -.17 .07 -.12* -.17 .07 -.12* -.18 .07 -.13* -.18 .07 -.13* 

AutSuppStaff    .40 .07 .27*** .19 .08 .13* .08 .08 .05 .03 .08 .02 .03 .08 .02 -.00 .08 -.00 -.01 .08 -.01 

Relatedness       .48 .13 .24*** .41 .13 .20** .34 .13 .17** .33 .13 .17** .25 .13 .13* .25 .13 .12* 

Autonomy       .19 .17 .07 .18 .17 .07 .09 .17 .03 .12 .17 .05 .06 .17 .02 .08 .17 .03 

Amotivation          -.39 .12 -.19** -.29 .12 -.14* -.33 .12 -.16** -.31 .12 -.15** -.31 .12 -.15** 

External M.          -.04 .09 -.03 .02 .09 .01 -.00 .09 -.00 .02 .09 .01 .02 .09 .01 

Iden/Integr M.           .18 .09 .11* .07 .09 .04 .12 .09 .07 .06 .09 .04 .05 .09 .03 

Attitude             .19 .18 .06 .39 .19 .13* .39 .19 .13* .39 .19 .13* 

Comp/Control             .44 .12 .22*** .51 .12 .26*** .48 .12 .24*** .48 .12 .24*** 

Intention                -.57 .19 -.18** -.55 .19 -.18** -.59 .19 -.19** 

Treatment Eng.                   .20 .07 .17** .21 .07 .17** 

Time in Treatm.                      .01 .01 .06 

                         

ΔR2 Change   .05***   .10***   .06***   .05***   .04***   .02**   .02**   .00 

R2   .05***   .15***   .21***   .26***   .30***   .32***   .33***   .34*** 

Total Adjusted R2   .04***   .13***   .19***   .23***   .27***   .29***   .30***   .30*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 28  -  HMRAs for T2 Cross-sectional Data 

Table 77 
Summary data for the hierarchical regression analysis for T2 SDT variables predicting 
T2 Amotivation; N = 192. 

 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 
Legal Mandate 1.18 .67 .13 -1.09 .90 -.12 -1.00 .90 -.11 
Gender -1.29 .60 -.15* -.89 .57 -.11 -1.08 .58 -.13 
Age -.04 .03 -.09 -.01 .03 -.02 .00 .03 .00 
Family Coercion    .00 .05 .01 .00 .05 .00 
Legal Coercion    .19 .06 .35** .18 .06 .33** 
Finance Coercion    -.04 .05 -.07 -.05 .05 -.07 
Work Coercion    .14 .05 .23** .15 .05 .24** 
AutSupp Staff    -.16 .05 -.19** -.11 .06 -.14 
Competence/Control       -.16 .10 -.13 
          
ΔR2 Change   .07**   .15***   .01 
R2   .07**   .22***   .23***
Adjusted R2   .05**   .19***   .19***
* = p < .05    ** = p < .01    *** = p < .001     
 
Table 78 
Summary data for the hierarchical regression analysis for T2 SDT variables predicting 
T2 External Motivation; N = 192. 

 Step 1 Step 2 
Variable B SEB β B SEB β 
Dual Diagnosis 1.73 .70 .18* .99 .62 .10 
Self Coercion    .00 .11 .00 
Family Coercion    .28 .06 .35*** 
Legal Coercion    .10 .05 .15* 
Finance Coercion    .10 .06 .12 
Health Coercion    .08 .07 .08 
Work Coercion    .00 .06 .00 
       
ΔR2 Change   .03*   .27*** 
R2   .03*   .30*** 
Adjusted R2   .03*   .27*** 
* = p < .05    ** = p < .01     *** = p < .001     
 
Table 79 
Summary data for the hierarchical regression analysis for T2 SDT variables predicting 
T2 Introjected Motivation; N = 192. 

 Step 1 Step 2 
Variable B SEB β B SEB β 
Self Coercion .30 .11 .21** .27 .11 .18* 
Family Coercion .09 .05 .13 .10 .05 .14 
Finance Coercion -.02 .06 -.02 -.01 .06 -.01 
Health Coercion .21 .07 .23** .22 .07 .24** 
Work Coercion .06 .06 .08 .05 .06 .07 
AutSupp Staff .16 .06 .17* .08 .08 .08 
Relatedness    .05 .10 .05 
Autonomy    .02 .15 .01 
Competence/Control    .18 .10 .13 
       
ΔR2 Change   .28***   .02 
R2   .28***   .30*** 
Adjusted R2   .26***   .26*** 
* = p < .05    ** = p < .01    *** = p < .001     
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Table 80 
Summary data for the hierarchical regression analysis for T2 SDT variables predicting 
T2 Identified/Integrated Motivation; N = 192. 

 Step 1 Step 2 

Variable B SEB β B SEB β 

Self Coercion .36 .10 .24*** .29 .10 .19** 
Family Coercion .02 .05 .02 .04 .05 .05 
Health Coercion .14 .06 .15* .18 .06 .19** 
Work Coercion .03 .05 .05 .02 .05 .02 
AutSupp Staff .43 .06 .44*** .25 .07 .25*** 
Relatedness    -.04 .09 -.04 
Autonomy    .26 .14 .17 
Competence/Control    .35 .09 .24*** 
       

ΔR2 Change   .41***   .07*** 

R2   .41***   .48*** 
Adjusted R2   .39***   .46*** 
* = p < .05     ** = p < .01     *** = p < .001     
 
 
 
 
 
 
Table 81 
Summary data of standard regression analysis for T2 TPB variables predicting T2 
Intention; N = 192. 

 Step 1 Step 2 

Variable B SEB β B SEB β 

Age .05 .02 .20** .01 .01 .04 
Attitude    .51 .06 .51*** 
Subjective Norm    .16 .05 .16** 
Competence/Control    .20 .04 .25*** 
       

ΔR2 Change   .04**   .52*** 

R2   .04**   .56*** 
Total Adjusted R2   .03**   .55*** 
* = p < .05      ** = p < .01     *** = p < .001     
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Table 82 
Summary data for the hierarchical regression analysis of the T2 combined model predicting T2 Intention (note that Perceived Competence/Control is 
part of SDT at Step 2); N = 192. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 
Age .05 .02 .20** .03 .02 .11 .01 .02 .02 .01 .01 .04 .01 .01 .04 
Self Coercion    .17 .05 .21** .13 .05 .17 .06 .05 .07 .03 .04 .04 
Legal Coercion    -.07 .02 -.19** -.06 .02 -.18** -.02 .02 -.05 .00 .02 .00 
AutSuppStaff    .15 .03 .29*** .09 .04 .17** .02 .04 .05 .01 .03 .03 
Relatedness       -.00 .05 -.00 -.02 .05 -.04 -.07 .04 -.12 
Autonomy       -.08 .08 -.10 -.06 .07 -.08 .02 .06 .02 
Competence/Control       .36 .05 .46*** .28 .05 .36*** .18 .05 .23*** 
Amotivation          -.21 .04 -.33*** -.15 .03 -.24*** 
Introjected Motivation          .04 .04 .07 .01 .03 .03 
Identified/Integrated M.          .12 .04 .23*** .06 .04 .11 
Attitude             .39 .06 .40*** 
Subjective Norm             .10 .05 .10 
                

ΔR2 Change   .04**   .21***   .15***   .13***   .10*** 

R2   .04**   .25***   .40***   .53***   .63*** 
Total Adjusted R2   .03**   .23***   .37***   .50***   .60*** 
* = p < .05    ** = p < .01     *** = p < .001     
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Table 83  
Summary data for the hierarchical regression analysis of the T2 combined model predicting T2 Intention (note that Perceived Competence/Control is 
part of TPB at Step 4); N = 192. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 
Age .05 .02 .20** .03 .02 .11 .03 .02 .11 .03 .01 .11 .01 .01 .04 
Self Coercion    .17 .05 .21** .17 .05 .21** .06 .05 .07 .03 .04 .04 
Legal Coercion    -.07 .02 -.19** -.07 .02 -.19** -.01 .02 -.04 .00 .02 .00 
AutSuppStaff    .15 .03 .29*** .13 .05 .25** .04 .04 .08 .01 .03 .03 
Relatedness       -.01 .06 -.01 -.03 .05 -.05 -.07 .04 -.12 
Autonomy       .06 .08 .08 .04 .07 .05 .02 .06 .02 
Amotivation          -.23 .04 -.36*** -.15 .03 -.24*** 
Introjected Motivation          .05 .04 .08 .01 .03 .03 
Identified/Integrated M.          .16 .04 .31*** .06 .04 .11 
Attitude             .39 .06 .40*** 
Subjective Norm             .10 .05 .10 
Competence/Control             .18 .05 .23*** 
                

ΔR2 Change   .04**   .21***   .00   .19***   .18*** 

R2   .04**   .25***   .25***   .44***   .63*** 
Total Adjusted R2   .03**   .23***   .23***   .42***   .60*** 
* = p < .05      ** = p < .01     *** = p < .001     
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Table 84  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting 
T2 Treatment Engagement; N = 192. 

 Step 1 Step 2 Step 3 

Variable B SEB β B SEB β B SEB β 

Self Coercion .20 .11 .11 .14 .09 .08 .02 .10 .01 
Aut Supp Staff .66 .07 .57*** .23 .08 .20** .13 .08 .11 
Relatedness    .23 .10 .18* .23 .09 .18* 
Autonomy    .48 .15 .26*** .44 .14 .24** 
Competence/Control    .40 .10 .23*** .27 .10 .16* 
Amotivation       -.18 .07 -.13* 
Introjected Motivation       -.04 .07 -.03 
Identified/Integrated M.       .31 .08 .26***
          

ΔR2 Change    .38***   .17***   .06***

R2   .38***   .55***   .61***
Total Adjusted R2   .37***   .54***   .59***
* = p < .05     ** = p < .01     *** = p < .001     
 
 
 
 
 
Table 85 
Summary data for the hierarchical regression analysis for T2 TPB variables predicting 
T2 Treatment Engagement; N = 192. 

 Step 1 Step 2 

Variable B SEB β B SEB β 

Attitude .25 .15 .11 .13 .19 .06 
Subjective Norm .29 .14 .13* .25 .14 .11 
Competence/Control .79 .12 .46*** .75 .13 .43*** 
Intention    .23 .20 .10 
       

ΔR2 Change    .32***   .00 

R2   .32***   .33*** 
Total Adjusted R2   .31***   .31*** 
* = p < .05     ** = p < .01     *** = p < .001     
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Table 86  
Summary data for the hierarchical regression analysis of the T2 combined model predicting T2 Treatment Engagement (note that Perceived 
Competence/Control is part of SDT at Step 2); N = 192. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 
Self Coercion .20 .11 .11 .14 .09 .08 .02 .10 .01 .02 .10 .01 .03 .10 .01 
AutSuppStaff .66 .07 .57*** .23 .08 .20** .13 .08 .11 .13 .08 .11 .13 .08 .11 
Relatedness    .23 .10 .18* .23 .09 .18* .25 .09 .18* .24 .09 .18* 
Autonomy    .48 .15 .26*** .44 .14 .24** .42 .14 .23** .42 .14 .23** 
Competence/Control    .40 .10 .23*** .27 .10 .16* .30 .10 .17* .31 .11 .18* 
Amotivation       -.18 .07 -.13* -.20 .07 -.14* -.20 .08 -.14* 
Introjected M.       -.04 .07 -.03 -.04 .07 -.03 -.04 .07 -.03 
Identified/Integr M.       .31 .08 .26*** .33 .08 .28*** .33 .09 .28*** 
Attitude          -.12 .13 -.05 -.12 .15 -.05 
Subjective Norm          -.02 .12 -.01 -.01 .13 -.01 
Intention             -.01 .17 -.01 
                

ΔR2 Change   .38***   .17***   .06***   .00   .00 

R2   .38***   .55***   .61***   .61***   .61*** 
Total Adjusted R2   37***   .54***   .59***   .59***   .59*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 87  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting 
Time in Treatment; N = 192. 

 Step 1 Step 2 Step 3 

Variable B SEB β B SEB β B SEB β 

Age .49 .19 .18* .33 .19 .12 .34 .19 .13 
Competence/Control    2.29 .57 .28*** 2.01 .65 .25** 
Identified/Integrated M.       .39 .43 .07 
          

ΔR2 Change   .03*   .08***   .00 

R2   .03*   .11***   .11***
Total Adjusted R2   .03*   .10***   .10***
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
 
 
 
 
Table 88 
Summary data for the hierarchical regression analysis for T2 TPB variables predicting 
Time in Treatment; N = 192. 

