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ABSTRACT 

Individuals who suffer from Substance Use Disorders (SUD) experience much loss while 

in active addiction (Shallcross, 2011).  When the individual with SUD enters into 

recovery, he or she often experiences a host of emotions regarding the losses he or she 

has been through.  This is said in the literature to be a form of grief (Kellerman, 1977; 

McGovern 1983, Denny & Lee, 1991; Moss, 2005).  This dissertation examined the 

effect that a model of treating addiction-related grief had on elements of an individual’s 

recovery.  The study herein is significant in that firstly, the name “addiction-related grief 

and loss” has not been coined in the literature to describe this phenomenon. Secondly, the 

study offered a seminal model of treatment for addiction-related grief and loss. 

Multivariate analysis of covariance and the appropriate follow up statistics were utilized 

to test the seven hypotheses outlined herein.  An alpha level of .05 was used as the 

critical level for all tests.  
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CHAPTER I 

INTRODUCTION 

When an individual reaches freedom from addiction to alcohol and/or drugs, and 

enters into a new world of sobriety, there are a multitude of emotions present.  These 

emotions have been described in the literature as being a grief reaction to the losses the 

individual experienced while in active addiction (McGovern 1983; Denny & Lee, 1984; 

Haberstroh, 2007; Shallcross, 2011).  We know from research that the expression of grief 

is essential in the healing process (Haberstroh, 2007).  We also know from research that 

when the client is provided the opportunity to express grief stemming from losses that 

occurred while in active addiction, symptoms of depression decrease, and quality of 

recovery is enhanced (McGovern, 1983; Haberstroh, 2007). 

 This dissertation describes a research study that sought to examine the effect that 

a specific model for treating addiction-related grief and loss had on certain aspects of 

recovery. 

Background of the Study 

The Big Book of Alcoholics Anonymous (2001) and Narcotics Anonymous (1988) 

both state that addiction is cunning, baffling and powerful. Such a description seems to fit 

the world of substance use disorders perfectly.  The nature of Substance Use Disorders 

(SUD) is such that the using individual becomes lost in life and completely consumed by 

the relentless and powerful pull to continue to use, despite failings of life and the losses 

that continually and consistently occur.  Likewise, one could take the SUD diagnostic 

criteria listed in the DSM-5 and write a thorough description of the life of the individual 

suffering from SUD (APA, 2013).  In severe cases, the individual struggling with SUD 
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will go against her or his own will, morals and standards and continue to use despite the 

wish to refrain (Segal, 2013).  In doing so, he or she may cheat, steal, lie, and (or) 

abandon life altogether.  The same person may try with all of the strength he or she can 

muster to quit the use of substances only to find him- or herself using within the next 

hour(s).  This, of course, is why alcoholics and drug addicts have historically been 

dubbed ruthless, heartless, and immoral.  The key here is that the individual suffering 

from SUD knows that he or she is going against everything he or she once believed in and 

stood for (Segal, 2013).  However, as the lifestyle continues, the using individual feeds 

the need to use as the obstacles, consequences and losses accumulate to a point of 

seemingly insurmountable odds of relief.   

Behaviors  

The behaviors associated with SUD are due, in part, to lowered inhibition caused 

by the substance and the effect it has on the brain chemistry when introduced.  The 

literature provides a strong link of said reaction to impulsivity control, or the lack thereof 

(Lejuez et Al, 2010).  There is a biological foundation for the construct of impulsivity, 

and in understanding alcohol (and drug) use, the complex variations of impulsivity and 

loss of inhibition are important (Dick et Al., 2010). When alcohol and drugs are 

introduced into the body, a lack of impulsivity control and lowered inhibition cause the 

individual to behave in ways that are contrary to the natural, biological constructs the 

person would behave through if sober.  As a result, the individual will behave in ways 

that are counterintuitive (Segal, 2013).  Such behaviors include promiscuity, criminal 

activity, poor social and interpersonal skills, irresponsibility, lack of familial recognition 
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(including care for his or her own children), infidelity, exhibition of lack of 

employability, and many more.  

Consequences  

 As a result of the behaviors described above, individuals with SUD suffer a wide 

range of adverse consequences.  Some such consequences are explicit, and some carry 

such subtleness that the individual with SUD may be unaware they are occurring. 

Obvious consequences include imprisonment, termination from employment, home 

foreclosure, parental termination, alienation from family, lack of friends and support 

resources and lack of motivation to change any of these.  Legally speaking, 

approximately 32% of individuals in prison were using illicit drugs when they were 

arrested and subsequently incarcerated. Fifty-six percent of these individuals met criteria 

for diagnosis of drug dependence or drug abuse (Zarkin et. al., 2012).   

 As for employment, we know from the literature that substance abuse affects both 

the employed and unemployed.  The unemployed tend to abuse substances in greater 

severity, both in terms of quantity and frequency (Henkel, 2011).  Conversely, 

absenteeism of the employed due to substance use disorders (often severe) is reported to 

be one of the highest factors in low productivity, costing the economy billions annually   

(Bacharach, Bamberger & Biron, 2010).  Such absenteeism causes employment 

termination, which in turn leads into bills not being paid, homes being foreclosed upon, 

cars being repossessed and general upheaval in the individual’s life.   

 The frequency of parental termination is unfortunately quite high.  Findings in the 

literature report that as many as 80% of families who are involved with some form of the 

Department of Family and Protective Services have struggled or are struggling with 
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substance use disorders (Meyer et. al, 2010).  From 2002 to 2007, 469,000 parents’ 

parental rights were terminated and many of these parents are said to have struggled with 

substance use disorders.  Often this is due to the complex effects that SUD has on an 

individual’s life.  As noted previously, once parents become involved in the child welfare 

system, the stress is such that they often turn to substances as a resource to help them 

cope (Meyer et Al., 2010).  This behavior feeds their SUD and they enter into an endless 

cycle of depression and substance use. 

Losses in Active Addiction 

 As substance-using behaviors continue, and consequences begin, the individual 

who is abusing or has become addicted to substance(s) continually suffers loss.  The 

literature supports that grief and loss are elements of addiction that are intricately and 

significantly enmeshed with addiction (Shallcross, 2011).  Loss may occur and 

accumulate prior to addiction, during active addiction, all the way into recovery 

(Haberstroh, 2007).  Once in recovery, the individual feels pressure to quickly get back to 

life and move on and forget everything that has happened in the past.  “Getting back to 

life” is certainly the goal; however, recovery comes in many different unending forms 

(el-Guebaly, 2012).  Once the individual is abstinent from all mind-altering substances, 

he or she is faced with a plethora of destruction and loss.  The reaction to the destruction, 

loss, heartbreak and defeat is said in the literature to be a reaction of grief (Haberstroh, 

2007).  Hence, this dissertation attempted to coin the term “Addiction-Related Grief and 

Loss (ARGL)” so as to provide the literature a name to such a phenomenon.   

 Examples of loss that occur in active SUD are many and can be categorized into 

two different groups: external losses and internal losses (Schneider, 1984; Skoog & 
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Froeschle, 2014).  Examples of external loss may include loss of job, money, home, car, 

relationship, children, family, freedom and/or health.  Examples of internal loss may 

include identity, purpose in life, hope, meaning in life, self-efficacy, self-esteem, beliefs, 

standards, morality and/or spirituality.  As the individual struggling with SUD continues 

to engage in use, losses continue to occur.  Because the individual is impaired, he or she 

may or may not comprehend that loss is occurring in his or her life.  However, when the 

veil of fog caused by substances lifts, such losses come clear into focus (Haberstroh, 

2007). As a normal reaction to loss, the individual will experience grief.  Grief is defined 

as being a reaction to loss, and it appears it is no different when it comes to SUD 

(Kellerman, 1977; Schneider, 1984; McGovern, 1983; Haberstroh, 2007; Shallcross, 

2011; Skoog & Froeschle, 2014). 

Addiction-Related Grief (ARG) 

 For the purpose of the study, the reaction of grief to the losses incurred while in 

active addiction was termed Addiction-Related Grief and Loss, or ARGL.  “ARGL” was 

significant in that it had not been previously termed. The literature in support of 

addiction-related grief has used the terms “loss” and “grief” to explain the phenomenon 

focused upon in this dissertation.  However, it was felt by the author that the phenomenon 

of addiction-related grief and loss carried such importance in recovery that it was time for 

and appropriate to provide it with a formal name.  This researcher considered it to be a 

significant contribution to the literature. 

When significant loss occurs, reaction to such loss will follow (Bonanno et Al., 

2002).  Whether it is a loss of a loved one, loss of a marriage, loss of bodily function, or 

simply a loss of a dream, the individual experiencing such will experience feelings of 
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sadness, anxiety, and confusion. These feelings are accompanied by a central absence of 

identity associated with such a loss.  In addiction, whether it is to drugs or alcohol, many 

losses occur during use (Haberstroh, 2007).  In the same manner of reaction to loss that 

occurs with other significant losses as previously mentioned, when the addicted 

individual enters into recovery, a reaction of grief often sets in (Shallcross, 2011).  

Evidence of said grief is often in the presence of symptoms of depression, anxiety, 

hopelessness, guilt, shame, loss of identity, loss of purpose of life, and loss of meaning of 

life (McGovern, 1983; Moss, 2005).  In addition to such emotions, newly sober 

individuals often continue to feel that they need to hide, defend and/or purposely fail to 

acknowledge the significance of the role that addiction has played in their lives (Black, 

2013).  This is a natural reaction to letting go of the substances that they have used for so 

long.  Once they openly admit that addiction has ruled their lives, they retract their 

admission, which is often a scary proposition in early recovery.  Not only does the newly 

recovering individual face basic challenges of rebuilding his or her life, he or she also 

faces the need to resolve these manifestations of grief (Haberstroh, 2007; Shallcross, 

2011). 