 Step 1 Step 2 Step 3 

Variable B SEB β B SEB β B SEB β 

Age .49 .19 .18* .31 .19 .12 .27 .18 .10 
Attitude    1.81 .80 .17* .37 .96 .04 
Competence/Control    1.61 .64 .20* 1.02 .67 .13 
Intention       2.69 1.03 .26** 
          

ΔR2 Change   .03*   .10***   .03* 

R2   .03*   .13***   .16***
Total Adjusted R2   .03*   .12***   .15***
* = p < .05      ** = p < .01      *** = p < .001     
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Table 89  
Summary data for the hierarchical regression analysis of the T2 combined model predicting Time in Treatment (note that Perceived 
Competence/Control is part of SDT at Step 2); N = 190. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 
Age .47 .19 .17* .30 .19 .11 .32 .19 .12 .28 .19 .10 .21 .19 .08 
Competence/Control    2.29 .57 .28*** 1.98 .65 .25** 1.61 .68 .20* 1.08 .69 .13 
Identified/Integr M.       .43 .43 .08 .14 .46 .03 -.16 .46 -.03 
Attitude          1.55 .92 .14 -.19 1.07 -.02 
Intention             3.33 1.08 .32** 
                
ΔR2 Change   .03*   .08***   .00   .01   .04** 
R2   .03*   .11***   .11***   .13***   .17*** 
Total Adjusted R2   .02*   .10***   .10***   .11***   .15*** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
Table 90  
Summary data for the hierarchical regression analysis of the T2 combined model predicting Time in Treatment (note that Perceived 
Competence/Control is part of TPB at Step 4); N = 190. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Age .47 .19 .17* .45 .19 .16* .28 .19 .10 .21 .19 .08 
Identified/Integrated M.    1.06 .38 .19** .14 .46 .03 -.16 .46 -.03 
Attitude       1.55 .92 .14 -.19 1.07 -.02 
Competence/Control       1.61 .68 .20* 1.08 .69 .13 
Intention          3.33 1.08 .32** 
             
ΔR2 Change   .03*   .04**   .06**   .04** 
R2   .03*   .07**   .13***   .17***
Total Adjusted R2   .02*   .06**   .11***   .15***
* = p < .05      ** = p < .01      *** = p < .001     
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Table 91  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting T2 Severity of Dependence; N = 192. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 

Age -.13 .05 -.20** -.11 .05 -.17* -.08 .05 -.12 -.07 .04 -.10 -.08 .04 -.12 
Work Coercion    .17 .07 .17* .19 .07 .19** .06 .07 .06 .07 .07 .07 
Autonomy       -.19 .16 -.09 -.21 .15 -.10 -.07 .18 -.03 
Competence/Control       -.42 .16 -.21** -.29 .15 -.15 -.22 .16 -.11 
Amotivation          .28 .12 .17* .23 .13 .14 
External Motivation          .33 .10 .25*** .34 .10 .26*** 
Treatment Engagement             -.15 .11 -.13 
                

ΔR2 Change   .04**   .03*   .07***   .12***   .01 

R2   .04**   .07**   .14***   .26***   .27*** 
Total Adjusted R2   .04**   .06**   .12***   .23***   .24*** 
* = p < .05       ** = p < .01       *** = p < .001     
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Table 92  
Summary data for the hierarchical regression analysis for T2 TPB variables predicting T2 Severity of Dependence; N = 190. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 

Age -.14 .05 -.21** -.10 .05 -.15* -.10 .05 -.14* -.12 .05 -.18* 
Competence/Control    -.52 .14 -.26*** -.33 .17 -.16* -.16 .18 -.08 
Intention       -.46 .22 -.17* -.35 .22 -.13 
Treatment Engagement          -.21 .10 -.18* 
             

ΔR2 Change   .04**   .06***   .02*   .02* 

R2   .04**   .11***   .13***   .15*** 
Total Adjusted R2   .04**   .10***   .11***   .13*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 93  
Summary data for the hierarchical regression analysis of the T2 combined model predicting T2 Severity of Dependence (note that Perceived 
Competence/Control is part of SDT at Step 3); N = 192. 

 Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 

Variable B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β 
Age -.13 .05 -.20** -.11 .05 -.17* -.08 .05 -.12 -.07 .04 -.10 -.07 .04 -.10 -.08 .04 -.12 
Work Coercion    .17 .07 .17* .19 .07 .19** .06 .07 .06 .07 .07 .07 .07 .07 .07 
Autonomy       -.19 .16 -.09 -.21 .15 -.10 -.21 .15 -.10 -.07 .18 -.04 
Comp/Control       -.42 .16 -.21** -.29 .15 -.15 -.27 .17 -.13 -.20 .18 -.10 
Amotivation          .28 .12 .17* .26 .14 .16 .21 .14 .13 
External M.          .33 .10 .25*** .33 .10 .25*** .34 .10 .26*** 
Intention             -.08 .23 -.03 -.06 .23 -.02 
Treatment Eng.                -.15 .11 -.13 
                   
ΔR2 Change   .05**   .03**   .07***   .12***   .00   .01 
R2   .05**   .08**   .14***   .26**   .26***   .27*** 
Total Adjusted R2   .05**   .06**   .12***   .23***   .23***   .23*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 94  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting T2 Drug Taking Confidence; N = 190. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
AutSuppStaff .55 .14 .28*** -.01 .18 -.01 -.03 .19 -.01 -.09 .19 -.04 
Relatedness    .28 .22 .12 .28 .22 .12 .20 .22 .09 
Autonomy    .52 .33 .17 .52 .33 .17 .39 .34 .13 
Competence/Control    .60 .23 .21* .58 .24 .20* .51 .24 .18* 
Identified/Integrated M.       .03 .17 .02 -.06 .17 -.03 
Treatment Engagement          .31 .17 .18 
             
ΔR2 Change   .08***   .10***   .00   .01 
R2   .08***   .18***   .18***   .19*** 
Total Adjusted R2   .07***   .15***   .15***   .16*** 
* = p < .05     ** = p < .01      *** = p < .001     
 
 
Table 95  
Summary data for the hierarchical regression analysis for T2 TPB variables predicting T2 Drug Taking Confidence; N = 191. 

 Step 1 Step 2 Step 3 

Variable B SEB β B SEB β B SEB β 
Attitude .15 .30 .04 .06 .37 .01 -.08 .36 -.02 
Competence/Control .89 .23 .31*** .86 .24 .30** .48 .26 .17 
Intention    .17 .39 .04 .07 .38 .02 
Treatment Engagement       .49 .14 .30***
          
ΔR2 Change   .11***   .00   .06***
R2   .11***   .11***   .17***
Total Adjusted R2   .10***   .10***   .15***
* = p < .05      ** = p < .01      *** = p < .001     
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Table 96  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting T2 Wellbeing; N = 192. 

 Step 1 Step 2 Step 3 Step 4 Step 5 
Variable B SEB β B SEB β B SEB β B SEB β B SEB β 
Age .18 .06 .22** .17 .06 .20** .10 .05 .12 .06 .05 .07 .08 .05 .09 
AutSuppStaff    .51 .11 .30*** .03 .14 .02 .18 .13 .11 .21 .13 .12 
Relatedness       .47 .17 .25** .48 .15 .25** .43 .16 .22** 
Autonomy       -.02 .26 -.01 .03 .23 .01 -.05 .24 -.02 
Competence/Control       1.04 .18 .41*** .83 .17 .33*** .76 .17 .30*** 
Amotivation          -.54 .13 -.27*** -.50 .14 -.25** 
External Motivation          -.31 .11 -.18** -.30 .11 -.18** 
Identified/Integrated M.          .18 .12 .10 .12 .12 .07 
Treatment Engagement             .20 .12 .14 
                

ΔR2 Change   .0**   .09***   .19***   .15***   .01 

R2   .05**   .14***   .33***   .48***   .49*** 
Total Adjusted R2   .04**   .13***   .31***   .46***   .46*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 97  
Summary data for the hierarchical regression analysis for T2 TPB variables predicting T2 Wellbeing; N = 190. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Age .22 .06 .26** .12 .05 .14* .11 .05 .13* .16 .05 .19** 
Attitude    .55 .23 .16* .47 .29 .14 .30 .28 .09 
Competence/Control    1.04 .18 .42*** 1.01 .19 .41*** .65 .20 .26** 
Intention       .14 .29 .04 .04 .28 .01 
Treatment Engagement          .46 .10 .32***
             
ΔR2 Change   .07***   .26***   .00   .06***
R2   .07***   .32***   .33***   .39***
Total Adjusted R2   .06***   .31***   .31***   .37***
* = p < .05    ** = p < .01    *** = p < .001     
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Table 98  
Summary data for the hierarchical regression analysis of the T2 combined model predicting T2 Wellbeing (note that Perceived Competence/Control is 
part of SDT at Ste p3); N = 190. 
 Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 

Variable B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β 

Age .23 .06 .28*** .22 .06 .26*** .15 .05 .18** .09 .05 .11* .09 .05 .11 .09 .05 .11* .12 .05 .14* 

AutSupp Staff    .51 .11 .30*** -.03 .13 -.02 -.17 .13 -.10 -.17 .13 -.10 -.17 .13 -.10 -.20 .13 -.12 

Relatedness       .46 .17 .23** .47 .15 .24** .46 .16 .24** .45 .16 .23** .39 .16 .20* 

Autonomy       -.01 .25 -.00 .02 .23 .01 .03 .23 .01 .03 .23 .01 -.07 .24 -.03 

Comp/Control       1.05 .18 .42*** .86 .17 .35*** .85 .18 .34*** .88 .19 .36*** .80 .19 .32*** 

Amotivation          -.46 .14 -.22** -.46 .14 -.22** -.49 .15 -.24** -.43 .15 -.21** 

External M.          -.28 .11 -.17* -.28 .11 -.17* -.27 .11 -.16* -.26 .11 -.15* 

Iden/Integ M.          .16 .12 .10 .16 .12 .09 .18 .13 .10 .10 .13 .06 

Attitude             .03 .22 .01 .11 .25 .03 .13 .25 .04 

Intention                -.19 .28 -.06 -.18 .28 -.06 

Treatment E.                   .25 .12 .18* 

                      

ΔR2 Change   .08***   .09***   .20***   .11***   .00   .00   .01* 

R2   .08***   .17***   .37***   .48***   .48***   .48***   .49*** 

Total Adjusted R2   .07***   .16***   .35***   .45***   .45***   .45***   .46*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 99  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting T2 Perceived Training Transfer; N = 192. 

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Self Coercion .38 .15 .18* .32 .14 .15* .09 .14 .05 .08 .13 .04 
Family Coercion .10 .07 .10 .12 .06 .12 .10 .06 .10 .10 .06 .10 
AutSuppFamily .17 .06 .19* .15 .05 .17* .14 .05 .16* .14 .05 .16* 
AutSuppStaff .42 .09 .32*** .10 .11 .07 .07 .10 .05 .11 .10 .09 
Relatedness    .09 .13 .06 .08 .13 .05 -.00 .12 .00 
Autonomy    .55 .20 .27** .50 .19 .24** .34 .19 .16* 
Competence/Control    .24 .14 .12 .02 .13 .01 -.07 .13 -.04 
Amotivation       -.25 .10 -.16* -.18 .09 -.12 
Introjected Motivation       .07 .10 .05 .08 .10 .06 
Identified/Integrated M       .46 .11 .35*** .35 .11 .26** 
Treatment Engagement          .36 .10 .31*** 
             
ΔR2 Change   .27***   .08***   .10***   .04*** 
R2   .27***   .35***   .45***   .49*** 
Total Adjusted R2   .26***   .33***   .43***   .47*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 100  
Summary data for the hierarchical regression analysis for T2 TPB variables predicting T2 Perceived Training  
Transfer; N = 192. 

 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 
Attitude .42 .18 .17* .38 .22 .15 .30 .19 .12 
Subjective Norm .73 .17 .29*** .71 .17 .28*** .57 .15 .23*** 
Competence/Control .44 .14 .22** .43 .15 .22** -.00 .14 -.00 
Intention    .08 .24 .03 -.06 .21 -.02 
Treatment Engagement       .57 .08 .51*** 
          
ΔR2 Change   .26***   .00   .17*** 
R2   .26***   .26***   .43*** 
Total Adjusted R2   .24***   .24***   .41*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 101  
Summary data for the hierarchical regression analysis of the combined model predicting T2 Perceived Training Transfer (note that Perceived 
Competence/Control is part of SDT at Step 2); N = 192. 
 Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 

Variable B SEB β B SEB β B SEB β B SEB β B SEB β B SEB β 
Self Coercion .38 .15 .19** .32 .14 .15* .09 .14 .05 .06 .14 .03 .07 .14 .03 .05 .14 .02 
Family Coercion .10 .07 .10 .12 .06 .12 .10 .06 .10 .09 .07 .09 .08 .07 .08 .09 .06 .09 
AutSuppFamily .17 .06 .19** .15 .05 .17** .14 .05 .16** .13 .05 .15* .13 .05 .15* .13 .05 .15* 
AutSuppStaff .42 .09 .32*** .10 .11 .07 -.07 .10 -.05 -.07 .10 -.05 -.07 .11 -.05 -.12 .10 -.09 
Relatedness    .09 .13 .06 .08 .13 .05 .05 .13 .03 .04 .13 .03 -.05 .13 -.03 
Autonomy    .55 .20 .27** .50 .19 .24** .57 .19 .28** .57 .19 .28** .41 .19 .20* 
Competence/Control    .24 .14 .12 .02 .13 .01 -.03 .14 -.02 -.00 .15 -.00 -.11 .15 -.06 
Amotivation       -.25 .10 -.16** -.21 .10 -.13 -.23 .11 -.14 -.16 .10 -.10 
Introjected M.       .07 .10 .05 .04 .10 .03 .05 .10 .03 .06 .10 .04 
Ident./Integra. M.       .46 .11 .35*** .41 .11 .31*** .42 .11 .32*** .30 .12 .23* 
Attitude          .16 .18 .06 .22 .20 .09 .26 .19 .10 
Subjective No  rm .         23 .18 .09 .25 .18 .10 .25 .17 .10 
Intention             -.16 .23 -.06 -.15 .22 -.06 
Treatment Engagem.                .36 .10 .32*** 
                   
ΔR2 Change   .27***   .08***   .10***   .01   .00   .04*** 
R2   .27***   .35***   .46***   .47***   .47***   .51*** 
Total Adjusted R2   .26***   .33***   .43***   .43***   .43***   .47*** 
* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 29  -  Detailed Description of T2 Cross-Sectional HMRAs in Relation 

to the SDT Raw Score Approach 
 

Motivation 
The following four HMRAs examined the effects of T2 SDT predictors on 

each of the four T2 motivational types (Amotivation, External Motivation, Introjected 
Motivation, and Identified/Integrated Motivation). In each instance it was 
hypothesized that the three basic needs (i.e., Perceived Relatedness, Perceived 
Autonomy, and Perceived Competence/Control) would mediate the relationship 
between a number of social factors (i.e., Self Coercion, Family Coercion, Legal 
Coercion, Work Coercion, Health Coercion, Work Coercion, Autonomy Support 
Family, and Autonomy Support Staff) and motivation. In addition, the direct 
relationship between social factors and motivation was tested. Only variables that 
significantly correlated with the dependent measures at p < .01 were included in the 
analyses.   
 T2 Amotivation as predicted by T2 SDT (N = 192). Inspection of the 
correlation matrix revealed that seven of the 11 predictors and two of the client-
related factors were significantly correlated with Amotivation at p < .01. 
Consequently, these predictors were entered into the regression.  
 As can be seen from Table 77 (Appendix 28), at Step1, the client-related 
variables Legal Mandate, Gender, and Age were entered and accounted for a 
significant 6.8% of the variance, F(3,188) = 4.60, p < .01. Of the three variables only 
Gender was significant. At Step2, the social factors Family Coercion, Legal Coercion, 
Finance Coercion, Work Coercion, and Autonomy Support Staff were added to the 
regression. The addition of the five social factors resulted in a significant increase in 
R2, F(5,183) = 7.14, p < .001, and accounted for 15.2% of the variance. However, 
only Legal Coercion, Work Coercion, and Autonomy Support Staff made a significant 
individual contribution. The addition of the five social factors resulted in a significant 
reduction in the beta weight for Gender from Step1 to Step2. Inspection of the 
correlation matrix showed a significant relationship between Gender and Legal 
Coercion (r = -.29**), while the relationship of Gender with Work Coercion and 
Autonomy Support Staff were non-significant. In line with Baron and Kenny (1986), 
these findings suggested that Legal Coercion potentially mediated the relationship 
between Gender and Amotivation. At Step3, the addition of Perceived 
Competence/Control was non-significant, F(1,182) = 2.77, p > .05. At Step3, Legal 
and Work Coercion were significant.  
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 Overall, a significant 23.2% (Adjusted R2 = 19.4%) of variance in Amotivation 
was explained when all predictors were entered into the regression, F(9,182) = 6.11, p 
< .001. Results suggested one potential mediation effect. Males were found to be 
more amotivated possibly due to their higher perceptions of legal pressures that 
contributed to their treatment entry. Besides, Legal and Work Coercion exerted a 
direct effect on Amotivation, suggesting that substance users who reported higher 
perceptions of legal and work-related pressures tended to assume a more amotivated 
attitude towards treatment after two months in the program. The variables that made a 

significant contribution in order of importance were, Legal Coercion (β = .33**) and 

Work Coercion (β = .24**).  
 T2 External Motivation as predicted by T2 SDT (N = 192). Inspection of the 
correlation matrix revealed that six of the 11 predictors and one of the client-related 
factors were significantly correlated with External Motivation at p < .01. 
Consequently, these predictors were entered into the regression.  
 As can be seen from Table 78 (Appendix 28), the client-related factor Dual 
Diagnosis was significant, F(1,190) = 6.05, p < .05, and accounted for 3.1% of the 
variance in External Motivation. At Step2, the addition of Self Coercion, Family 
Coercion, Legal Coercion, Finance Coercion, Health Coercion, and Work Coercion 
resulted in a significant increase in R2, F(6,184) = 11.80, p < .001, explaining an 
additional 26.9% of the variance. However, of the six variables only Family and Legal 
Coercion made a significant individual contribution. The beta weight for Dual 
Diagnosis reduced to non-significance from Step1 to Step2 (reduction of .08) and 
there was a weak but significant relationship between Dual Diagnosis and Family 
Coercion (r = .15*). In line with Baron and Kenny (1986), these findings indicated 
that Family Coercion acted as a potential mediator in the relationship between Dual 
Diagnosis and External Motivation.  
 Overall, a significant 30% (Adjusted R2 = 27.3%) of variance in External 
Motivation was accounted for when all predictors were entered into the regression, 
F(7,184) = 11.27, p < .001. One potential mediating effect was identified, suggesting 
that clients who suffered from comorbid conditions besides their substance 
dependence may have had a more externally motivated attitude towards treatment 
because they experienced more family-related pressures that contributed to their 
treatment entry. Two direct effects were observed. Individuals who reported higher 

levels of family-related (β = .35***) and legal pressures (β = .15*) were more likely 
to demonstrate an externally motivated attitude towards treatment after spending two 
months in the program.  



Substance Abuse Treatment 360

 T2 Introjected Motivation as predicted by T2 SDT (N = 192). Inspection of the 
correlation matrix revealed that nine of the 11 predictors and none of the client-related 
factors were significantly correlated with Introjected Motivation at p < .01. 
Consequently, these predictors were entered into the regression.  
 As can be seen from Table 79 (Appendix 28), at Step1, the six social factors 
Self Coercion, Family Coercion, Finance Coercion, Health Coercion, Work Coercion, 
and Autonomy Support Staff accounted for a significant 28.3% of the variance, 
F(6,185) = 12.14, p < .001. Of the six variables only Self Coercion, Health Coercion, 
and Autonomy Support Staff made a significant unique contribution. At Step2, the 
addition of Perceived Relatedness, Perceived Autonomy, and Perceived 
Competence/Control was non-significant, F(3,182) = 1.47, p > .05.  
 Overall, a significant 29.9% (Adjusted R2 = 26.5%) of the variance in 
Introjected Motivation was accounted for after all predictors were entered into the 
regression, F(9,182) = 8.64, p < .001. While no mediating effects were identified, 

both Health (β = .24**) and Self Coercion (β = .18*) exerted a direct effect on 
Introjected Motivation, suggesting that individuals who experience higher levels of 
internal and health-related pressures tended to have a more autonomously motivated 
attitude towards treatment after spending two months in treatment.  
 T2 Identified/Integrated Motivation as predicted by T2 SDT (N = 192). 
Inspection of the correlation matrix revealed that eight of the 11 predictors and none 
of the client-related factors were significantly correlated with Introjected Motivation 
at p < .01. Consequently, these predictors were entered into the regression.  
 As can be seen from Table 80 (Appendix 28), at Step1, Self Coercion, Family 
Coercion, Health Coercion, Work Coercion, and Autonomy Support Staff accounted 
for a significant 40.9% of the variance, F(5, 186) = 25.71, p < .001. At Step2, the 
addition of Perceived Relatedness, Perceived Autonomy, and Perceived 
Competence/Control resulted in a significant increase in R2, accounting for an 
additional 7.1% of the variance in Identified/Integrated Motivation, F(3,183) = 8.34, p 
< .001. Of the three variables only Perceived Competence/Control was significant.  
 Overall, a significant 48% (Adjusted R2 = 45.7%) of the variance in Identified/ 
Integrated Motivation was accounted for when all predictors were entered into the 
regression, F(8,183) = 21.10, p < .001. While no mediation effects were observed, 
Self Coercion, Health Coercion, Autonomy Support Staff, and Perceived 
Competence/Control exerted direct effects on motivation. These findings indicated 
that substance users who experienced more internal and health-related pressures, 
individuals who perceived treatment staff as more autonomy supportive and those 
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who felt more competent and in control of their treatment were more likely to have an 
intrinsic motivational attitude towards treatment after two months in the program.  
 
 T2 Treatment Engagement as predicted by T2 SDT (N = 192). A HMRA was 
conducted to test the effects of the T2 SDT variables on T2 Treatment Engagement. 
Inspection of the correlation matrix revealed that that eight of the 15 predictors and 
none of the client-related factors were significantly correlated with Treatment 
Engagement at p < .01. Consequently, these predictors were entered into the 
regression.  
 As can be seen from Table 84 (Appendix 28), at Step1, the two social factor 
Self Coercion and Autonomy Support Staff accounted for a significant 38.1% of the 
variance in Treatment Engagement, F(2,189) = 58.13, p < .001, with only Autonomy 
Support Staff making a significant contribution. The addition of the three basic needs 
(i.e., Perceived Relatedness, Perceived Autonomy, and Perceived 
Competence/Control) at Step2 resulted in a significant increase in R2, accounting for 
an additional 17.3% of variance. All three variables made a significant unique 
contribution, F(3,186) = 24.02, p < .001. Finally, at Step3, Amotivation, Introjected 
Motivation, and Identified/Integrated Motivation explained an extra 5.7% of variance, 
F(3,183) = 8.93, p < .001. Of the three motivational variables only Amotivation and 
Identified/Integrated Motivation were significant.  
 Overall, a significant 61.1% (Adjusted R2 = 59.4%) of the variance in 
Treatment Engagement was accounted for when all predictors were entered into the 
regression, F(8,183) = 35.89, p < .001. No mediation effects were observed, but in 

order of importance, Identified/Integrated Motivation (β = .26***), Perceived 

Autonomy (β = .24**), Perceived Relatedness (β = .18*), Perceived 

Competence/Control (β = .16*), and Amotivation (β = -.13*) exerted direct effects on 

Treatment Engagement. These findings suggested that individuals were more likely to 
engage in the therapeutic process after spending two months in treatment if they were 
more intrinsically motivated and less amotivated, felt that their needs for autonomy 
were met within the therapeutic environment, felt connected and cared for by the 
people in the treatment facility, and perceived themselves as competent and in control 
of their treatment.  
 
 Time in Treatment as predicted by T2 SDT (N = 192). A HMRA was 
conducted to test the effects of the T2 SDT variables and Treatment Engagement on 
Time in Treatment. Inspection of the correlation matrix indicated that only two of the 
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16 predictors and one of the client-related factors correlated significantly with Time in 
Treatment at p < .01. Consequently, these predictors were entered into the regression 
analysis.  
 As can be seen from Table 87 (Appendix 28), at Step1, Age made a significant 
contribution, F(1,190) = 6.76, p < .05, explaining 3.4% of the variance in Time in 
Treatment. At Step2, the addition of Perceived Competence/Control was also 
significant, F(1,189) = 16.18, p < .001, accounting for an extra 7.6% of variance. The 
beta coefficient for Age reduced to non-significance from Step1 to Step2 (reduction of 
.06), and Age was significantly correlated with Perceived Competence/Control (r = 
.22**). In line with Baron and Kenny (1986), these results suggested a potential 
mediation effect with Perceived Competence/Control acting as the mediator in the 
relationship between Age and Time in Treatment. Finally, at Step3, 
Identified/Integrated Motivation was non-significant, F(1,188) = .81, p > .05. At 
Step3, Perceived Competence/Control exerted a direct effect on Time in Treatment.  
 Overall, a significant 11.4% (Adjusted R2 = 10.0%) of the variance in the 
dependent measure was explained when all predictors were entered into the 
regression, F(3,188) = 8.09, p < .001. One potential mediation effect was identified. 
Older substance users appeared to remain in treatment for longer periods of time due 
to increased perceptions of competence and control two months into the therapeutic 
process. T2 Perceived Competence/Control also exerted a positive direct effect on 
Time in Treatment, suggesting that substance users who felt competent and in control 
of their treatment at T2 remained in treatment longer.  
 