An important element of ARGL, is that when the addicted individual enters into 

recovery, and feels the affects of symptoms of depression, anxiety, hopelessness, guilt, 

shame, loss of identity, loss of purpose of life, and loss of meaning of life, he or she often 

does not know that the symptoms present may be due to grief and loss (MCGovern, 

1983).  Clients often say they have the above listed symptoms, but do not understand the 

source.  When given the opportunity to discuss the losses that occurred while in active 

addiction, and the feelings associated, via free association and open discussion, clients 
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reported they feel a release and a decrease of the accompanying symptoms (McGovern, 

1983; Haberstroh, 2007).  This helps them greatly in moving forward, giving them the 

ability to openly discuss, process and change the need to hide, defend, or continue to fail 

to acknowledge their addiction and the significant role it has played in the destruction of 

their lives.  

The Statement of the Problem 

The existence of grief and loss related to drug addiction and alcoholism has been 

established in the literature (Kellerman, 1997; Schneider, 1984; McGovern, 1983, Denny 

& Lee, 1991; Moss, 2005).  To date, the literature is lacking a specific name and model 

for treating such grief and loss.  A model for treating such grief and loss (ARGL) was 

adapted from an existing model for treating ambiguous loss (Boss, 2006), and was used 

to treat addiction-related grief and loss experienced by study participants.  Hence, the 

study sought to investigate the effect that treating addiction-related grief and loss had on 

aspects of recovery in attempt to contribute to the existing literature. 

The Purpose of the Study 

It is important for clients with SUD to address their losses that have occurred in 

active addiction, so as to improve the quality of their recovery and increase their chances 

of having a lasting, meaningful recovery (Haberstroh, 2007; Shallcross, 2011).  The 

consequences of not achieving and sustaining lasting recovery are astronomical.  SUD 

costs Americans as high as 1 trillion dollars annually in medical, criminal, economic and 

social costs (NIDA, 2010).  Additionally, SUD is the cause of approximately 100,000 

deaths among Americans annually (NIDA, 2010).  The fight against SUD continues, and 
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is stronger than ever before.  It is essential that individuals with SUD be provided with 

effective interventions in a way that gives them an overall improved quality of life.     

As illustrated previously, a significant body of literature supports the presence and 

prevalence of loss and grief related to active addiction.  Existing literature supports the 

necessity of the treatment for addiction. Finally, the literature indicates that if addiction-

related grief and loss is not resolved, the client may block treatment, and, the decision to 

remain alcohol- and drug-free may be compromised.  What has been lacking in the 

literature is a distinct name for the phenomenon, as well as a specific treatment modality 

that is customized specifically for substance addictions.   

The purpose of this study was to coin and justify the use of the term “Addiction-

Related Grief and Loss” to describe the aforementioned condition, and to investigate the 

effect that a specific therapy model had on the treatment of addiction-related grief and 

loss. 

The Significance of the Study 

The losses that one experiences while in active addiction are great (Kellerman, 

1977; McGovern, 1984; Moss, 2005; Haberstroh, 2007).  The impact of such losses may 

prolong addiction, impede treatment, as well as prevent sustainable and long-term 

sobriety (Shallcross, 2011).  Mental health counselors in the field, who are treating clients 

with substance use disorders, are constantly searching for ways to effectively treat clients 

with substance use disorders that will provide the clients with wellness, health, and 

ultimately, long-term sobriety.  Likewise, mental health professionals remain baffled at 

the high prevalence of relapse in the field of addictions.  This study aimed to provide the 

mental health profession with a specific therapeutic approach that would effectively assist 
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clients in achieving and effective, meaningful, lasting recovery by helping clients to 

resolve addiction-related grief and loss, and in the process, progress to making a hopeful, 

meaningful life in recovery. 

Statement of Hypotheses 

The following hypotheses were developed for analysis for the study: 

1) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Obvious Attributes (Tendency to acknowledge / not 

acknowledge characteristics of SUD; Ability to be candid and honest about 

their SUD) as measured by the SASSI-3 (Substance Abuse Subtle Screening 

Inventory – Adults). 

2) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Face Valid Alcohol disclosure (the ability to honestly disclose 

past alcohol use, including the severity, frequency and consequences thereof) 

as measured by the SASSI-3 (Substance Abuse Subtle Screening Inventory – 

Adults). 

3) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Face Valid Other Drug disclosure (the ability to honestly 

disclose past other drug use, including the severity, frequency and 

consequences therof) as measured by the SASSI-3 (Substance Abuse Subtle 

Screening Inventory – Adults). 
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4) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Subtle Attributes (Tendency to attempt to hide the 

characteristics of substance abuse; Tendency to be detached from feelings 

about substance abuse and to have little insight into the basics and causes of 

their problems) as measured by the SASSI-3. 

5) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Defensiveness about Substance Use as measured by the SASSI-

3. 

6) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Positive Reappraisal (the ability to gain meaning and positive 

attributes following the experienced losses) as measured by the Reaction to 

Loss Scale. 

7) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Avoidance of Reaction to Loss as measured by the Reaction to 

Loss Scale. 

8) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to Loss of Control as measured by the Reaction to Loss Scale. 
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9) There will be no significant difference between the mean pre-test and mean 

post-test scores of clients in the experimental group and comparison group 

with regard to hopelessness as measured by the Beck Hopelessness Scale. 

Population and Sample 

Sampling 

The study’s focal population included individuals who suffered from severe 

substance use disorders. The participants were referred to receive treatment for SUD as a 

result of a wide range of consequences. The sample participants were clients who were 

mandated to attend the Level II IOP program at a local non-profit counseling agency.  

Convenience sampling was used due to the nature in which the clients arrived at the 

facility.  Groups began in a “rolling fashion” as clients showed up for their referred 

programs. Recruiting took place, which offered the clients the opportunity to participate 

in the study as a replacement for the program they originally came for. Seventy-five 

participants were recruited, of which 72 agreed to participate. Of the 72 original 

participants, 62 completed the study.  Adults between the ages of 18-60 participated, and 

included a wide variety of women and men, race, ethnicity, socioeconomic status and 

culture, assuring great diversity.  

Treatment 

Structure of Experimental and Comparison groups 

The experimental group consisted of six counseling groups who met once a week 

for two hours, for 8 weeks.  Participants in the experimental group were exposed to an 

original researcher who created Addiction Related Grief curriculum. The comparison 

group, comprised of five counseling groups who met once a week for two hours for 8 
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weeks, was exposed to the Minnesota Model Treatment Curriculum.  This researcher, and 

a qualified co-leader conducted both the control and experimental groups.  Each group 

originally contained 8-10 participants. Due to mortality, the final experimental group 

consisted of 30 participants (n=30) and the total comparison group consisted of 32 

participants (n=32). The total sample of the study consisted of 62 participants (N=62).  

Theoretical Framework 

Treating Addiction-Related Grief (ARG) – The Experimental Group 

The need for treatment of addiction-related grief and loss has been established in 

the literature.  McGovern (1983) established that the identification of loss(es) and the 

acceptance of the addiction disorder itself is essential in the treatment of addiction and 

alcoholism (McGovern & Peterson, 1986).  It is further reported that in doing so, chances 

of breaching the denial and resistant processes in recovery are increased.  Clients in 

residential treatment for alcoholism and addiction, who received treatment that included 

grief and loss therapy, among other foci, are reported to have experienced a decrease in 

psychological distress levels at the end of treatment (Brown, et. al, 2002).   

To date, a specific model of treating addiction-related grief has not been identified 

in the literature.  The phenomenon of ARGL has been fully supported in the literature, 

and has been for years (Kellerman, 1977; Scheider, 1984; McGovern, 1984; Moss, 2005).  

However, this phenomenon has been given no specific name, identified specific models, 

techniques, or approaches.  Overall, the literature related to grief and loss of individuals 

with substance use disorders has been more general than specific.  This protocol involved 

clients in a step-by-step, clear and concise model that specifically addressed grief as 

based on losses occurring during active addiction. This approach may improve clients’ 
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ability to openly discuss the characteristics of their substance abuse disorder, minimize 

client avoidance or defense, and improve their symptoms of grief. 

It was the goal of this study to document the efficacy of a specific grief and loss 

focused model of addiction treatment entitled ARG. The treatment model used in this 

study is one that was adapted from a model developed by Pauline Boss (2006).  Boss 

published the model in 2006 in her book Loss, Trauma and Resilience.  Her model was 

designed to assist professionals in learning about ambiguous loss, the impact it has on 

resilience and health, and to provide therapeutic interventions that will effectively treat 

the grief that stems from ambiguous loss(es) (Boss, 2006).  As an example, Boss stated 

that she would use the model for a couple who experienced the kidnapping of their child.  

It was unclear if the child was still living. The grieving process in this example would be 

one of great ambiguity. Should they grieve the child’s death, or should they hope he 

would return?  Boss interviewed wives of pilots who were missing in action during the 

Vietnam war.  Would their husbands come home?  Were they alive or dead?  Should they 

grieve, or should they continue to hope that their husbands would one day return?  And if 

so, when would they return?  Will the ambiguity of the losses ever end, or will it be 

endless wondering and unfulfilled hope? 

Boss provided other examples of ambiguous loss such as families with a loved 

one who has Alzheimer’s disease, traumatic brain injury, was a stroke victim or was 

imprisoned (Boss, 2006).  Boss also included the example of family members being 

affected by the ambiguity of grief when a family member is in active addiction.  The 

loved one suffering from severe SUD is physically present; however, mentally, 

cognitively, emotionally and spiritually, the individual has changed and may be viewed 
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by the family as being absent or disconnected (2006).  Although it is essential that 

professionals have effective therapy modalities to treat and address familial issues 

associated with an addicted loved one, the book begs the questions: What about the 

individual suffering from the disease of addiction?  How do we treat the numerous and 

complex ambiguous losses of the individual who has suffered severe SUD?   