 T2 Severity of Dependence as predicted by T2 SDT (N = 192). A HMRA was 
conducted to test the effects of the T2 SDT variables, Treatment Engagement, and 
Time in Treatment on Severity of Dependence. Inspection of the correlation matrix 
indicated that six of the 17 predictors and one of the client-related variables 
significantly correlated with Severity of Dependence at p < .01. Consequently these 
predictors were entered into the regression analysis.  
 As can be seen from Table 91 (Appendix 28), at Step1, Age accounted for a 
significant 4.1% of the variance, F(1,190) = 8.07, p < .01. At Step2, the addition of 
Work Coercion was also significant, F(1,189) = 5.91, p < .05, explaining an 
additional 2.9% of variance. While the beta weight for Age reduced by .03 from Step1 
to Step2, it reduced to non-significance from Step2 to Step3, with Age also found to 
be significantly associated with Perceived Competence/Control (r = .22**). In line 
with Baron and Kenny (1986), these findings suggested that Perceived Competence/ 
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Control acted as a potential mediator in the relationship between Age and Severity of 
Dependence. At Step3, Perceived Autonomy and Perceived Competence/Control were 
entered into the regression, F(2,187) = 7.80, p < .001, accounting for an extra 7.2% of 
variance. Of the two variables only Perceived Competence/Control was significant. 
The addition of Amotivation and External Motivation at Step4 also resulted in a 
significant increase in R2, F(2,185) = 14.62, p < .001, accounting for an extra 11.7% 
of variance, with both variables found to make a significant individual contribution. 
The beta weight for Perceived Competence/Control reduced to non-significance from 
Step3 to Step4 (reduction of .06), and was found to be significantly correlated with 
Amotivation (r = -.20**) but not External Motivation. These findings indicated that 
Amotivation acted as a potential mediator in the relationship between Perceived 
Competence/Control and Severity of Dependence. Besides, while the beta weight for 
Work Coercion increased by .02 from Step2 to Step3, it significantly reduced in size 
from Step3 to Step4 (reduction of .13). Given the variable’s association with both 
Amotivation (r = .28**) and External Motivation (r = .32**), the two motivational 
types seemed to potentially mediate the relationship between Work Coercion and 
Severity of Dependence.  Finally, the addition of Treatment Engagement at Step5 was 
non-significant, F(1, 184) = 2.06, p > .05. 
 Overall, a significant 26.7% (Adjusted R2 = 23.9%) of the variance in Severity 
of Dependence was accounted for when all predictors were entered into the 
regression, F(7,184) = 9.57, p < .001. Results demonstrated three potential mediation 
effects. First, younger substance users reported higher perceptions of substance 
dependence, possibly, as they felt less competent and in control of their treatment. 
Second, individuals who felt less competent and in control of their treatment 
potentially reported higher levels of substance dependence tended to assume a more 
amotivated attitude towards treatment. Third, substance users who reported more 
work-related pressures potentially perceived themselves as more substance dependent, 
as they were more externally motivated and/or more amotivated. Finally, External 

Motivation (β = .26***) was the only variable to exert a direct effect on Severity of 
Dependence, suggesting that individuals with a more externally motivated attitude 
towards treatment were more likely to report higher levels of substance dependence.  
 
 T2 Drug Taking Confidence as predicted by T2 SDT (N = 190). A HMRA was 
conducted to test the effects of the T2 SDT variables, Treatment Engagement, and 
Time in Treatment on Drug Taking Confidence. Inspection of the correlation matrix 
indicated that six of the 17 predictors and none of the client-related variables 
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significantly correlated with Drug Taking Confidence at p < .01. Consequently these 
predictors were entered into the regression analysis.  
 As can be seen from Table 94 (Appendix 28), at Step1, Autonomy Support 
Staff accounted for a significant 7.7% of variance, F(1,188) = 15.66, p < .001. At 
Step2, the addition of the three basic needs (i.e., Perceived Relatedness, Perceived 
Autonomy, and Perceived Competence/Control) resulted in a significant increase in 
R2, F(3,185) = 7.37, p < .001, explaining an additional 9.9% of the variance in Drug 
Taking Confidence. Of the three variables only Perceived Competence/Control was 
significant. The beta weight for Autonomy Support Staff reduced to non-significance 
from Step1 to Step2 (reduction of .27), with the variable also found to be significantly 
correlated with Perceived Competence/Control (r = .45**). In line with Baron and 
Kenny (1986), these findings suggested that Perceived Competence/Control acted as a 
potential mediator in the relationship between Autonomy Support Staff and Drug 
Taking Confidence. At Step3, the addition of Identified/Integrated Motivation was 
non-significant, F(1,184) = .04, p > .05, as was the addition of Treatment Engagement 
at Step5, F(1,183) = 3.15, p > .05.  
 Overall, a significant 19.0% (Adjusted R2 = 16.3%) of the variance in Drug 
Taking Confidence was accounted for when all predictors were entered into the 
regression, F(6,183) = 7.14, p < .001. One potential mediation effect was observed, 
which suggested that substance users who perceived treatment staff as more autonomy 
supportive felt more confident to resist the temptation to use substances when exposed 
to high-risk situations after two months in treatment, possibly because they felt more 

competent and in control of their treatment. Besides, Perceived Competence (β = 

.18*) was the only variable to exert a direct effect on Drug Taking Confidence, 
suggesting that individuals who felt more competent and in control of their treatment 
reported more confidence to resist relapse within high-risk situations.  
 
 T2 Wellbeing as predicted by T2 SDT (N = 192). A HMRA was conducted to 
test the effects of T2 SDT variables, Treatment Engagement, and Time in Treatment 
on Wellbeing. Inspection of the correlation matrix revealed that eight of the 17 
predictors, and one of the client-related variables significantly correlated with 
Wellbeing at p < .01. Consequently, these predictors were entered into the regression 
analysis.  
 As can be seen from Table 96 (Appendix 28), at Step1, Age accounted for a 
significant 4.8% of the variance in Wellbeing, F(1,190) = 9.54, p < .01. At Step2, the 
addition of Autonomy Support Staff was also significant, F(1,189) = 20.07, p < .001, 
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and accounted for an extra 9.1% of the variance. At Step3, the three basic needs 
variables (i.e., Perceived Relatedness, Perceived Autonomy, and Perceived 
Competence/Control were added, which explained an additional 18.9% of variance, 
F(3,186) = 17.50, p < .001. Of the three variables only Perceived Relatedness and 
Perceived Competence/Control were significant. Autonomy Support Staff reduced to 
non-significance from Step2 to Step3 (reduction of .28; note, however, that the beta 
weight increased again in subsequent steps; no explanation for these fluctuation could 
be identified), and the variable was found to be significantly associated with 
Perceived Relatedness (r = .58**) and Perceived Competence/Control (r = .45**).  In 
line with Baron and Kenny (1986), these findings suggested that Perceived 
Relatedness and Perceived Competence/Control acted as potential mediators in the 
relationship between Autonomy Support Staff and Wellbeing. Besides, while the beta 
weight reduced by .02 from Step1 to Step2, it reduced to non-significance from Step2 
to Step3 (reduction of .08). Given that Age was found to be significantly related to 
Perceived Competence/Control (r = .22**) but not Perceived Relatedness, Perceived 
Competence/Control seemed to potentially mediate the relationship between Age and 
Wellbeing. At Step4, Amotivation, External Motivation, and Identified/Integrated 
Motivation were added to the regression, accounting for an additional 15.4% of 
variance, F(3,183) = 18.20, p < .001. Of the three variables only Amotivation and 
External Motivation made a significant individual contribution. Finally, at Step5 the 
addition of Treatment Engagement was non-significant, F(1,182) = 2.55, p > .05.  
 Overall, a significant 49.0% (Adjusted R2 = 46.5%) of the variance in 
Wellbeing was accounted for when all predictors were entered into the regression, 
F(9,182) = 19.43, p < .001. Two potential mediation effects were identified. First, 
individuals who experienced treatment staff as more autonomy supportive reported 
more wellbeing, as they seemed to feel more connected and cared for by people 
within the therapeutic environment and felt more competent and in control of their 
treatment. Second, older substance users seemed to report more wellbeing, possibly, 
as they felt more competent and in control of their treatment compared to younger 
individuals. Besides, a number of direct effects were observed for Perceived 

Competence/Control (β = .30***), Amotivation (β = -.25**), Perceived Relatedness 

(β = .22**), and External Motivation (β = -.18**). These findings suggested that 
substance users reported more wellbeing after spending two months in treatment if 
they felt competent and in control of their treatment process, were less amotivated and 
externally motivated, and felt more connected and cared for by people within the 
therapeutic environment.  
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 T2 Perceived Training Transfer as predicted by T1 SDT (N = 192). A HMRA 
was conducted to test the effects of T2 SDT variables, Treatment Engagement, and 
Time in Treatment on Perceived Training Transfer. Inspection of the correlation 
matrix revealed that 11 of the 17 predictors, and none of the client-related variables 
significantly correlated with Perceived Training Transfer at p < .01. Consequently, 
these predictors were entered into the regression analysis.  
 As can be seen from Table 99 (Appendix 28), at Step1, the social factors Self 
Coercion, Family Coercion, Autonomy Support Family, and Autonomy Support Staff 
accounted for a significant 27.2% of the variance, F(4,187) = 17.49, p < .001. At 
Step2, the three basic needs variables (i.e., Perceived Relatedness, Perceived 
Autonomy, and Perceived Competence/Control) were added, which accounted for an 
extra 8.2% of variance, F(3,184) = 7.74, p < .001. Of the three variables only 
Perceived Autonomy was significant. The beta weight for Autonomy Support Staff 
reduced to non-significance from Step1 to Step2 (reduction of .25), and the variable 
was found to be significantly correlated with Perceived Autonomy (r = .64**). In 
accordance with Baron and Kenny (1986), these results suggested that Perceived 
Autonomy acted as a potential mediator in the relationship between Autonomy 
Support Staff and Perceived Training Transfer. At Step3, Amotivation, Introjected 
Motivation, and Identified/Integrated Motivation were added to the regression, and 
accounted for a significant 10.5% of variance, F(3,181) = 11.72, p < .001. Of the three 
variables only Amotivation and Identified/Integrated Motivation were significant. 
While the beta weight for Self Coercion reduced by .03 from Step1 to Step2, it 
reduced to non-significance from Step2 to Step3 (reduction of .10). Given that Self 
Coercion was significantly correlated with Identified/Integrated Motivation (r = 
.46**), these findings suggested that Identified/Integrated Motivation seemed to act as 
a potential mediator in the relationship between Self Coercion and Perceived Training 
Transfer. Finally, at Step4, the addition of Treatment Engagement also resulted in a 
significant increase in R2, accounting for an extra 3.8% of variance, F(1,180) = 13.79, 
p < .001. The beta weight for Amotivation reduced to non-significance from Step3 to 
Step4 (reduction of .04), and the variable was found to be significantly associated 
with Treatment Engagement (r  = -.29**). These findings suggested that Treatment 
Engagement acted as a potential mediator in the relationship between Amotivation 
and Perceived Training Transfer.  
 Overall, a significant 49.8% (Adjusted R2 = 46.7%) of the variance in 
Perceived Training Transfer was accounted for when all predictors were entered into 
the regression, F(11,180) = 16.20, p < .001. Two potential mediation effects were 
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identified. First, substance users who perceived treatment staff as more autonomy 
supportive were possibly more likely to apply the skills acquired during treatment to 
real life situation, as they felt that their needs for autonomy were met within the 
therapeutic environment. Second, individuals who demonstrated a less amotivated 
attitude towards treatment reported higher Perceived Training Transfer scores, 
possibly because they were more engaged in the therapeutic process. In addition, in 

order of importance, Treatment Engagement (β = .31***), Identified/Integrated 

Motivation (β = .26**), Autonomy Support Family (β = .16*) and Perceived 

Autonomy (β = .16*) exerted direct effects on Perceived Training Transfer. These 
results suggested that individuals who were more engaged in the therapeutic process, 
more intrinsically motivated, who felt that their needs for autonomy were met within 
the therapeutic environment, and who perceived their families as more autonomy 
supportive were more likely to apply the skills acquired during treatment to real life 
situations outside the therapeutic environment.  
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Appendix 30  -  HMRAs for T1 Predictor and T2 Outcomes 

 
Table 103 
Summary data for the hierarchical regression analysis for T1 SDT variables 
predicting T2 Amotivation; N = 192.  
 Step 1 Step 2 
Variable B SEB β B SEB β 
Legal Mandate 1.38 .66 .15* .03 .85 .00 
Gender -1.37 .60 -.16* -.90 .62 -.11 
Legal Coercion    .14 .06 .24* 
       
ΔR2 Change   .06**   .03* 
R2   .06**   .09** 
Adjusted R2   .05**   .07** 

* = p < .05      ** = p < .01       *** = p < .001     
 
 
 
Table 104  
Summary data of standard regression analysis for T1 SDT variables predicting T2 
External Motivation; N = 192.  
Variable B SEB β 
Family Coercion .37 .05 .48*** 
Legal Coercion .06 .05 .08 
Finance Coercion .02 .05 .03 
Health Coercion .06 .07 .06 
    
R2   .28*** 
Adjusted R2   .27*** 

* = p < .05      ** = p < .01      *** = p < .001   
 
 
 