Boss defined ambiguous loss as “an unclear loss that defies closure” (Boss, 2006, 

p.xvii). Although her perspective is that of treating the ambiguity in the losses 

experienced by family members of an addicted individual, the addicted individual also 

experiences such ambiguity.  For example, the research related to the foster care system, 

and the events that take place that lead to a child being removed from his or her addicted 

parent(s). However, from the perspective of the individual suffering from severe SUD, 

the events that occurred resulting in the removal of their children may be unclear due to 

the mental, cognitive and psychological impairment caused by the substance used.  These 

unresolved losses must be addressed and resolved in order for the client to achieve a 

lasting, meaningful recovery. 

The Model – 6 Guidelines to Treating Addiction-Related Grief and Loss (ARGL) 

The following 6 guidelines were adapted from Boss (2006) with some modification to 

accommodate the unique aspects of addiction and recovery. 

Guideline #1: Finding Meaning.  

Boss defined meaning as having the ability to make sense of something whereby 

one can find “logic, coherence or rational reasoning about what has happened” (Boss, 

2006, 74).  In recovery from addiction, if one can make meaning of the losses he or she 

has experienced, recovery and relapse prevention are strengthened (Shallcross, 2011).  
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Additionally, finding meaning in life as a whole enhances recovery and gives the 

individual something to count on; something they can trust (Laudet, Morgen & White, 

2006).  This aids the individual in breaking through denial of the significance of the role 

that addiction has played in his or her life.  

 Theoretical constructs of solution-focused therapy were utilized in this guideline 

with a focus on past competencies, current strengths and abilities (De Shazer, 1988).  

Existential therapy was infused in this guideline as well.  Constructing meaning from 

suffering is a key, and essential, element of existential therapy (Frankl, 1963).  In 

recovery from addiction, making meaning from the past is a key part of a meaningful, 

lasting recovery (Laudet, Morgen & White, 2006). 

Within this first guideline, factors focused on were as follows: 

1. Naming the Losses; 

2. Dialectical Thinking;  

3. Forgiveness; and 

4. Positive Attributions despite Loss. 

Guideline #2: Tempering Mastery  

Boss (2006) defined mastery as “having the ability to manage one’s life”.  In 

order to do so, one must not value mastery too much, nor too little, as in doing either 

weakens resilience (Boss, 2006).  Boss (2006) states, “insisting on fixing an impossible 

situation can be destructive” and cautions not to dwell on what we cannot fix, or change 

(pg. 100).  Losses that occur during active addiction, or the addiction itself, cannot be 

“mastered”.  Losses must be grieved (Leshner, 1997).  We can only treat addiction; there 

is no cure, therefore, no mastery over it.  Mastery of addiction must be tempered and 
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recovery must be sought in order to squelch the feeling of the need to control addiction.  

When an addict comes into contact with addiction, there is no known way to master it; 

addiction will win every time. 

Theoretical orientations for this guideline included solution-focused therapy and 

reality therapy.  Solution focused therapy was used when identifying past competencies.  

Reality therapy was used when discussing the role that addiction played in the losses that 

occurred.  Soft confrontation was used when assisting the participants in recognizing 

what has not worked in their lives.  By externalizing the blame to that which was caused 

by addiction, the client was freed to acknowledge the difference between his or her using 

self and sober self.  Additionally, reality therapy was used when discussing whether the 

client wanted to change or not, and if so, how the client could do so.  

Things that aid in tempering mastery were as follows: 

1. Externalizing the Blame; 

2. Decreasing Sober-Self Blame; 

3. Identifying Past and Current Competencies; and 

4. Accepting What Will Not Change. 

Guideline #3: Reconstructing Identity  

Within the process of recovering from addiction, difficulty often arises due to a 

spoiled identity, wherein the individual must restore his or her damaged sense of self, or 

identity (Taieb et al., 2008).  In this study, and future outcomes, reconstructing identity 

was seen as being one of the most important processes in successful recovery.  Healthy 

boundaries, roles, micro culture and internal self are essential aspects of long-term 
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recovery.  Boss stated that these, in addition to developing new values and views and 

breaking through resistance to change are key aspects of the model (Boss, 2006). 

For the model, the theoretical orientation used for this guideline relied heavily on 

existential therapy.  Redefining who one is despite the suffering that has occurred is a key 

element of Frankl’s theory (1963).  This guideline was a key aspect of achieving a 

lasting, meaningful recovery. 

Focal points of this guideline were as follows: 

1. Redefining Boundaries; 

2. Reconstructing Roles; 

3. Recognizing Ex-Identities; and 

4. Developing a New Cultural Identity that Includes Sobriety. 

Guideline #4: Normalizing Ambivalence 

 Ambivalence refers to the conflicting feelings and emotions that are associated 

with the ambiguity, or lack of clearness, that accompany losses (Boss, 2006).  With the 

overwhelming host of losses that the newly recovering client may be facing, the client 

may think it easier to be ambivalent to the fear in moving forward, and not knowing how 

exactly to do so (Haberstroh, 2007).  The client might start to think, “Ugh, I will just 

think about that later!” or “I cannot deal with that right now.”  This adds to suffering and 

can promote continued use or returned use.  Instead, the client may be shown precise, and 

simple steps to deal with each loss.   

This guideline focused heavily on breaking through denial, refusal to 

acknowledge the severity of the addiction and the resulting problems, and gives the client 
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a manner in which to openly discuss such resistance and acknowledge the characteristics 

of their SUD (Miller et Al., 2003). 

Important aspects of normalizing ambivalence were as follows: 

1. Defining Ambivalence; 

2. Bringing ambivalent feelings out into the open; 

3. Reassigning everyday roles and tasks; and 

4. Regaining Personal Agency. 

Guideline #5: Revising Attachments (to the drug, people, places and things) 

 In traditional terms, attachment may be defined as having a relational, reciprocal 

connection to someone that is a constant in the person’s life (Boss, 2006).  However, in 

addiction, this form of attachment does not truly occur, though the addict might be 

convinced that it does.  Moss (2005) showed that clients often grieve their addiction in 

much the same way they would grieve the loss of a loved one.  A host of attachments are 

made while in active addiction, all of which must be changed in order to reach a healthy, 

meaningful long lasting sobriety. 

Reality therapy (Glasser, 1985) was the main theoretical framework used for this 

guideline.  By being given the vision of where the client wants to go (lasting sobriety), 

clients are challenged with what attachments will aid them in getting there.  For example, 

this researcher focused on questions like, “if your past fantasy of addiction working in 

your life is back here, and lasting sobriety and recovery is over here, how does the 

fantasy help you?”  The main objective with this guideline of ARGL was to help the 

client see that addiction will not get him or her where he or she desires to go in life.  A 

second example was in focusing on attachments to people, places and things.  This is a 
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central focus of recovery.  This researcher asked, “If you are attached to marijuana, but 

you desire to be a successful entrepreneur is here in the future, how does your attachment 

to marijuana help you?”   

Important aspects of revising attachments included: 

1. Moving from despair to protest; 

2. Understanding that fantasies of the past are common; 

3. Being mindful of “no talk” approaches or “secrets”;  

4. Having an outlet for expression of self at each step (i.e., art, music, 

writing, prayer, etc.); and 

A) Taking action to avoid pitfalls in choices of people, places and things. 

Guideline #6: Discovering Hope 

At this point in the therapeutic process, the five previous guidelines that were 

worked through, together, provided the client with a sense of hope and security.  The 

client began to see that hope was within change, rather than killing oneself by holding on 

to the status quo (Skoog & Froeschle, 2014).  Boss (2006) defined hope as having the 

belief that there is good in the future, that suffering can end, and that the future holds 

comfort for the recovering person (Boss, 2006).  There is extensive literature about the 

role hope plays in recovery from addiction.  Those with strong beliefs in hope for the 

future have a greater ability to develop and implement strategies in relapse prevention 

(Mathis et al., 2009). 

Hope is also a central focus of existential therapy (Frankl, 1963).  Hope is lost in 

addiction, and frequently becomes a seemingly endless state of hopelessness for the 

individual suffering from addiction.  Frankl (1963) was able to find hope even in the 
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worst of suffering.  When the addicted client finds hope in recovery, long lasting 

recovery becomes a desire rather than a mandate. 

Factors that facilitated hope were as follows: 

1. Imagining Realistic Options; 

2. Developing Patience; 

3. Redefining “Justice”; and 

4. Finding Forgiveness of Self. 

Each guideline was covered each week (6 of 8 weeks) of the group duration.  The first 

week consisted of introductions to each other, introduction of the topic and study, and 

general discussion about loss while in active addiction. The pre-tests were completed in 

the first week as well.  The last week consisted of closure, handling any unfinished 

business within the group, and discussion of future services if needed. This was followed 

by the completion of the post tests. 

The Minnesota Model of Addiction Treatment – The Comparison group 

The comparison group received the traditional treatment for SUD.  The most 

widely accepted model of traditional treatment is the Minnesota Model of Addiction 

Treatment (Owens, 2000).  The primary goal of the Minnesota Model is lifetime 

abstinence of all mind-altering substances.  The model employs the 12 steps of 

Alcoholics Anonymous, with an emphasis on clients attending AA or NA meetings 

throughout treatment (Owens, 2000).  The overarching goal of treatment is a personality 

change; a change in foundational thinking, feeling and behaving in the client’s world.  

Spirituality is a major construct within the Minnesota Model (Owens, 2000).  When 

change occurs, the model refers to the change as a “spiritual experience”.  Additionally, 



Texas Tech University, Sarah E. Skoog, August, 2016 

21 

the model is said to work by altering the individual’s beliefs regarding relationships with 

others and his or herself (Owens, 2000). 

For this study, the comparison group received portions of the Minnesota Model 

treatment protocol, which included an emphasis on the aspects from 12 steps of 

Alcoholics Anonymous, learning new coping skills to use when triggers occur, learning 

the concepts of drug abuse and addiction along with the causes, and learning through 

peers the importance of sober relationships.   

Topics discussed in group for the comparison group included: 

1. Defining substance abuse and addiction and the importance of attending AA/NA 

meetings; 

2. Discussing abstinence and the progression of the disease of addiction; 

3. Identifying triggers;  

4. Identifying new coping skills when triggers are present; 

5. Discussing the role of spirituality in recovery from addiction; 

6. Changing people, places and things; 

7. Relationships in sobriety; 

8. Relapse Prevention and Planning 

Limitations 

Because this study involved mandated clients, it is unclear if the results will 

generalize to self-referred or professionally referred non-mandated populations.  

Additional studies should be conducted in order to generalize the results of this study to 

these addiction populations.  Another consideration is that this study was conducted in a 
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group counseling setting.  Additional studies conducted in the individual counseling 

setting will be necessary in order to generalize results on an individual basis.  

The conduction of this study was in a single clinic, located in West Texas, which 

will make generalizations to the population at large difficult.  

Definition of Key Terms 

The following is a list of terms and definitions that will be used throughout this proposal 

and dissertation. 

• Addiction-Related Loss – the losses that occur during active addiction; can be 

external loss (loss of job, marriage, freedom, home, children, etc.), internal loss 

(loss of identity, meaning in life, confidence, self-efficacy, emotional regulation, 

etc.), or transcendent (or spiritual) (loss of belief, attitude, faith, hope, etc.) 

(Kellerman, 1977). 

• Addiction-Related Grief (ARG) – the reaction to the addiction-related loss(es) as 

defined above.  This type of grief is typically evidenced by symptoms of 

depression, anxiety, hopelessness, a feeling of being lost, fear, etc.  (McGovern, 

1983). 

• Addiction – severe substance use disorder (SUD) of alcohol and/or any other 

illicit drug (APA, 2013). 

• Anxiety – for many in active addiction, the overwhelming host of emotions 

associated with the addiction itself become too much to bear.  Additionally, at 

some point in active addiction, the body responds in fear to the withdrawal 

associated with lowered levels of the drug(s) in the body.  A response to this chain 

of events is commonly in some form of anxiety, and often serves to perpetuate the 
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addiction, prevent detoxification, and block treatment (Forsyth, Parker & Finlay, 

2003).  When in recovery, the individual faces challenges, obstacles and 

seemingly insurmountable hopelessness, which triggers anxiety, or the fear of 

facing it all alone. 

• Avoidance of Reaction – avoiding feelings related to loss; avoiding reaction to 

loss that occurs in active addiction (or any time); this blocks grief and may 

become pathological if not resolved. 

• Defensiveness – the tendency to defend substance use even when there are 

significant consequences directly related to substance abuse or addiction; 

defending substance use so as to continue to use without consequence or 

judgment. 

• Depression – this symptom frequently accompanies alcoholism and drug 

addiction.  Albeit addiction can cause clinical depression, here, we refer to 

depression as the general sadness that accompanies the reality of the losses and 

the grief reaction connected to said losses (McGovern, 1983).  This stage of 

recovery is very much like depression in that the behavioral, cognitive and 

emotive manifestations closely resemble clinical depression (McGovern, 1983).     

• Existential Therapy – a modality of therapy utilized in counseling that helps the 

client look for meaning and purpose in their life, despite adversity they have faced 

or are facing (Frankl, 1963). 

• Face Valid Alcohol disclosure –  

• Face Valid Other Drug disclosure -  
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• Guilt – a negative feeling or instinct associated with having committed a breach 

of conduct of some nature in going against law, authority, or conduct of morality 

or personally held belief (Merriam-Webster.com, n.d.).  In regards to recovery 

from addiction, guilt often accompanies recovery from addiction in as much as 

the individual feels guilt, in varying degrees, about his or her culpability, or 

responsibility, in the losses that have occurred.  Guilt may prolong addiction, may 

cause relapse, or may be an important factor in staying sober (O’Connor et. al., 

1994). 

• Hopelessness – the alcoholic and addict has been described in the literature as 

having a deficiency in future time perspective, and in living in an extended period 

of the present seemingly unaffected by the past or the future (McGovern & 

Peterson, 1986).  Having a lack of expectation of the future, the individual feels 

an overwhelming lack of hope, accompanied by a drive to eliminate the future, 

which is assumed to be filled with negative expectancies (McGovern & Peterson, 

1986). 

• Loss of Control – the sense that the control in life has been lost; a feeling of 

complete chaos and fear due to the losses that have occurred in active addiction 

(or any time).  The addicted client may also feel a loss of the ability to make 

choices freely and without harm.  This is a prevalent characteristic of substance 

use disorder. 

• Loss of Identity – in active addiction, the using individual experiences a shift, or 

change, of identity suited to the lifestyle and effects of drug and alcohol addiction.  

The identity associated with addiction is one that has been described as being 
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“spoiled”, wherein the individual will go against his or her own authentic beliefs, 

attitudes, standards and morals (Taieb et al., 2008).  Once in recovery, and sober, 

the individual will come to understand that his or her sense of identity has been 

compromised, or lost (Taieb, et al., 2008). 

• Loss of Life Meaning – life meaning refers to the intention to fulfill a particular 

purpose (Lyons, Deane & Kelly, 2010).  Loss of life purpose while in active 

addiction, then, accompanies loss of life meaning.  In recovery from addiction, it 

is essential that the individual rediscover his or her life purpose (new goals, aims, 

plans and dreams), and regain the significance that results from pursuing them 

(Lyons, Deane & Kelly, 2010). 

• Loss of Life Purpose - Lyons, Deane & Kelly define purpose as “having an 

intended or desired result, end or aim” (2010, 536-537).  While in active 

addiction, the individual often loses sight of what his or her purpose, or goals, 

plans and dreams were prior to the turmoil and chaos of active addition.  

Therefore, in recovery from addiction, reconstructing a sense of purpose in life is 

essential in obtaining a lasting, meaningful recovery and in sustained sobriety 

(Lyons, Deane & Kelly, 2010). 

• Obvious Attributes – the tendency to either acknowledge or not acknowledge 

personal characteristics of Substance Use Disorder; the ability to candid and 

honest about having a substance use disorder.  When mandated clients enter into 

mandated recovery, they often find it difficult to admit that the problems that exist 

in their lives are a direct result of substance abuse or addiction; this makes it 
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improbable that they will openly and honestly discuss the symptoms of a 

substance use disorder.  

• Positive Reappraisal - the ability to gain meaning and positive attributes 

following the experienced losses. 

• Reality Therapy – a modality of therapy in which the client focuses on where they 

are in life at present, where they would like to be in life in the future, and specific 

strategies that they can use in order to successfully reach their future goals 

(Glasser, 1985).   

• Recovery – for the purpose of this study, recovery shall be considered the period 

of time that the individual is sober, or in remission (early, sustained or 

maintenance), and is participating in the healing process after active addiction. 

• Resilience – for the purpose of this study, resilience is defined as the ability to 

cope, and ultimately thrive, in the face of adversity (Boss, 2006) that is recovery 

from addiction and the accompanying addiction-related grief.   

• Shame – a negative feeling associated with the knowledge that one has done 

something wrong, dishonorable or disgraceful, often accompanying feelings of 

guilt, regret, sadness or embarrassment (Merriam-Webster.com, n.d.).  As it 

relates to recovery from addiction, shame is often present in as much as the 

recovering individual feels shameful about his or her actions while in active 

addiction (O’Connor et. al., 1994). 

• Sobriety – for the purpose of this study, sobriety shall refer to 100% abstinence 

from all mind-altering substances. 
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• Solution-Focused Therapy – a modality of therapy wherein the client is 

genuinely asked questions in order to help the client use past competencies to 

bring about future solutions. (Froeschle, Smith & Ricard, 2007). 

• Subtle Attributes - the tendency to attempt to hide the characteristics of substance 

use disorder; the tendency to be detached from feelings regarding substance 

abuse; having little insight into the basic causes of their problems related to or 

resulting from substance abuse or addiction.  

Basic Assumptions 

It was assumed that individuals suffering from substance use disorder(s) 

experience loss during active use.  Second, it was assumed that when individuals with 

substance use disorder enter recovery, they are faced with the negative effects of the 

losses that had occurred, and that they experienced a reaction of grief. 

Third, it was assumed that when mental health professionals assist clients with 

SUD in resolving their addiction-related grief and loss, certain aspects of recovery 

improve.  

The last assumption made for this study is that by assisting clients in resolving 

their addiction-related grief and loss, chances are enhanced that clients will reach a 

lasting, more meaningful recovery.  
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CHAPTER II 

REVIEW OF THE LITERATURE 

History of Drug Addiction 

The history of drug addiction is extensive and complex, riddled with patterns that 

continue to exist today. Early human beings discovered that eating different vegetation 

would provide them with different mental and emotional experiences (Gahlinger, 2004). 

The curious consumers found that while certain plants would provide them with feelings 

of relaxation, happiness, drowsiness and peace, other plants would give them feelings of 

increased energy, alertness and stamina. Additionally, other plants caused disturbing 

sensations, terrifying visions and profound awareness (Gahlinger, 2004).  