Table 105 
Summary data of standard regression analysis for T1 SDT variables predicting T2 
Introjected Motivation; N = 192.  
Variable B SEB β 
Self Coercion .42 .10 .27*** 
Family Coercion .18 .05 .25*** 
Health Coercion .19 .06 .21** 
    
R2   .28*** 
Adjusted R2   .26*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Table 106 
Summary data for the hierarchical regression analysis for T1 SDT variables 
predicting T2 Identified/Integrated Motivation; N = 191.  
 Step 1 Step 2 
Variable B SEB β B SEB β 
Self Coercion .63 .11 .38*** .56 .12 .34***
Family Coercion .10 .05 .13* .11 .05 .15* 
Health Coercion .07 .07 .07 .09 .07 .09 
AutSupp Staff .15 .05 .17** .09 .06 .11 
Competence/Control    .16 .08 .15* 
       
ΔR2 Change   .27***   .02* 
R2   .27***   .29***
Adjusted R2   .25***   .26***

* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
Table 107 
Summary data for the hierarchical regression analysis for T1 SDT variables 
predicting T2 Treatment Engagement; N = 192.  
 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 
Self Coercion .61 .13 .31*** .51 .13 .26*** .41 .14 .21**
AutSupp Staff .29 .07 .28*** .17 .08 .17* .11 .08 .11 
Relatedness    -.04 .13 -.03 -.06 .13 -.04 
Autonomy    .16 .16 .10 .18 .16 .10 
Competence/Control    .26 .10 .20* .15 .11 .12 
Amotivation       -.19 .10 -.13 
Introjected Motivation       .01 .10 .01 
Identified/Integrated M.       .20 .09 .18*
          
ΔR2 Change   .20***   .04*   .04*
R2   .20***   .24***   .28***
Adjusted R2   .19***   .22***   .25***
* = p < .05      ** = p < .01      *** = p < .001     
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Table 108  
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T2 Severity of Dependence; N = 192.  
 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Age -.13 .05 -.20** -.10 .05 -.16* -.09 .04 -.13 -.09 .04 -.13 
Competence/Control    -.38 .10 -.25*** -.26 .11 -.17* -.25 .12 -.17* 
Amotivation       .14 .13 .08 .14 .13 .08 
External Motivation       .31 .09 .25** .31 .09 .25** 
Treatment Engagement          -.00 .07 -.00 
             
ΔR2 Change   .04**   .06***   .08***   .00 
R2   .04**   .10***   .18***   .18***
Adjusted R2   .04**   .09***   .16***   .16***
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
Table 109 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T2 Drug Taking Confidence; N = 192.  
 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 
Competence/Control .54 .15 .25*** .19 .17 .09 .18 .18 .08 
Amotivation    -.07 .19 -.03 -.06 .19 -.03 
External Motivation    -.33 .14 -.18* -.33 .15 -.18* 
Identified/Integrated M.    .48 .14 .27** .48 .15 .27** 
Treatment Engagement       .02 .11 .01 
          
ΔR2 Change   .06***   .07**   .00 
R2   .06***   .14***   .14***
Adjusted R2   .06***   .12***   .12***
* = p < .05      ** = p < .01      *** = p < .001     



 Substance Abuse Treatment 371 

Table 110  
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T2 Wellbeing; N = 192.  
 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Age .18 .06 .22** .14 .06 .17* .13 .06 .16* .13 .06 .15* 
Competence/Control    .55 .13 .29*** .36 .15 .19* .27 .16 .14 
Amotivation       -.06 .17 -.03 -.04 .17 -.02 
External Motivation       -.25 .12 -.16* -.23 .12 -.14 
Identified/Integrated M.        .22 .12 .14 .16 .13 .10 
Treatment Engagement          .14 .10 .12 
             
ΔR2 Change   .05**   .08***   .03*   .01 
R2   .05**   .13***   .16***   .17*** 
Adjusted R2   .04**   .12***   .14***   .15*** 
* = p < .05      ** = p < .01      *** = p < .001     
 
Table 111 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting T2 Perceived Training Transfer; N = 192.  
 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Self Coercion .60 .16 .27*** .50 .16 .23** .42 .16 .19* .40 .16 .18* 
Family Coercion .15 .07 .14* .16 .07 .16* .13 .07 .13 .14 .07 .14 
Health Coercion .09 .09 .07 .12 .09 .09 .03 .09 .02 .02 .09 .02 
AutSupp Staff .27 .08 .24*** .19 .09 .16* .12 .09 .10 .10 .09 .09 
Relatedness    -.02 .15 -.01 -.05 .15 -.03 -.09 .15 -.06 
Autonomy    .11 .19 .06 .13 .18 .07 .08 .19 .04 
Competence/Control    .21 .12 .14 .05 .12 .03 .02 .12 .01 
Amotivation       -.23 .12 -.14 -.21 .12 -.13 
Introjected Motivation       .04 .12 .03 .04 .12 .03 
Identified/Integrated M.       .28 .11 .23** .25 .11 .21* 
Treatment Engagement          .11 .08 .12 
             
ΔR2 Change   .21***   .02   .06**   .01 
R2   .21***   .23***   .29***   .30***
Adjusted R2   .20***   .20***   .25***   .25***
* = p < .05      ** = p < .01      *** = p < .001    
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Appendix 31  -  HMRAs for T1 Predictor and T3 Outcomes  

Table 113 
Summary data for the hierarchical regression analysis for T1 STD variables predicting T3 
Treatment Engagement; N = 109. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
Autonomy .38 .13 .26** .29 .14 .20* 
Identified/Integrated 
Motivation 

   .19 .10 .19* 

       
ΔR2 Change    .07**   .03* 
R2   .07**   .10** 
Total Adjusted R2   .06**   .09** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
 
Table 114 
Summary data for the hierarchical regression analysis for T1 STD variables predicting T3 
Severity of Dependence; N = 109. 
 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 
Age -.11 .05 -.21* -.08 .05 -.15 -.09 .05 -.17 
Drug Dependence 1.95 1.33 .21 1.65 1.29 .17 1.36 1.27 .14 
Drug & Alcohol Dep 3.43 1.33 .34* 2.41 1.34 .24 1.66 1.35 .17 
Relatedness    -.41 .17 -.30* -.46 .17 -.34** 
Autonomy    .07 .21 .05 .12 .20 .08 
Competence/Control    -.09 .12 -.08 -.04 .12 -.04 
External Motivation       .23 .10 .22* 
          
ΔR2 Change    .14**   .08*   .04* 
R2   .14**   .22***   .26***
Total Adjusted R2   .11**   .17***   .21***
* = p < .05      ** = p < .01      *** = p < .001     
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Table 115 
Summary data for the hierarchical regression analysis for T1 STD variables predicting T3 
Drug Taking Confidence; N = 109. 
 Step 1 Step 2 Step 3 
Variable B SEB β B SEB β B SEB β 
Age .08 .08 .10 .06 .08 .07 .05 .08 .07 
Drug Dependence -4.89 2.11 -.33* -4.90 2.09 -.33* -4.75 2.10 -.32* 
Drug & Alcohol Dep -6.28 2.08 -.41** -5.52 2.11 -.36* -5.56 2.11 -.36* 
Criminal History -3.05 2.15 -.15 -2.44 2.17 -.12 -2.45 2.17 -.12 
Relatedness    .17 .27 .08 .10 .27 .05 
Autonomy    .24 .30 .10 .10 .32 .04 
Treatment Engagement       .16 .13 .14 
          
ΔR2 Change    .18***   .02   .01 
R2   .18***   .21***   .22***
Total Adjusted R2   .15***   .16***   .17***
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
Table 116  
Summary data for the hierarchical regression analysis for T1 STD variables predicting T3 
Wellbeing; N = 109. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
Drug Dependence -3.49 1.84 -.27 -3.06 1.81 -.24 
Drug & Alcohol Dep -4.50 1.85 -.33* -2.93 1.88 -.21 
Criminal History -3.35 1.86 -.18 -2.41 1.86 -.13 
Relatedness    .11 .24 .06 
Autonomy    .42 .29 .20 
Competence/Control    .14 .17 .09 
       
ΔR2 Change    .12**   .07* 
R2   .12**   .20** 
Total Adjusted R2   .10**   .15** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 117 
Summary data of standard regression analysis for T1 STD variables predicting T3 
Perceived Training Transfer; N = 109. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
AutSupp Family .19 .07 .24* .13 .07 .16 
Relatedness    .04 .19 .03 
Autonomy    .46 .22 .27* 
       
ΔR2 Change    .06*   .08** 
R2   .06*   .14** 
Total Adjusted R2   .05*   .11** 
* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 32  -  HMRAs for T2 Predictor and T3 Outcomes  

 
Table 119  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting T3 
Severity of Dependence; N = 109. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
Age -.11 .05 -.21* -.11 .05 -.22* 
Drug Dependence 1.95 1.33 .20 1.54 1.29 .16 
Drug & Alcohol Dep 3.43 1.33 .34* 3.03 1.30 .30* 
External Motivation    .25 .09 .24* 
       
ΔR2 Change    .14**   .05** 
R2   .14**   .19*** 
Total Adjusted R2   .11**   .16*** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 120  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting T3 
Drug Taking Confidence; N = 109.  
 Step 1 Step 2 
Variable B SEB β B SEB β 
Age .08 .08 .10 .03 .08 .04 
Drug Dependence -4.89 2.11 -.33* -4.88 2.00 -.33* 
Drug & Alcohol Dep -6.28 2.08 -.41** -5.75 1.98 -.37** 
Criminal History -3.05 2.15 -.15 -3.60 2.05 -.17 
Amotivation    -.57 .16 -.30** 
       
ΔR2 Change    .18***   .09** 
R2   .18***   .27***
Total Adjusted R2   .15***   .24***
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 121 
Summary data of standard regression analysis for T2 STD variables predicting T3 
Wellbeing; N = 109. 

Step 1 Step 2 Variable B SEB β B SEB β 
Drug Dependence -3.49 1.84 -.27 -3.28 1.81 -.25 
Drug & Alcohol Dep. -4.50 1.85 -.33* -4.03 1.83 -.29* 
Criminal History -3.35 1.86 -.18 -3.46 1.83 -.19 
Amotivation    -.34 .15 -.20* 
       
ΔR2 Change   .12**   .04* 
R2   .12**   .16** 
Total Adjusted R2   .10**   .13** 
* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 33  -  Detailed Summary of the Five Raw Score Approaches 

Table 124  
Summary of hierarchical multiple regression for T1 SDT predictors and T1 outcome variables.  

Amotivation External Motivation Introjected 
Motivation 

Ident/Integr. 
Motivation 

Treatment 
Engagement 

Time in Treatment Severity of 
Dependence 

Drug Taking Confidence Wellbeing 

N = 350 
HMRA1 (Drug Court Order):
Family Coercion (+) mediated 
rel. between Age (-) and 
Amotivation. 
 
Direct effects in order of 
importance were Perceived 
Competence/ 
Control  (-), Autonomy Support 
Staff (-), Gender (-), Family 
Coercion (+), and Drug Court 
Order (+).  
 
R2 = .24*** 
Adjusted R2 = .22*** 
 
HMRA2 (Legal Mandate): 
Family Coercion (+) and Legal 
Coercion (+) mediated rel. 
between Age (-) and 
Amotivation. 
 
Direct effects in order of 
importance were Perceived 
Competence/ 
Control  (-), Autonomy Support 
Staff (-), Gender (-), Family 
Coercion (+). 
 
 
 
 
 

N = 350 
Direct effects in 
order of importance 
were Family 
Coercion (+), 
Perceived 
Competence/Contro
l (-), Autonomy 
Support Family (+), 
and Finance 
Coercion (+).   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

N = 349 
Direct effects in 
order of importance 
were Family 
Coercion (+), Health 
Coercion (+), Self 
Coercion (+) and 
Autonomy Support 
Staff (+) equally.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

N = 350 
Direct effects in 
order of importance 
were Perceived 
Competence/Contro
l (+), Family 
Coercion (+), Health 
Coercion (+), and 
Autonomy Support 
Staff (+) and 
Perceived 
Relatedness (+) 
equally.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

N = 348 
Perceived 
Competence/Contro
l  (+) mediated rel. 
between Age (+) 
and Treatment 
Engagement.  
 
Direct effects in 
order of importance 
were Perceived 
Relatedness (+), 
Identified/ 
Integrated 
Motivation (+), 
Perceived 
Competence/Contro
l (+), and Autonomy 
Support Staff (+).   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

N = 350 
Identified/Integrated 
Motivation (+) 
mediated rel. 
between Perceived 
Competence/Contro
l (+) and Time in 
Treatment.  
 
Direct effects in 
order of importance 
were Age (+) and 
Identified/Integrated 
Motivation (+).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

N = 350 
Perceived 
Competence/Contro
l  (-) mediated rel. 
between Age (-) and 
Severity of 
Dependence. 
 