Early belief systems contained ideas that substances that had preventative or 

curative properties were sacred (Gahlinger, 2004). Evidence from archeological remains 

found in the Shanidar Cave in Iraq, dated up to 50,000 years ago, suggest that drugs 

derived from plants were used by the Neanderthal people. Sacred scriptures of India 

include more than 1,000 hymns that were sung in praise of Soma; a psychedelic 

mushroom (Gahlinger, 2004). Biblical scholars claim that the Bible makes mention of the 

marijuana plant, while Manna of Exodus is claimed to be what we know now is a 

hallucinogenic mushroom. 

It is no surprise, then, that early Americans, with the same curiosity and 

adventurous vigor, found over 80 plants that provided them with mind-altering 

experiences when consumed (Gahlinger, 2004). As consumption of these plants 

continued, discernment of the harmful, beneficial and disturbing plants was obtained. 

Those who gained the knowledge of what experience each plant would cause, came to be 
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known as specialists of different types. For example, individuals who gained some 

expertise about which plants provided individuals with benefits or positive sensations 

came to be known as Healers (Gahlinger, 2004). Those who expressed knowledge about 

which plants caused mind-altering experiences of a spiritual nature came to be known as 

Shamans or Priests, while those who understood the disturbing, poisonous substances 

came to be known as Sorcerers or Witches (Gahlinger, 2004).  

As a result of having the knowledge that some substances could be harmful, 

disturbing or dangerous, some resemblance of control of use was attempted through the 

development of social and religious rituals (Gahlinger, 2004). These rituals stipulated that 

substances could only be consumed on certain occasions and only by people of rank of 

position in the society. It was thought that by placing these restrictions on the general 

population, they would be protected from the harm known to be the result of careless and 

uncontrolled use of substances. This is an example of the first types of focused control on 

the use of mind-altering substances in our history (Gahlinger, 2004). 

Antiquated definitions of addiction referred to the bond of slavery imposed by 

lenders on the indebted. Individuals who were in debt were said to be “addicted” to the 

service of the person to whom restitution was owed (Markel, 2011). By the 17th century, 

addiction was described as bad habits individuals were compelled to entertain. During 

this time, individuals who consumed opium or morphine were called opium and 

morphine eaters (Markel, 2011). Alcoholics were known as drunkards.  

By the 19th century, controlled use was still not enforced; there were no illegal 

drugs (Markel, 2011). Substances such as morphine, cocaine, opium and other powerful 

and addictive substances were readily available in hospitals, doctors’ offices, clinics and 



Texas Tech University, Sarah E. Skoog, August, 2016 

30 

drug stores. These substances were often prescribed as the belief that they had curative 

properties still held strong. For example, in the 1880’s, Sigmund Freud believed that 

cocaine was very therapeutic in many ways (Markel, 2011). He was known to promote 

cocaine as having cured his migraines as well as having been inspirational to him in 

helping him stay awake until four o’clock in the morning writing his most important 

works (which later were determined to be nothing but rubble) (Markel, 2011).  

A full diagnosis of addiction did not appear until the late 19th century. The earliest 

use of the term “addiction” can be found in the statutes of Roman Law (Markel, 2011). In 

America, everything changed in the late 19th century. Narcotics were being prescribed for 

everything from pain due to colic to heart disease, earaches, cholera, whooping cough 

and hemorrhoids, and even hysteria (Markel, 2011). Between 1878 and 1885, 

epidemiological studies were conducted, revealing that 60% of morphine or opium 

addicts who were living were women (Markel, 2011). In 1888, a study out of Boston, 

Massachusetts revealed that of 10,200 prescriptions that were reviewed, 14.5% of the 

prescriptions were for morphine, cocaine or opium. At the time, this was considered to be 

a major health problem with great need of address (Markel, 2011). 

At the beginning of the 20th century, America still had very few laws that 

controlled drug use (Markel, 2011). Medications prescribed by doctors were still 

unregulated and could be made available for use by virtually anyone and everyone. In 

1900, 250,000 people, out of 75 million, in the U.S. (1/300), were said to be opium 

addicts, while an additional 200,000 individuals were addicted to cocaine (Markel, 2011). 

The majority of these addicts were said to be genteel, middle class women.  
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  However, the control of use was coming. In 1906, label requirements were made 

for every bottle containing medicine of any kind, requiring the disclosure of narcotic and 

alcohol contents within the bottled medicine (Markel, 2011). Then, in 1909, the Smoking 

Opium Exclusion Act was announced, which forbid the production and distribution of 

opium first, followed later by cocaine. It was said that the Act was a response to the 

outcry of many against what was called the “filthy oriental habit”. The Act made the 

import of opium illegal in the United states, for any purpose, except for legitimate 

pharmaceutical use (Markel, 2011). 

1914 brought the Harrison Narcotic Act, which was the first major national anti-narcotic 

law. The Harrison Narcotic Act was intended to slow down the excessive prescriptions of 

narcotics in hopes that in doing so addiction would be prevented (Markel, 2011). It did 

prohibit the distribution of opium and cocaine; however, heroin immediately went from 

$6.50 per ounce to over $100.00 per ounce. Additionally, the Harrison Narcotic Act 

actually did little to diminish the popularity of opium and cocaine. In 1917, the first war 

on drugs was unleashed, placing heavier prison sentences on users (Markel, 2011). 

In 1924, the production of heroin was outlawed, however, importing heroin 

remained untouched (Markel, 2011). By 1930, 35% of all new convicts in U.S. prisons 

were being indicted for violating the Harrison Narcotics Act. It seemed that the more 

restrictions placed on user, the more demand for drugs rose. 

In 1937 the Marijuana Tax Act was enacted, prohibiting the transfer of marijuana 

without the purchase of a transfer tax stamp. Each time the transfer of marijuana occurred 

between men, a tax of $100.00 was applied and paid; failure to do so resulted in a federal 

offense and subsequent prison time (Markel, 2011). In 1956, heroin was completely 
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outlawed, with all remaining inventory being surrendered to the federal government. 

Additionally, violators were given mandatory prison sentences and options of probation 

and/or parole were eliminated completely (Markel, 2011).  

After the installment of the 1956 Narcotics Control Act, new types of 

amphetamines began to be produced in meth labs in the west coast (Markel, 2011). There 

was a strong response by the federal government with the Narcotics Manufacturing Act 

of 1960 and the Racketeer Influenced and Corrupt Organizations Act of 1962. Both made 

it easier for the government and law enforcement to control both the amphetamine trade 

and the organized crime associated with it (Markel, 2011). This was followed by the 

Drug Abuse Control Amendments of 1965, which prohibited the use of depressants, 

stimulants and hallucinogenic substances. Then, in 1970, the Comprehensive Drugs 

Abuse Prevention and Control Act became the legal foundation for drug regulation in the 

U.S. 

The Comprehensive Drugs Abuse Prevention and Control Act consolidated all 

previous laws regulating the manufacture and distribution of narcotics, stimulants, 

depressants, hallucinogens, anabolic steroids and any other chemicals considered to be or 

have a potential for abuse of any kind (Markel, 2011).  

The 1970’s continued to be a productive time in attempting to control the 

manufacture, distribution and use of mind-altering substances. The 1971 National Survey 

reported that 40% of Americans between the ages of 18 and 21 had used marijuana in 

their life times, while 25% of American servicemen had used both marijuana and heroin 

(Markel, 2011). Furthermore, 10-15% of all army troops, post-Vietnam, were reported to 

be addicted to heroin. In 1972, President Nixon waged his war on drugs, and in 1973 he 
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moved drug control from the Food and Drug Administration to the newly created Drug 

Enforcement Administration (DEA), which is a branch of the Justice Department 

(Markel, 2011). Illegal drug use was zealously punished in a manner unequaled in U.S. 

history, filling up the prisons while increasing use simultaneously. In 1979, it was 

estimated that 10% of all Americans were regularly using some form of illegal drug 

(Markel, 2011). Crack-cocaine appeared, which was a less expensive form of cocaine 

with a strong addictive property.  

The 1980’s did not show improvement in terms of the control of manufacturing, 

distributing or use of illegal drugs. In 1982, President Reagan formally declared his war 

on drugs, which was supported by his wife, Nancy Reagan, in her “Just Say No” 

campaign (Markel, 2011). As a result of President Reagan’s rage on drugs, penalties of 

violators increased for possession and distribution, jails were expanded and federal 

money was budgeted for new construction of prisons and jails. At that time, 70% of the 

federal money budgeted for the war on drugs went to stopping drugs at the source, while 

30% went towards education, prevention treatment (Markel, 2011). 

In 1984, the Comprehensive Crime Control Act was established as an amendment 

to the Controlled Substance Act (Markel, 2011). The Act allowed the administrator of the 

DEA to label a new (or existing) substance immediately as a Schedule I substance, which 

places a higher and more stringent punishment when produced, distributed and/or used. 

The substance will stay on Schedule I for up to a year to give the legislature time to look 

at it for permanent schedule placement (Markel, 2011). Also in 1984, the Federal 

Sentencing Reform Act took effect, which reintroduced a mandatory minimum sentence 

for production, distribution and use of illicit drugs. It also sentencing broader and more 
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stringent (Markel, 2011). This was followed by the 1986 Anti-Drug Abuse Act, which 

provided mandatory minimum sentences specifically for the possession of cocaine. 

Sentencing included a minimum of 5-40 years for possession of 500 grams of cocaine or 

5 grams of crack-cocaine (Markel, 2011). Also in 1986, the Controlled Substances 

Analogue Enforcement Act was put into effect. This Act allowed the DEA to deem any 

analog of a drug, that is, any drug that is chemically similar or any drug that has a similar 

simulant, depressant or hallucinogenic effect to any other Schedule I or Schedule II, 

illegal immediately. With the production of new drugs at an increased rate, this Act was a 

response in staying on top of new productions (Markel, 2011).  

While extended efforts continued to be made in the legal control of mind-altering 

substances, it appeared that production increased. The 1990’s yielded even more legal 

attempts at controlling the ever-evolving production, distribution and use of these 

substances. In 1993, President Clinton waged his war on drugs during his second term in 

office (Markel, 2011). As a result, federal spending increased from $1.5 billion in 1989 to 

$18.5 billion in 2000. Conversely, the average price of 1 gram of pure cocaine decreased 

from $300.00 in 1981 to less than $100.00 in 2000 (Markel, 2011). The reported number 

of heroin users in 2000 increased to 975,000, which was two times the number of users in 

1993. Again, Americans saw a negligible difference as a result of Clinton’s war on drugs. 

In 2011, 180 million people were reported to be using drugs globally, which is 4% 

of all people aged 15 or older (Markel, 2011). Gahlinger (2004) reported that the U.S. 

makes up 4% of the world’s population, and yet the U.S. consumes 65% of the world’s 

total supply of hard drugs. As of 2011, Markel (2011) reported that 35.6% of Americans 

who were 12 years old and older had used, or were using, illegal drugs in their life times. 
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History of Alcoholism 

The history of the use and abuse of alcohol is extensive and well-documented. 

Settlers from the northwest region of Europe are said to have brought alcohol with them 

to the New World in 1942 (Rose & Cherpitel, 2011). At that time, alcohol was considered 

to be the “good creature of God”; a gift from the Almighty, which was infused into much 

of the aspects of the colonial life. As water became contaminated, causing much disease 

and death, alcohol became known as “Aqua Vitae”, meaning the water of life (Rose & 

Cherpitel, 2011). Alcohol was given to young children and infants along with bread and 

other foods. Young boys accompanied their fathers to local taverns as a ritual in learning 

how to drink and become skilled in the art of storytelling (Rose & Cherpitel, 2011). 

While alcohol was a staple in the homes of most colonies, excessive use, or drunkenness, 

was unacceptable. The behavior of drunkenness was considered sinful; the misuse of the 

“gift from God” (Rose & Cherpitel, 2011). In colonial times, the preferred choices of 

alcohol were cider, beer and wine. 

Puritans held the belief that alcohol was also God’s gift for man, and that the use 

of alcohol was a test of the man’s soul (Rose & Cherpitel, 2011). Puritans believed that 

the wine was a gift from God; however, that the drunkard (alcoholic) was from the Devil. 

Even in these early times, attempts of controlling the use of alcohol were made. Tax 

collectors, or “Tithingmen”, held the job of monitoring the excessive use of alcohol and 

reporting such behaviors to the local Protestant Minister. This Minister would then 

punish the first-time offenders of drunkenness (Rose & Cherpitel, 2011). Those who 

chronically abused alcohol were sent to the representative of the Governor for 
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punishment, as chronic drunkenness was seen as a moral or criminal matter, rather than a 

public health or medical issue. 

West Africans, who were forced into slavery, came from cultures in which wine 

and beer were essential functions of social and religious customs (Rose & Cherpitel, 

2011). However, as slaves, alcohol use was restricted by the slave owners in attempt to 

control drunkenness so as to prevent financial loss. It was feared that if a slave became 

drunk, he would injure, or even kill, while intoxicated (Rose & Cherpitel, 2011). A 

second fear for slave owners was that should a slave, or worse a group of slaves, become 

drunk, rebellion against slave owners would ensue. Therefore, slave owners permitted 

their slaves the use of alcohol on Saturday nights, holidays and during harvest (Rose & 

Cherpitel, 2011).  

In 1855, Frederick Douglas, a prominent slave owner, took note in his diary that 

the attempts at controlling alcohol use by slaves was a way to keep the slave in a constant 

state of stupidity and to cause the slave to view freedom in disgust (Rose & Cherpitel, 

2011). He also noted that the most dangerous slave was a sober slave. Interestingly, 

however, prior to emancipation, already freed blacks valued their sobriety greatly 

because they considered sobriety to be necessary for their personal safety and accepted 

citizenship (Rose & Cherpitel, 2011).  

Following the Revolutionary War, it seemed that Americans consumed an unordinary 

amount of alcohol, going on an extended binge. From 1780 to 1830, the annual 

consumption of alcohol, per capita, went from 2.5 gallons to more than 7 gallons (Rose & 

Cherpitel, 2011). Also during that time, the choice of drink went from cider and beer to 

rum and whiskey. Additionally, unattached, or single, unruly males allowed themselves 
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to go from only moderate and controlled drinking to excessive drinking and frequent 

drunkenness (Rose & Cherpitel, 2011). Due to the dangerous and destructive behaviors of 

such men, and the increase in consumption per capita, a century-long temperance 

movement began, with the ultimate goal of completely abolishing the use of alcohol. 

Also during this time, the first discoveries of alcoholism and addiction began to occur, 

shifting perspectives and beliefs about the magical substance (Rose & Cherpitel, 2011). 

As a response to the temperance movement of the mid 1800’s, the formation of 

what was called “temperance societies” began to surface (Rose & Cherpitel, 2011). Crude 

alcohol treatment institutions, sober colonies, inebriate asylums and inebriate homes 

formed in America. More than 100 years before the development of Alcoholics 

Anonymous, Anglo Americans began seeking complete abstinence from all mind-altering 

substances (Rose & Cherpitel, 2011). The Washingtonian Movement of 1840 motivated 

large numbers of Anglo American alcoholics into coming together and forming sobriety-

based mutual aid groups. These group became known as Fraternal Temperance Societies, 

Ribbon Reform Clubs, Drunkard’s Club in NYC, Inebriate Homes, Asylums and 

Addictive Cure Institutes (Rose & Cherpitel, 2011).  

By the mid 19th century, the new viewpoint of the recovery from alcoholism was 

that it was a process of the reformation of morality. The immersion into sober fellowship 

was heavily encouraged (Rose & Cherpitel, 2011). The first facility considered to be a 

medical treatment for alcoholism was established in New York and was called The New 

York State Inebriate Asylum.  

In 1870, the first professional association for addiction treatment providers was formed 

and was called the American Association for the Cure of Inebriety (Rose & Cherpitel, 
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2011). This was followed by their first professional journal for alcoholism in 1876, The 

Quarterly Journal of Inebriety. The American Association of the Cure of Inebriety and its 

journal were the first to view alcoholism as a disease (Rose & Cherpitel, 2011). 

In 1879, The Bellevue Hospital in New York City opened an inebriety ward, 

offering treatments for detoxification. Admissions grew from 4,190 in 1895 to 11,000 in 

1910 (Rose & Cherpitel, 2011). Also in 1879, the Keeley Institute opened. The focus of 

the Institute was treating Opiate and Alcohol addiction and featured the “Gold Cure”, 

which was a formula that contained dangerous chemicals such as atropine, strychnine, 

arsenic, cinchona and glycerin (Rose & Cherpitel, 2011). Patients were tapered off of 

alcohol while receiving periodic injections of the Gold Cure every 2 hours and while 

engaging in a healthy diet, fresh air, exercise and routine sleep. The course of treatment 

was a 31-day residential treatment. After patients graduated from the Keeley Institute, 

they were expected to involved themselves in helping others and in what we now know 

as group therapy (Rose & Cherpitel, 2011). The contributions made by Leslie Keeley and 

the Keeley Institute to the field of addictions today is great. The Keeley Institute was the 

first treatment center to treat addictions as a medical condition (Rose & Cherpitel, 2011). 

It was also the first to use and promote the group process in treatment of alcoholism, as 

well as the first to utilize the holistic approach to alcoholism treatment. Likewise, the 

Keeley Institute was the first residential treatment center for the treatment of addiction, 

including alcoholism (Rose & Cherpitel, 2011). 

In 1910, the Jacoby Club was formed (Rose & Cherpitel, 2011). The Jacoby Club 

was a club for men focused on sobriety and sought to combine religion, psychology and 

medicine in the recovery process from alcoholism. This led to the formation of The 
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Oxford Group, a select group for men that also focused on recovery from alcoholism, and 

with a strong emphasis on religion (Rose & Cherpitel, 2011). 

In 1935, Bill Wilson and Dr. Bob Smith came together to begin what would 

become the most widely used form of treatment for alcoholism for many years to come; 

Alcoholics Anonymous, also known as AA (Rose & Cherpitel, 2011). Alcoholism 

Anonymous and Bill Wilson, who wrote the 12 Steps of Alcoholics Anonymous, along 

with Dr. Bob Smith, provided a format for recovery that included once alcoholic in 

recovery helping another alcoholic who wanted to be sober. As this chain of self-help and 

aid grew, so did groups of sober men across the nation. From 1935 to 1970, AA was the 

source of sobriety for millions of men and eventually women (Rose & Cherpitel, 2011). 

In the late 1940’s and early 1950’s, with the success of Alcoholics Anonymous 

underway, two individuals came together to create a model of treatment for alcoholism 

that is still prominent today (Anderson, McGovern & DuPont, 1999). Daniel J. Anderson, 

PhD and Nelson Bradley, M.D. merged three programs in Minnesota that were being 

used at the William State Hospital, The Pioneer House, and Hazleden. The model, which 

was named the Minnesota Model of Treatment of Alcoholism, combined many different 

aspects of alcoholism and recovery, including many of the principles of Alcoholics 

Anonymous (Johnson, McGovern & DuPont, 1999). The Minnesota Model assumed that 

alcoholism was a disease that was involuntary, describable and diagnosable. It was 

believed that the disease is chronic and progressive, could not be cured, but could be 

arrested (Johnson, McGovern & DuPont, 1999). Interestingly, the Minnesota Model 

stated that regardless of the level of motivation that the individual had for getting and 

staying sober, successful treatment outcomes were not dependent on that level of 
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motivation (Johnson, McGovern & DuPont, 1999). The model also assumed that the 

disease of alcoholism is a combination of physical, psychological, social and spiritual 

dimensions that are often quite complex in pathology. Outcomes of treatment and 

engagement in treatment were dependent upon the suffering individual being treated with 

dignity and respect (Johnson, McGovern & DuPont, 1999). Treatment within the 

Minnesota Model was best implemented by a multidisciplinary team, whose team 

members include professionals who are in recovery from alcoholism, and who were able 

to form close, less formal, relationships with their client that was based upon mutual 

identification and support. An individualized treatment plan was developed for each 

unique client, and was implemented by the employment of orientation with Alcoholics 

Anonymous, the use of 12-Step work, therapeutic groups that combined confrontation 

with support for each other, educational lectures, individual counseling and the creation 

of a learning environment (Johnson, McGovern & DuPont, 1999). 