Direct effects in 
order of importance 
were Perceived 
Competence/ 
Control (-), and 
Drug Court Order (-
) and Amotivation 
(+) equally. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

N = 350 
HMRA1 (Drug Court 
Order): Perceived 
Competence/Control (+) 
mediated rel. between 
Autonomy Support Staff (+) 
and DTC.  
 
Direct effects in order of 
importance were Treatment 
Engagement (+), Perceived 
Competence/Control (+), 
Drug Court Order (+) 
Autonomy Support Family 
(+), and Criminal History (-).  
 
R2 = .21** 
Adjusted R2 = .19** 
 
HMRA2 (Legal Mandate): 
Perceived 
Competence/Control (+) 
mediated rel. between 
Autonomy Support Staff (+) 
and DTC. 
 
Direct effects in order of 
importance were Treatment 
Engagement (+), Perceived 
Competence/Control (+), 
Legal Mandate (+) , Criminal 
History (-), and Autonomy 
Support Family (+). 
 

N = 350 
Perceived Relatedness  
(+) and Perceived 
Competence/Control  
(+) mediated rel. 
between Autonomy 
Support Staff (+) and 
Wellbeing. 
 
Perceived 
Competence/Control  
(+) mediated rel. 
between Age (+) and 
Wellbeing.  
 
Direct effects in order 
of importance were 
Perceived Competence 
/Control (+), 
Treatment 
Engagement (+), 
Amotivation (-), Work 
Coercion (-), and Dual 
Diagnosis (-).  
 
 
 
 
 
 
 
 
 

R2 = .22*** 
Adjusted R2 = .19*** 

R2 = .27*** 
Adjusted R2 = 
.25*** 

R2 = .23*** 
Adjusted R2 = 
.21*** 

R2 = .38*** 
Adjusted R2 = 
.36*** 

R2 = .42*** 
Adjusted R2 = 
.40*** 

R2 = .05*** 
Adjusted R2 = 
.04*** 

R2 = .27*** 
Adjusted R2 = 
.24*** 

R2 = .23** 
Adjusted R2 = .20** 

R2 = .31*** 
Adjusted R2 = .28*** 

“+” = positive relationship with dependent variable     “-”= negative relationship with dependent variable      *** = p < .001 
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Table 125:  
Summary of hierarchical multiple regression analyses for T2 SDT predictor and T2 outcome variables. 
Amotivation External 

Motivation 
Introjected 
Motivation 

Identi/Integr. 
Motivation 

Treatment 
Engagement 

Time in 
Treatment 

Severity of 
Dependence 

Drug Taking 
Confidence 

Wellbeing Perceived 
Training Transfer 

N = 192 
 
Legal Coercion 
(+), Work 
Coercion (+), and 
Autonomy 
Support Staff (-) 
mediated rel. 
between Gender  
(-) and 
Amotivation. 
 
Direct effects in 
order of 
importance were 
Legal Coercion 
(+), and Work 
Coercion (+).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .23*** 
Adj. R2 = .19*** 

N = 192 
 
Family (+) and 
Legal Coercion 
(+) mediated rel. 
between Dual 
Diagnosis (+) and 
External 
Motivation.  
 
Direct effects in 
order of 
importance were 
Family Coercion 
(+) and Legal 
Coercion (+).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .30*** 
Adj. R2 = .27*** 

N = 192 
 
Direct effects in 
order of 
importance were 
Health Coercion 
(+) and Self 
Coercion (+).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .32*** 
Adj. R2 = .28*** 

N = 192 
 
Direct effects in 
order of 
importance were 
Autonomy 
Support Staff (+), 
Perceived 
Competence/ 
Control (+), and 
Self Coercion (+) 
and Health 
Coercion (+) 
equally.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 =. 48*** 
Adj. R2 =. 46*** 

N = 192 
 
Direct effects in 
order of 
importance were 
Identified/ 
Integrated 
Motivation (+), 
Perceived 
Autonomy (+), 
Perceived 
Relatedness (+), 
Perceived 
Competence/Cont
rol (+), and 
Amotivation (-).   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .61*** 
Adj. R2 = .59*** 

N = 192 
 
Perceived 
Competence/Co
ntrol (+) 
mediated rel. 
between Age (+) 
and Time in 
Treatment. 
 
Perceived 
Competence/ 
Control (+) 
directly 
predicted Time 
in Treatment.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .11*** 
Adj. R2 = .10*** 

N = 192 
 
Perceived 
Competence/ 
Control (-) 
mediated rel. 
between Age (-) 
and Severity of 
Dependence. 
 
Amotivation (+) 
and External 
Motivation (+) 
mediated  rel. 
between Work 
Coercion (+) and 
Severity of 
Dependence.  
 
Amotivation (+) 
and External 
Motivation (+) 
mediated rel. 
between Perceived 
Competence/Contro
l (-) and Severity of 
Dependence.  
 
External Motivation 
(+) directly 
predicted Severity 
of Dependence.  
 
 
R2 = .27*** 
Adj. R2 = .24*** 

N = 190 
 
Perceived 
Competence/Cont
rol (+) mediated 
rel. between 
Autonomy 
Support Staff (+) 
and DTC.  
 
Perceived 
Competence/Cont
rol (+) directly 
predicted DTC.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .19*** 
Adj. R2 = .16*** 

N = 192 
 
Perceived 
Relatedness  (+) 
and Perceived 
Competence/Cont
rol  (+) mediated 
rel. between 
Autonomy 
Support Staff  (+) 
and Wellbeing.  
 
Perceived 
Competence/Cont
rol (+) mediated 
rel. between Age 
(+) and 
Wellbeing. 
 
Direct effects in 
order of 
importance were 
Perceived 
Competence/Cont
rol (+), 
Amotivation (-), 
Perceived 
Relatedness (+), 
and External 
Motivation (-).  
 
 
 
 
R2 = .49*** 
Adj. R2 = .46*** 

N = 192 
 
Perceived 
Autonomy  (+) 
mediated rel. 
between Autonomy 
Support Staff  (+) 
and PTT.  
 
Treatment 
Engagement (+) 
mediated rel. 
between 
Amotivation (-) and 
PTT.  
 
Direct effects in 
order of importance 
were Treatment 
Engagement (+), 
Identified/Integrated 
Motivation (+), 
Perceived 
Autonomy (+) and 
Autonomy Support 
Family (+) equally.  
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .49*** 
Adj. R2 = .47*** 

“+” = positive relationship with dependent variable      “-”= negative relationship with dependent variable      *** = p < .001 
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Table 126 
Summary of hierarchical multiple regression analyses of T1 SDT variables predicting T2 outcomes (N = 192). 
Amotivation External 

Motivation 
Introjected 
Motivation 

Identi/Integr 
Motivation 

Treatment 
Engagement 

Severity of 
Dependence 

Drug Taking 
Confidence 

Wellbeing Perceived 
Training 
Transfer 

N = 192 
 
Legal Coercion 
mediated rel. of 
Legal Mandate (+) 
and Gender (-) on 
Amotivation. 
 
Legal Coercion 
(+) directly 
predicted 
Amotivation. 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .09** 
Adj. R2 = .07** 

N = 192 
 
Family Coercion 
(+) directly 
predicted External 
Motivation.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .28*** 
Adj. R2 = .27*** 

N = 192 
 
Direct effects in 
order of 
importance were 
Self Coercion (+), 
Family Coercion 
(+), and Health 
Coercion (+).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .28*** 
Adj. R2 = .26*** 

N = 191 
 
Perceived 
Competence/Contr
ol (+) mediated 
rel. between 
Autonomy 
Support Staff (+) 
and Identified/ 
Integrated 
Motivation.  
 
Direct effects in 
order of 
importance were 
Self Coercion (+), 
Family Coercion 
(+) and Perceived 
Competence/ 
Control equally 
(+).  
 
 
 
R2 = .29*** 
Adj. R2 = .26*** 

N = 192 
 
Identified/Integrat
ed Motivation (+) 
mediated rel. 
between Perceived 
Competence/Contr
ol (+) and 
Treatment 
Engagement. 
 
Direct effects in 
order of 
importance were 
Self Coercion (+) 
and 
Identified/Integrat
ed Motivation (+).  
 
 
 
 
 
 
R2 = .28*** 
Adj. R2 = .25*** 

N = 192 
 
Direct effects in 
order of 
importance were 
External 
Motivation (+) 
and Perceived 
Competence/Contr
ol (-).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .18*** 
Adj. R2 = .16*** 

N = 192 
 
External 
Motivation (-) and 
Identified/ 
Integrated 
Motivation (+) 
mediated the 
relationship 
between Perceived 
Competence/Contr
ol (+) and Drug 
Taking 
Confidence.  
 
Direct effects in 
order of 
importance were 
Identified/Integrat
ed Motivation (+) 
and External 
Motivation (-).  
 
 
R2  = .14*** 
Adj. R2 = .12*** 

N = 192 
 
Age (+) directly 
predicted 
Wellbeing. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2  = .17*** 
Adj. R2  = .15*** 

N = 192 
 
Direct effects in 
order of 
importance were 
Identified/ 
Integrated 
Motivation (+) 
and Self Coercion 
(+) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2  =. 30*** 
Adj. R2  = .25*** 

“+” = positive relationship with dependent variable      “-”= negative relationship with dependent variable             ** = p < .01             *** = p < .001 
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Table 127 
Summary of hierarchical multiple regression analysis of T1 SDT variables predicting T3 Outcomes (N = 109). 
Treatment Engagement Severity of Dependence Drug Taking Confidence Wellbeing Perceived Training Transfer 

N = 109 
 
Direct effects in order of 
importance were Perceived 
Autonomy (+) and Identified/ 
Integrated Motivation (+). 
 
 
 
 
 
 
R2 = .10*** 
Adjusted R2 = .09*** 

N = 109 
 
Perceived Relatedness mediated 
rel. of Age and Drug & Alcohol 
Dependence on Severity of 
Dependence.  
 
Direct effects in order of 
importance were Perceived 
Relatedness (-) and External 
Motivation (+). 
 
R2 = .26*** 
Adjusted R2 = .21*** 

N = 109 
 
Direct effects in order of 
importance were Drug & 
Alcohol Dependence (-) and 
Drug Dependence (-).  
 
 
 
 
 
 
R2 = .22*** 
Adjusted R2 = .17*** 

N = 109 
 
Although there were no 
significant direct and or 
mediating effects, Drug & 
Alcohol Dependence had a 
significant effect on Wellbeing 
at Step1.  
 
 
 
 
R2 = .20*** 
Adjusted R2 = .15*** 

N = 109 
 
Perceived Autonomy (+) 
mediated the rel. between 
Autonomy Support Family (+) 
and Perceived Training 
Transfer.  
 
Perceived Autonomy (+) 
directly predicted Perceived 
Training Transfer.  
 
R2 = .14** 
Adjusted R2 = .11** 

“+” = positive relationship with dependent variable      “-”= negative relationship with dependent variable       ** = p < .01   *** = p < .001 
 
Table 128 
Summary of hierarchical multiple regression analysis of T2 SDT variables predicting T3 Outcomes (N = 109). 
Treatment Engagement Time in Treatment Severity of Dependence Drug Taking Confidence Wellbeing Perceived Training 

Transfer 
 N = 109 
 
None of the SDT 
predictors and client-
related factors correlated 
significantly with 
Treatment Engagement at 
p < .01.  

N = 192 
 
Perceived 
Competence/Control (+) 
mediated rel. between Age 
(+) and Time in 
Treatment. 
Perceived Competence/ 
Control directly predicted 
Time in Treatment. 
 
R2 = .11*** 
Adjusted R2 = .10*** 

N = 109 
 
Direct effects, in order of 
importance, were Drug & 
Alcohol Dependence (+), 
External Motivation (+), 
and Age (-).   
 
 
 
 
R2 = .19*** 
Adjusted R2 = .16*** 

N = 109 
 
Direct effects, in order of 
importance, were Drug & 
Alcohol Dependence (-), 
Drug Dependence (-), and 
Amotivation (-).  
 
 
 
 
R2 = .27*** 
Adjusted R2  = .24*** 

N = 109 
 
Direct effects, in 
order of importance, 
were Drug & Alcohol 
Dependence (-) and 
Amotivation (-).  
 
 
 
 
R2 = .16** 
Adjusted R2  = .13** 

N = 109 
 
None of the SDT predictors 
and client-related factors 
correlated significantly with 
Perceived Training Transfer 
at p < .01. 
 
 
 
 

“+” = positive relationship with dependent variable   “-”= negative relationship with dependent variable    *** = p < .001
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Appendix 34  -  HMRAs for T1 Predictor and T1-T2 Changes in Outcomes  

Table 130  
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
changes in Amotivation from T1 to T2; N = 192. 

Step 1 Step 2 Variable B SEB β B SEB β 
AutSupp Staff -.16 .05 -.21** -.12 .06 -.15 
Autonomy    -.14 .10 -.11 
       
ΔR2 Change   .04**   .01 
R2   .04**   .05** 
Adjusted R2   .04**   .04** 
* = p < .05      ** = p < .01       *** = p < .001     
 
 
 
 
 
Table 131 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
changes in External Motivation from T1 to T2; N = 192. 

Step 1 Step 2 Variable B SEB β B SEB β 
Alcohol Dependence .41 .73 .04 .50 .72 .05 
Drug & Alcohol 
Dependence 

1.85 .56 .24** 1.62 .57 .21** 

Autonomy    -.19 .09 -.16* 
       
ΔR2 Change   .05**   .02* 
R2   .05**   .07** 
Adjusted R2   .04**   .06** 
* = p < .05, ** = p < .01, *** = p < .001     
 
 
 
 
 
Table 132 
Summary data of the standard regression analysis for T1 SDT variables predicting 
changes in Identified/Integrated Motivation from T1 to T2; N = 192. 

Variable B SEB β 
Autonomy .28 .10 .19** 
    
R2   .04** 
Adjusted R2   .03** 
* = p < .05      ** = p < .01      *** = p < .001     
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Table 133 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
changes in Treatment Engagement from T1 to T2; N = 192. 

Step 1 Step 2 Step 3 
Variable 

B SEB β B SEB β B SEB β 

Drug Dependence -3.96 1.22 -.33** -3.65 1.14 -.30** -2.73 1.03 -.23** 

Drug & Alcohol Dep.  -2.52 1.28 -.20* -2.13 1.20 -.17 -.83 1.09 -.06 

AutSupp Staff    .40 .07 .36*** .12 .07 .11 

Relatedness       .41 .12 .26** 

Autonomy       .36 .15 .19** 

Competence/Control       .34 .12 .18** 

          

ΔR2 Change   .05**   .13***   .18*** 

R2   .05**   .18***   .37*** 

Adjusted R2   .04**   .17***   .35*** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
Table 134  
Summary data of the standard regression analysis for T1 SDT variables predicting 
changes in Drug Taking Confidence from T1 to T2; N = 192. 

Variable B SEB β 
Treatment Engagement .27 .10 .19** 
    
R2   .04** 
Adjusted R2   .03** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
Table 135  
Summary data for the standard regression analysis for T1 SDT variables predicting 
changes in Wellbeing from T1 to T2; N = 192. 

Variable B SEB β 
Autonomy .61 .18 .23** 
    
R2   .05** 
Adjusted R2   .05** 
* = p < .05      ** = p < .01       *** = p < .001     
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Appendix 35  -  HMRAs for T1 Predictor and T1-T3 Changes in Outcomes 

 
 
 
Table 136 
Summary data for the hierarchical regression analysis for T1 SDT variables predicting 
changes in Treatment Engagement from T1 to T3; N = 107. 

Step 1 Step 2 Step 3 
Variable 

B SEB β B SEB β B SEB β 

AutSupp Staff .51 .13 .37*** .34 .15 .24* .25 .16 .18 

Relatedness    .20 .27 .09 .35 .27 .17 

Autonomy     .25 .31 .11 .10 .32 .04 

Competence/Control    .09 .18 .05 -.08 .19 -.05 

Amotivation       -.23 .21 -.11 

Identified/Integrated M       .32 .15 .21* 

          

ΔR2 Change   .14***   .03   .04 

R2   .14***   .17***   .21*** 

Adjusted R2   .13***   .14***   .17*** 
* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 137 
Summary data of the standard regression analysis for T1 SDT variables predicting 
changes in Severity of Dependence from T1 to T3; N = 109.  

Variable B SEB β 
Drug Court Order -4.09 1.55 -.25** 
    
R2   .06** 
Adjusted R2   .05** 
* = p < .05     ** = p < .01      *** = p < .001     
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Appendix 36  -  HMRAs for T1 Predictor and T2-T3 Changes in Outcomes 

 
Table 139 
Summary data of standard regression analysis for T1 SDT variables predicting changes 
in Treatment Engagement from T2 to T3; N = 109. 
Variable B SEB β 
Drug Dependence 3.71 1.42 .34* 
Drug & Alcohol 
Dependence 

1.24 1.50 .11 

    
R2   .08* 
Adjusted R2   .06* 

* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
 
 
 
Table 140  
Summary data of standard regression analysis for T1 SDT variables predicting changes 
in Perceived Training Transfer from T2 to T3; N = 109. 
Variable B SEB β 
Self Coercion .53 .27 .20* 
Health Coercion .38 .16 .24** 
    
R2   .14** 
Adjusted R2   .12** 

* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 37  -  HMRAs for T2 Predictor and T2-T3 Changes in Outcomes  

 
Table 142 
Summary data for the hierarchical regression analysis for T2 SDT variables predicting changes in Treatment Engagement from T2 to T3; N = 109. 
 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Drug Dependence 3.71 1.421 .34* 3.89 1.33 .36** 4.21 1.21 .39*** 4.24 1.21 .39** 
Drug & Alcohol Dep. 1.24 1.500 .11 1.75 1.41 .15 2.51 1.29 .22 2.51 1.29 .22 
AutSupp Staff    .45 .11 .35*** .03 .14 .02 -.01 .15 -.01 
Relatedness       .26 .18 .17 .27 .18 .17 
Autonomy       .74 .27 .35** .72 .27 .34* 
Competence/Control       .16 .20 .08 .12 .20 .06 
Identified/Integrated Mot.          .11 .13 .08 
             
R2 Change   .08*   .12***   .16***   .00 
R2   .08*   .20***   .36***   .36*** 
Adjusted R2   .06*   .18***   .32***   .32*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Table 143 
Summary data for the hierarchical regression analysis for T2 SDT variables predicting changes in Perceived Training Transfer from T2 to T3; N = 
109.  
 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Self Coercion .68 .23 .27** .53 .23 .21* .34 .24 .14 .29 .25 .12 
Health Coercion .28 .14 .19* .30 .14 .20* .16 .14 .11 .16 .14 .11 
Relatedness    .41 .25 .21 .43 .24 .22 .37 .25 .19 
Autonomy    .16 .34 .06 -.06 .35 -.02 -.13 .36 -.05 
External Motivation       .23 .15 .15 .27 .16 .18 
Introjected Motivation       .00 .20 .00 -.02 .20 -.01 
Identified/Integrated M.       .35 .20 .21 .32 .20 .19 
Treatment Engagement          .15 .17 .11 
             
R2 Change   .14**   .06*   .05   .01 
R2   .14**   .20***   .25***   .26*** 
Adjusted R2   .12**   .17***   .20***   .20*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Table 144 
Summary data of standard regression analysis for Time 2 SDT variables predicting 
changes in Wellbeing from T2 to T3; N = 109.  
Variable B SEB β 
Competence/Control .87 .28 .29** 
    
R2   .08** 
Adjusted R2   .08** 

* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
 
 
 
 
 
Table 145  
Summary data for the hierarchical regression analysis for T2 SDT variables predicting 
changes in Severity of Dependence from T2 to T3; N = 109.  
 Step 1 Step 2 
Variable B SEB β B SEB β 
Competence/Control -.58 .19 -.28** -.45 .18 -.22* 
Amotivation    .41 .14 .30** 
External Motivation    .08 .12 .07 
       
R2 Change   .08**   .11** 
R2   .08**   .19*** 
Adjusted R2   .07**   .17*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 38  -  HMRAs for Changes in T1-T2 Predictor and T1-T2 Outcomes 

 
 
Table 148  
Summary data for the hierarchical regression analysis assessing changes in SDT 
predictors from T1 to T2 to predict changes in Amotivation from T1 to T2; N = 188. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
Legal Coercion .04 .07 .04 .04 .07 .04 
Finance Coercion .14 .05 .19* .14 .05 .19* 
Competence/Control    -.21 .0 -.17* 
       
R2 Change   .04*   .03* 
R2   .04*   .07* 
Adjusted R2   .03*   .05* 

* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
Table 149 
Summary data of standard regression analysis assessing changes in SDT predictors 
from T1 to T2 to predict changes in External Motivation from T1 to T2; N = 192. 

Variable B SEB β 
Alcohol Dependence .41 .73 .04 
Drug & Alcohol 
Dependence 

1.85 .56 .24** 

    
R2   .05** 
Total Adjusted R2   .04** 

* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
 
Table 150  
Summary data of standard regression analysis assessing changes in SDT predictors 
from T1 to T2 to predict changes in Introjected Motivation from T1 to T2; N = 192. 

Variable B SEB β 
Relatedness .18 .06 .20** 
    
R2   .04** 
Total Adjusted R2   .04** 

* = p < .05      ** = p < .01      *** = p < .001     
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Table 151 
Summary data of standard regression analysis assessing changes in SDT predictors 
from T1 to T2 to predict changes in Identified/Integrated Motivation from T1 to T2; N = 
191. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
AutSupp Staff .16 .05 .20** .05 .06 .06 
Relatedness    .03 .10 .03 
Autonomy    .26 .12 .20* 
Competence/Control    .20 .10 .15* 
       
ΔR2 Change   .04**   .07** 
R2   .04**   .11*** 
Total Adjusted R2   .04**   .10*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Table 152  
Summary data for the hierarchical regression analysis assessing changes in SDT predictors from T1 to T2 to predict differences in Treatment 
Engagement from T1 and T2; N = 190.  

 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Drug Dependence -3.96 1.19 -.34*** -3.68 1.13 -.31** -2.82 1.03 -.24** -2.88 1.02 -.24** 
Drug & Alcohol Dep. -2.50 1.25 -.20* -2.11 1.19 -.17 -.89 1.08 -.07 -1.09 1.08 -.09 
Aut Supp Staff    .36 .07 .33*** .11 .07 .10 .09 .07 .09 
Relatedness       .45 .12 .29*** .44 .12 .29***
Autonomy       .34 .15 .18* .28 .15 .15 
Competence/Control       .26 .13 .13* .22 .13 .11 
Identified/Integrated M.          .18 .09 .13* 
             

Δ R2 Change    .06**   .11***   .18***   .01* 

R2   .06**   .16***   .35***   .36***
Total Adjusted R2   .05**   .15***   .32***   .33***
* = p < .05       ** = p < .01       *** = p < .001     
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Table 153  
Summary for the hierarchical regression analysis assessing changes in SDT predictors 
from T1 to T2 to predict Time in Treatment; N = 191.  
 Step 1 Step 2 
Variable B SEB β B SEB β 
Age .51 .19 .19** .50 .19 .19** 
Competence/Control    -1.66 .54 -.21** 
       
R2 Change   .04**   .04** 
R2   .04**   .08***
Adjusted R2   .03**   .07***

* = p < .05       ** = p < .01       *** = p < .001     
 
 
 
Table 154 
Summary data of standard regression analysis assessing changes in SDT predictors 
from T1 to T2 to predict changes in Dependence Severity from T1 to T2; N = 192. 

Variable B SEB β 
Amotivation .41 .12 .25** 
    
R2   .06** 
Total Adjusted R2   .06** 

* = p < .05       ** = p < .01       *** = p < .001     
 
 
 
Table 155  
Summary data for the hierarchical regression analysis assessing changes in SDT 
predictors from T1 to T2 to predict changes in Drug Taking Confidence from T1 to T2; 
N = 192. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
Relatedness .38 .22 .16 .17 .22 .07 
Autonomy .34 .25 .12 .17 .25 .06 
Treatment Engagement    .38 .12 .25** 
       
Δ R2 Change    .07**   .04** 
R2   .07**   .11***
Total Adjusted R2   .06**   .10***

* = p < .05      ** = p < .01      *** = p < .001     
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Table 156  
Summary data for the hierarchical regression analysis assessing changes in SDT predictors from T1 to T2 to predict differences  
in Wellbeing from T1 to T2; N = 187. 
 Step 1 Step 2 Step 3 Step 4 
Variable B SEB β B SEB β B SEB β B SEB β 
Legal Coercion -.18 .15 -.08 -.15 .15 -.07 -.15 .15 -.07 -.15 .15 -.07 
Work Coercion -.19 .12 -.12 -.16 .11 -.10 -.16 .11 -.10 -.16 .11 -.10 
Autonomy Support Family .20 .10 .15* .17 .09 .13 .16 .09 .12 .16 .09 .12 
Autonomy Support Staff .24 .10 .17* .04 .11 .03 .03 .11 .02 .03 .11 .02 
Relatedness    .29 .19 .14 .25 .19 .12 .23 .20 .11 
Autonomy    .18 .22 .08 .17 .22 .07 .17 .22 .07 
Competence/Control    .52 .19 .20** .41 .19 .16* .41 .19 .15* 
Amotivation       -.31 .16 -.14 -.30 .16 -.14 
External Motivation       -.20 .16 -.09 -.20 .16 -.09 
Identified/Integrated M.       .13 .14 .07 .13 .14 .07 
Treatment Engagement          .02 .11 .02 
             

ΔR2 Change    .08**   .08**   .05*   .00 

R2   .08**   .16***   .21***   .21*** 
Total Adjusted R2   .06**   .13***   .16***   .16*** 

* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 39  -  HMRAs for Changes in T1-T2 Predictor and T1-T3 Outcomes 

 
Table 158  
Summary data for the hierarchical regression analysis assessing changes in SDT 
predictors from T1 to T2 to predict differences in Treatment Engagement from T1 to T3; 
N = 109. 