 The Minnesota Model also encouraged graduates from the program to continue 

treatment via participation in AA in terms of a life long pursuit. At the time that the 

Minnesota Model came to light, psychiatric services that were once heavily influenced by 

psychoanalysis, were abandoned in favor of the Minnesota Model because of the 

popularity and successful outcomes of a program that emphasized patient, parent and 

family education about alcoholism, the use of the therapeutic group process, peer 

interaction and the development of life long support systems through the participation in 

Alcoholics Anonymous for disease management (Rose & Cherpitel, 2011).  

While AA was a huge success in helping millions achieve sobriety and continued 

recovery, the abuse of alcohol continued in homes across America. In 1970 The 
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Comprehensive Alcoholism Prevention and Treatment Act was launched (Rose & 

Cherpitel, 2011). This Act was the first to receive federal funding used to fund alcohol 

treatment facilities. The number of treatment facilities in America went from 200 in 1970 

to 4,200 in 1980. From 1980 to 1990, 9,000 alcohol treatment centers were built. Most all 

of these treatment centers employed the 12 Steps of Alcoholics Anonymous (Rose & 

Cherpitel, 2011). Additionally, with the growth of AA and the growth of possibilities for 

alcohol treatment, using the 12 Steps of AA, by 1980 AA had a membership of 907,575 

(Rose & Cherpitel, 2011). By 1990, AA membership included 2,047,469 men and 

women in recovery from alcoholism, with 93,914 AA groups nationwide (Rose & 

Cherpitel, 2011). 

Treatment programs have since evolved to meet the multitude and unique needs to 

persons with alcoholism, who have not been successful in achieving lasting recovery by 

using the 12 Steps of AA. Today, treatment centers continue to employ the Minnesota 

Model of treatment of alcoholism and addiction (Rose & Cherpitel, 2011).  

In today’s world of treatment from alcoholism, drug addiction and recovery from both, 

the options for treatment are wide and encompassing. There is no longer one way for 

individuals to recovery, rather, a comprehensive, holistic approach is recommended 

(Rose & Cherpitel, 2011). Treatment that includes education, individual counseling, 

group counseling, health, study of literature, AA or any other of the multitude of 12-Step 

support groups, spirituality, and personal mindfulness are practices recommended to 

occur simultaneously in order to achieve lasting sobriety (Rose & Cherpitel, 2011).  

While models of treatment such as the Minnesota Model, the Matrix Model and 

Alcoholics Anonymous and Narcotics Anonymous are still the most widely used formats 
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of treatment for addiction, it appears the most significant gains in research are in that of 

the neuroscience of the brain and addiction (Rose & Cherpitel, 2011). The ability to 

produce live brain scans of users has brought us to a whole new world of understanding 

the disease (NIDA, 2014). There are two main benefits of this investigation. One benefit 

involves federal investment in a research infrastructure that allows new and deeper 

understanding of the neurobiology of alcohol and drug dependence. This new knowledge 

results in three key benefits for researchers. First, it results in the researchers’ abilities to 

identify genetic variations and underlying diseases processes in a variety of addiction 

subtypes (Rose & Cherpitel, 2011). Second, the new findings allow professionals to 

identify specific therapeutic interventions and approaches that target the neurobiology of 

addiction. Third, the research allows for growth in finding effective ways in which to use 

medication as an inclusion in treatment (Rose & Cherpitel, 2011). 

The second benefit of investigating the neurobiology of addiction, is that the results of 

studies have allowed a significant number of studies to be conducted on the effects of 

Alcoholics Anonymous on the treatment of addiction (Rose & Cherpitel, 2014). These 

studies have brought confirmation of concepts that have been a part of AA since 1935, 

such as the positive effects of consistent participation in AA, the positive values of step-

work, the strength of sponsorship, benefits of reading AA literature and the importance of 

having a home AA group (Rose & Cherpitel, 2011).  

Whereas in the 1930s alcoholism and drug addiction were said to be the affliction 

of morally flawed individuals who had no will power, today we know that alcoholism 

and drug addiction are the result of a disease that affects both the brain and behavior 

(NIDA, 2014). While prevention is now a key factor in the fight against addiction, new 
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and exciting research is helping us understand addiction in ways we once never thought 

possible (NIDA, 2014). 

While the histories of drug and alcohol abuse are extensive, and the attempts of 

controlling use have been, and continue to be, made, treatment of drug and alcohol 

addiction continues to be an every growing focus (Rose & Cherpitel, 2011). Counselors 

and educators are called to develop effective, evidenced-based interventions that help the 

clients they serve. The need for such interventions is greater than ever in today’s world. 

Consequences of Addiction & Alcoholism 

The consequences of abusing substances, drug dependence and alcohol dependence are 

vast and severe. Medical, economic and legal consequences as well as familial 

consequences are characteristic of a life in addiction (including alcoholism) (NIDA, 

2014).  

Medical Consequences 

Medical and health consequences are most commonly overlooked by the 

individual suffering from substance abuse and addiction (NIDA, 2014). This is most 

likely due to the fact that other consequences occur in a more immediate manner, 

whereas medical consequences typically take longer to occur. According to the National 

Institute on Drug Abuse (2014), increased health care costs, crime and lost employee 

productivity cost Americans $900 billion annually as a direct result of abuse and 

addiction to illicit drugs, prescription drugs, alcohol and nicotine.  Alcohol, illicit drugs 

and prescription drugs are contributing factors to the death of more than 200,000 

Americans each year (Gahlinger, 2004).  
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Severe medical issues often accompany the disease of addiction as well (NIDA, 

2014). Individuals suffering from the active disease of addiction often suffer from one or 

more additional medical issues as a result of their addiction. Theses medical issues 

include lung or cardiovascular disease, cancer, stroke or mental health disorders (NIDA, 

2014). Additionally, HIV/AIDS and Hepatitis B or C are also common diseases 

associated with drug addiction. According to NIDA (2014), approximately 1/3 of 

American deaths from AIDS are directly related to drug addiction. This is most 

commonly due to the sharing of hypothermic needles during the use of heroin, cocaine 

and methamphetamine. Approximately 12% of all new AIDS cases are reported to be 

related to intravenous drug use (NIDA, 2014). 

While much of society appears unaware, alcohol can cause brain damage as well 

as major organ damage (NIDA, 2014). Areas of the brain most vulnerable to damage 

from alcohol include the cerebral cortex, hippocampus and the cerebellum. These areas of 

the brain are responsible for major bodily functions as well as primary cognitive 

functions (NIDA, 2014). It is important to note here, that adolescents who begin use at a 

young age risk the retardation of growth and development in these areas of their brain 

due to the damage and changes alcohol causes (NIDA, 2014).  

Individuals who abuse substances are much like patients who have suffered 

orbitofrontal cortex lesions in that they have a tendency to make choices that provide 

instant gratification despite the severe negative consequences they will face in the future 

(Verdejo-Garcia & Perez-Garcia, 2008). This is shown in neuro-scientific studies with 

results that indicate the substance abuse and addiction may be associated with neural 

alterations in the frontostriatal systems of the brain. Importantly, these systems are 
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responsible for executive functions, emotional regulation, motivation, and self-awareness 

(Verdejo-Garcia & Perez-Garcia, 2008). These impairments are said to be an explanation 

as to why the individual suffering from addiction is seemingly unaware of the problems 

they have associated with addiction.  

Any and all of these medical consequences (and there are many more) can be of a 

temporary nature; however, they can also become permanent (NIDA, 2014).  

Economic Consequences  

In 1998, the annual economic cost of alcohol abuse and alcoholism is reported to 

have been $184 billion, and $181 billion was spent as a result of drug abuse and addiction 

(Rose & Cherpitel, 2011). In 2007, these costs were in excess of $234 billion. These 

overall costs for Americans include health-related costs, costs related to crime, lost 

productivity from addicted employees, all as a result of alcohol abuse and alcoholism, 

illicit drugs abuse and addiction and prescription drug abuse and addiction (Rose & 

Cherpitel, 2011). Of these costs, it is reported that 15% of the costs were medical 

consequences and treatment, 15% were the costs of lost worker productivity, accidents, 

violence and death and an alarming 70% were costs associated with lost worker 

productivity and earning that were forgone (Rose & Cherpitel, 2011). Additionally, $18 

billion dollars are spent, annually, on the war on drugs (Rose & Cherpitel, 2011). 

Legal Consequences 

The legal consequences of alcohol abuse, alcoholism, drug abuse and drug 

addiction are severe. This is a result of decades of attempted control of alcohol-related 

crime and drug-related crime that have plagued the nation (Rose & Cherpitel, 2011). In 

2011, 17% of all state inmates and 48% of all federal inmates were incarcerated for drug 
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law violations, specifically, possession and sale (Belenko & Spohn 2015). In 2012, more 

than 1.5 million arrests for drug law violations were made, which represented 12.7 of all 

arrests made for that year (Belenko & Spohn, 2015). Of all arrests made in 2012, 64-81% 

of those arrested tested positive for illicit drugs, indicating that these individuals were 

most likely using illegal drugs on a consistent basis.  