 Step 1 Step 2 Step 3 

Variable B SEB β B SEB β B SEB β 

AutSupp Staff .32 .12 .25** .23 .13 .18 .21 .13 .16 
Competence/Control    .37 .21 .18 .23 .21 .11 
Identified/Integrated M.        .35 .17 .20* 
          
          

ΔR2 Change   .06**   .03   .04* 

R2   .06**   .09**   .13** 
Adjusted R2   .05**   .07**   .10** 

* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 159 
Summary data for the hierarchical regression analysis assessing changes in SDT 
predictors from T1 to T2 to predict differences in Severity of Dependence from T1 to 
T3; N = 109. 
 Step 1 Step 2 
Variable B SEB β B SEB β 
Drug Court Order 4.09 1.55 .25** 3.65 1.51 .22* 
Identified/Integrated M.    -.36 .12 -.27** 
       

ΔR2 Change   .06**   .07** 

R2   .06**   .13***
Adjusted R2   .05**   .12***

* = p < .05      ** = p < .01      *** = p < .001     
 
 
 
Table 160  
Summary data of standard regression analysis assessing changes in SDT predictors 
from T1 to T2 to predict changes in Drug Taking Confidence from T1 to T3; N = 109. 
Variable B SEB β 
Amotivation -.48 .18 -.24* 
Identified/Integrated M. .41 .19 .19* 
    
R2   .11** 
Adjusted R2   .09** 

* = p < .05      ** = p < .01      *** = p < .001     
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Appendix 40  -  Detailed Summary of the Change in Outcome Approach 

Table 162  
Summary of hierarchical multiple regression analysis of T1 SDT variables predicting changes in Outcomes from T1 to T2 (N = 109). 
Amotivation (↓) External Motivation 

(⇓) 
Introjected 
Motivation (↔) 

Ident/Integr. 
Motivation (⇑) 

Treatment 
Engagement (⇑) 

Severity of 
Dependence (⇓) 

Drug Taking 
Confidence (⇑) 

Wellbeing (⇑) 

N = 192 
 
There were no  
direct and no  
mediating effects. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .05** 
Adj. R2 = .04** 

N = 192 
 
Direct effects in order 
of importance were 
Drug and Alcohol 
Dependence (+) and 
Perceived Autonomy  
(-). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .07** 
Adj. R2 = .06** 

N = 192 
 
None of the SDT 
predictors and 
client-related factors 
correlated 
significantly with 
Introjected 
Motivation at p < 
.01. 

N = 192 
 
Perceived 
Autonomy (+) 
directly predicted 
changes in 
Identified/ 
Integrated 
Motivation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .04** 
Adj. R2 = .03** 

N = 192 
 
Autonomy Support 
Staff (+) mediated the 
rel. between Drug & 
Alcohol Dependence 
(-) and Treatment 
Engagement. 
Perceived Relatedness 
(+), Perceived 
Autonomy (+), and 
Perceived 
Competence/Control 
(+) mediated rel 
between Autonomy 
Support Staff and 
Treatment 
Engagement. 
 
Direct effects in order 
of importance were 
Perceived Relatedness 
(+) and Drug 
Dependence (-), 
Perceived Autonomy 
(+), and Perceived 
Competence/Control 
(+). 
 
R2 = .37*** 
Adj. R2 = .35*** 

N = 192 
 
None of the SDT 
predictors and 
client-related factors 
correlated 
significantly with 
Severity of 
Dependence at p < 
.01. 
 
 
 

N = 192 
 
Treatment 
Engagement (+) 
directly predicted 
changes in Drug 
Taking 
Confidence. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .04** 
Adj. R2 = .03** 

N = 192 
 
Perceived 
Autonomy (+) 
directly predicted 
changes in 
Wellbeing.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .05** 
Adj. R2 = .05** 

“+” = positive relationship           “-”= negative relationship       ** = p < .01     *** = p < .001     “↓” = non-significant downward trend     “↑” non-significant upward trend           
 “ ⇓” = significant reduction         “⇑” = significant increase        “↔” = minimal fluctuation 
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Table 163  
Summary of hierarchical multiple regression analysis of T1 SDT variables predicting changes in Outcomes from T1 to T3 (N = 109). 
Treatment Engagement (⇑) Severity of Dependence (⇓) Drug Taking Confidence (⇑) Wellbeing (⇑) 
N = 107 
 
Identified/Integrated Motivation 
(+) directly predicted changes in 
Treatment Engagement.  
 
R2 = .21*** 
Adjusted R2 = .17*** 

N = 109 
 
Drug Court Order (-) directly 
predicted changes in Severity of 
Dependence. 
 
R2 = .06** 
Adjusted R2 = .05** 

N = 109 
 
None of the SDT predictors and 
client-related factors correlated 
significantly with Drug Taking 
Confidence at p < .01. 

N = 109 
 
None of the SDT predictors and 
client-related factors correlated 
significantly with Wellbeing at 
p < .01. 

“+” = positive relationship           “-”= negative relationship       ** = p < .01     *** = p < .001     “↓” = non-significant downward trend     “↑” non-significant upward trend            
“ ⇓” = significant reduction         “⇑” = significant increase        “↔” = minimal fluctuations 
 
 
 
 
 
Table 164 
Summary of hierarchical multiple regression analysis of T1 SDT variables predicting changes in Outcomes from T2 to T3 (N = 109). 
Treatment Engagement (⇑) Severity of Dependence (⇓) Drug Taking Confidence (⇑) Wellbeing (↑) Perceived Training Transfer (⇑) 
N = 109 
 
Drug Dependence (+) directly 
predicted changes in Treatment 
Engagement.  
 
R2 = .08* 
Adjusted R2 = .06* 

N = 109 
 
None of the SDT predictors and 
client-related factors correlated 
significantly with Severity of 
Dependence at p < .01. 

N = 109 
 
None of the SDT predictors and 
client-related factors correlated 
significantly with Drug Taking 
Confidence at p < .01. 

N = 109 
 
None of the SDT predictors and 
client-related factors correlated 
significantly with Wellbeing at 
p < .01. 

N = 109 
 
Direct effects in order of importance 
were Health Coercion (+) and Self 
Coercion (+). 
 
R2 = .14** 
Adjusted R2 = .12** 

“+” = positive relationship           “-”= negative relationship       ** = p < .01     *** = p < .001     “↓” = non-significant downward trend     “↑” non-significant upward trend           
“ ⇓” = significant reduction         “⇑” = significant increase        “↔” = minimal fluctuations 
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Table 165 
Summary of hierarchical multiple regression analysis of T2 SDT variables predicting changes in Outcomes from T2 to T3 (N = 109). 
Treatment Engagement (⇑) Severity of Dependence (⇓) Drug Taking Confidence (⇑) Wellbeing (↑) Perceived Training Transfer(⇑) 
N = 109 
 
Perceived Autonomy (+) 
mediated rel. between 
Autonomy Support Staff (+) and 
Treatment Engagement.  
 
Direct effects in order of 
importance were Drug 
Dependence (+) and Perceived 
Autonomy (+).  
 
R2 = .36*** 
Adjusted R2 = .32*** 

N = 109 
 
Direct effects in order of 
importance were Amotivation 
(+) and Perceived 
Competence/Control (-).  
 
 
 
 
 
 
R2 = .19*** 
Adjusted R2 = .17*** 

N = 109 
 
None of the SDT predictors and 
client-related factors correlated 
significantly with Drug Taking 
Confidence at p < .01. 

N = 109 
 
Perceived Competence Control 
(+) directly predicted changes in 
Wellbeing. 
 
 
 
 
 
 
 
R2 = .08** 
Adjusted R2 = .08** 

N = 109 
 
No direct and no mediation effects 
were observed. Of the seven 
variables entered into the regression, 
Self Coercion and to a lesser extent 
Health Coercion were significant at 
Step1 and Step2.  
 
 
 
 
R2 = .26*** 
Adjusted R2 = .20*** 

“+” = positive relationship           “-”= negative relationship       ** = p < .01     *** = p < .001     “↓” = non-significant downward trend     “↑” non-significant upward trend            
“ ⇓” = significant reduction         “⇑” = significant increase        “↔” = minimal fluctuations 
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Table 166  
Summary of hierarchical multiple regression analysis assessing changes in SDT variables from T1 to T2 to predict changes in Outcomes from T1 to T2 
(N = 192). 
Amotivation 
(↓) 

External 
Motivation (⇓) 

Introjected 
Motivation 
(↔) 

Ident/Integr. 
Motivation (⇑) 

Treatment  
Engagement (⇑) 

Time in 
Treatment 

Severity of 
Dependence (⇓) 

Drug Taking 
Confidence (⇑) 

Wellbeing (⇑) 

N = 188 
 
Direct effects  
in order of  
importance  
were  
Finance 
Coercion  
 (↔) and  
Perceived  
Competence/ 
Control  
(⇑).  
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .07* 
Adj. R2 = .05* 

N = 192 
 
Drug and 
Alcohol 
Dependence (+) 
directly predicted 
External 
Motivation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .05** 
Adj. R2 = .05** 

N = 192 
 
Perceived 
Relatedness (↑) 
directly predicted 
Introjected 
Motivation.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .04** 
Adj. R2 = .04** 

N = 191 
 
Perceived Autonomy 
(↑) and Perceived 
Competence/ 
Control (⇑) mediated 
rel. between 
Autonomy Support 
Staff (⇑) and 
Identified/ 
Integrated 
Motivation.  
 
Direct effects in order 
of importance were 
Perceived Autonomy 
(↑) and Perceived 
Competence/ 
Control ( ⇑). 
 
 
 
 
 
 
 
R2 = .11*** 
Adj. R2 = .10*** 

N = 190 
 
Autonomy Support Staff 
(⇑) mediated rel. between 
Drug & Alcohol 
Dependence (-) and 
Treatment Engagement. 
Perceived Relatedness (↑), 
Perceived Autonomy (↑), 
and Perceived 
Competence/Control (⇑) 
mediated rel. between 
Autonomy Support Staff 
(⇑) and Treatment 
Engagement.  
 
Direct effects in order of 
importance were 
Perceived Relatedness (↑), 
Drug Dependence (-), and 
Identified/Integrated 
Motivation (⇑).  
 
 
 
 
R2 = .36*** 
Adj. R2 = .33*** 

N = 192 
 
Direct effects in 
order of 
importance were 
Perceived 
Competence/ 
Control (⇑) and 
Age (+).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .08*** 
Adj. R2 = .07*** 

N = 192 
 
Amotivation (↓) 
directly predicted 
Severity of 
Dependence.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .06** 
Adj. R2 = .06** 

N = 192 
 
Changes in 
Treatment 
Engagement 
directly  (⇑) 
predicted Drug 
Taking Confidence. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
R2 = .11*** 
Adj. R2 = .10*** 

N = 187 
 
Perceived 
Competence/Control 
(⇑) directly 
predicted 
Wellbeing.  
 
Perceived 
Competence/Control 
(⇑) mediated rel. of 
Autonomy Support 
Family (⇑) and 
Autonomy Support 
Staff (⇑) with 
Wellbeing.  
 
 
 
 
 
 
 
 
 
 
R2 = .21*** 
Adj. R2 = .16*** 

“+” = positive relationship           “-”= negative relationship       ** = p < .01     *** = p < .001     “↓” = non-significant downward trend     “↑” non-significant upward trend            
“ ⇓” = significant reduction         “⇑” = significant increase        “↔” = minimal fluctuations 
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Table 167  
Summary of hierarchical multiple regression analysis assessing changes in SDT variables from T1 to T2 to predict  
changes in Outcomes from T1 to T3 (N = 109). 
Treatment Engagement (⇑) Severity of Dependence (⇓) Drug Taking Confidence (⇑) Wellbeing (⇑) 
N = 109 
 
Identified/Integrated Motivation 
(⇑) directly predicted Treatment 
Engagement. 
 
 
 
R2 = .13** 
Adjusted R2 = .10** 

N = 109 
 
Direct effects in order of 
importance were 
Identified/Integrated Motivation 
(⇑) and Drug Court Order  
(-).  
 
R2 = .13** 
Adjusted R2 = .12** 

N = 109 
 
Direct effects in order of 
importance were Amotivation 
(↓) and Identified/ 
Integrated Motivation (⇑).  
 
 
R2 = .11** 
Adjusted R2 = .09** 

N = 109 
 
None of the SDT predictors and 
client-related factors correlated 
significantly with Wellbeing at 
p < .01. 

“+” = positive relationship           “-”= negative relationship       ** = p < .01     *** = p < .001     “↓” = non-significant downward trend      
“↑” non-significant upward trend           “ ⇓” = significant reduction         “⇑” = significant increase        “↔” = minimal fluctuations 
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