According to the U.S. Department of Justice (2015), in 2014, half of all male federal 

prisoners, and over half (59%) of all female federal prisoners, were serving time for drug 

offenses.  

Familial Consequences 

 The frequency of parental termination due to abuse and addiction to alcohol and 

drugs is unfortunately quite high (Meyer et. Al, 2010).  Findings in the literature report 

that as many as 80% of families who are involved with some form of the Department of 

Family and Protective Services have struggled or are struggling with substance use 

disorders (Meyer et. al, 2010).  From 2002 to 2007, 469,000 American parents’ parental 

rights were terminated and many of these parents are said to have struggled with 

substance use disorders.  Often this is due to the complex negative effects that SUD has 

on an individual’s life.  As noted previously, once parents become involved in the child 

welfare system, the stress is such that they often turn to substances as a resource to help 

them cope (Meyer et Al., 2010).  This behavior feeds their SUD and they enter into an 

endless cycle of depression and substance use. 

 The effects of substance abuse and addiction on the family are many as well. Boss 

(2006) reported that when the family, as a unit, experiences the intrinsic change of an 

addicted family member, the family experiences a type of death in the familial system. As 



Texas Tech University, Sarah E. Skoog, August, 2016 

47 

a result, they do not respond with normal grief as the addicted family member is not 

deceased; however, he or she is not present in the way in which he or she once was (Boss, 

2006). Post addiction, the recovering individual expects to reintegrate into the family as 

though nothing every changed; however, the damage caused in the familial unit can be 

severe. This causes a host of new challenges for the recovering family member, as well as 

the familial unit (Boss, 2006).  

Prevalence and Trends 

Abuse of and dependence on alcohol and illicit drugs have been an insidiously 

problematic issue for hundreds of years. In the 18th and early 19th centuries, addiction was 

considered to be merely a “bad habit”, rather than a serious medical condition in need of 

treatment (Berridge, 1979). In fact, in 1840 Basham, who was a doctor, declared that 

addiction was a “self-inflicted disease” (Berridge, 1979).  

In the early to mid 20th century, alcoholism and drug addiction were considered 

problems of morality, if not types of psychoses.  In the 1980’s, there was a focus on 

degenerationism, which was a theory that promoted the causes of addiction and 

alcoholism to be that of biological  factors, the influence of toxic environments, moral 

vices, and moral and medical problems (Mann, Hermann & Heinz, 2000).  

In the early to mid 90’s, the prevalence of alcohol abuse and dependence was 

reported to be 7.41%, which represented roughly 13.8 million adult Americans (Grant, 

Dawson, Stinson, Chou, Bufour & Pickering, 2004).  The 1991 National Household 

Survey of Drug Abuse reported the prevalence of illicit drug abuse and dependence to be 

16.7% for individuals ranging in ages 15-54 (Warner, Kessler, Hughes, Anthony & 

Nelson, 1995). 
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 In 2007, results from the National Epidemiologic Survey on Alcohol and Related 

Conditions (NESARC) reported that, according to DSM-IV criteria, the prevalence of 

alcohol dependence was 4.4% with a lifetime prevalence of 13.2%.  Additionally, from 

the same survey, a lifetime prevalence of any one alcohol use disorder was as high as 

18.2% (Hasin, Stinson, Ogburn & Grant, 2007).  In 2009, findings from the NESARC 

indicated that approximately 2% of all adults had a drug use disorder diagnosable by 

meeting DSM-IV criteria, and approximately 10% of participants reported having a drug 

use disorder in their lifetime (Schulden, Thomas & Compton, 2009). 

In 2011 the MTF (Monitoring the Future) survey reported substance abuse 

prevalence to be 25% among older adolescents age 18, approximately 42% among 

individuals 20 years of age and 20% among individuals 50 years of age (Sussman, Lisha 

& Griffiths, 2011).  Additionally, 12-month prevalence of any AUD, abuse or 

dependence was reported to be 10% for older adolescents and adults according to DSM-

IV criteria for such diagnoses (Sussman, Lisha & Griffiths, 2011).  In terms of current 

prevalence of illicit drug use, abuse, and dependence, Sussman, Lisha and Griffiths 

(2011) performed a meta-analysis of studies resulting in and estimate that 5% of the 

general adult population in the United States meets criteria for either.   

Current Treatment Options 

While the Minnesota Model, as described above is still one of the most widely 

used treatment approaches for addiction (Rose & Cherpitel, 2011), new, more 

comprehensive approaches have also been employed.  

Treatment for addictions, that was once approached as an acute care issue, is now 

most commonly approached with a recovery-oriented system approach (Fisher & 
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Harrison, 2013). This approach considers addiction as a disease and to be a life-long 

process that includes the addiction, itself, treatment, relapse prevention and recovery.  

Recovery-oriented systems of care place emphasis on continuity of care, family inclusion 

(when appropriate), the recovery community and the role of peers (Fisher & Harrison, 

2013). Additionally, ROSCs utilize individualized comprehensive services, culturally 

inclusive services, services rooted in the community, the inclusion of the experiences 

shared by individuals and families in recovery, and outcome-based and evidenced based 

services (Fisher & Harrison, 2013).  

In addition to the Minnesota Model, the treatment field uses the Matrix Model, 

which was developed in the 1980s and published by Hazleden (Rawson & McCann, 

2005). The Matrix Model was originally developed in response to the rise in cocaine 

dependence in California, therefore, making it well known in the treatment of stimulant 

addiction (Fisher & Harrison, 2013). The Matrix Model places emphasis in treatment on 

group and family therapy, education, the use of support groups and relapse prevention. 

Other key assumptions of the model include the relationship between client and counselor 

as an important therapeutic factor, the use of the relationship by the counselor as a 

reinforcement of positive behavior change, non-confrontational dialogue, and seeks to 

promote client self-esteem, self-worth and dignity (Fisher & Harrison, 2013). The Matrix 

Model is widely used in intensive out patient programs as well as residential treatment 

programs. 

The National Institute on Alcohol Abuse and Alcoholism (NIAAA) recently 

wrote manuals promoting the use of three different treatment modalities. The first is a 
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twelve-step facilitation therapy that is based on AA principles (Fisher & Harrison, 2013). 

This therapy familiarizes clients with AA philosophies and encourages AA participation. 

The second, Cognitive-Behavioral Therapy for the treatment of addiction is based on a 

social-learning theory model of relapse prevention (Fisher & Harrison, 2013). This form 

of CBT focuses on studying and understanding determining factors of addictive behavior, 

on consequences associated with addiction, and social and interpersonal reactions that the 

client has experienced prior to, during and after active addiction. The third therapy 

supported by NIAAA is Motivational Enhancement Therapy (Fisher & Harrison, 2013). 

This therapy is designed to assist clients in identifying and learning to use their own 

personal resources to effect positive change. 

Pharmacological treatment is also a part of the addiction treatment world today. 

Currently, Methadone, Cyboxin and Naltrexone are used as deterrents for addicts in 

recovery. These medications block the euphoric experience of opiates (methadone and 

cyboxin) and alcohol (naltrexone) (Fisher & Harrison, 2013). It is important to note that 

as neurobiological research continues and advances are made, the research field reports 

that it is the hope that more medications will become available in the future (NIDA, 

2014).  

The last three decades have also provided the addiction treatment world with a 

huge increase in treatment setting options for clients with addiction. Today, individual 

may receive treatment for substance abuse and addiction in many different settings, 

including residential therapeutic communities, residential treatment centers, outpatient 

treatment centers, partial hospitalization and day treatment, intensive out patient 
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treatment centers and agencies, many different 12-step programs, counseling agencies 

offering individual and group counseling, churches and sober living communities (Fisher 

& Harrison, 2013).  

Grief and Addiction/Research 

While great advances have been made in both the recognition of and the treatment 

of addiction as a life-long process, and there are now a variety of options in interventions, 

little attention has been placed on the loss and grief experienced by individuals while in 

active addiction, which has been shown in the research to perpetuate addiction 

(Shallcross, 2011).  

Many studies have been conducted considering substance use disorders as a 

reaction to the loss of a loved one or bereavement (Bellwood, 1975; Skolnick, 1979; 

Blankfield, 1982; Denny & Lee, 1984; Zuckoff, 2006). Such studies have used terms like 

“pathological grief”, “pathological mourning”, “complicated grief” or “loss theory” 

(Bellwood, 1975; Skolnick, 1979; Blankfield, 1982; Denny & Lee, 1984; Zuckoff, 2006). 

Few studies, however, have been conducted investigating treatment on the losses 

experienced by persons in active substance abuse or addiction as caused by the addict’s 

life in substance abuse or addiction. The literature herein describes such studies and 

distinguishes between the two different types. 

Substance Abuse and Bereavement 

Bellwood (1975) wrote a seminal article describing the necessity of grief work for 

individuals in treatment for alcoholism. Participants in treatment were said to be 

interrupting their grieving process by becoming consumed in alcoholism. He reported 
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four kinds of losses, which include material loss, physical loss (bodily), psychological 

loss (i.e., self-esteem, self-confidence, self worth) and the loss of a significant other either 

through death or separation. Bellwood described six components of grief due to these 

types of losses, which included the event of the loss itself, followed by a reaction of 

shock that eases in to depression. Once the depression begins to lift, the grieving 

individual then feels hostility or anger, which turns into guilt. And finally, once the guilt 

lifts, the individual will move into a state of reconstruction, which aids in acceptance of 

the loss(es). Bellwood stated that if or when the grieving individual becomes consumed 

by alcoholism during the grief process, grieving will stop and alcoholism will strengthen. 

He urged alcoholism clinical treatment programs to provide clients with grief groups and 

guided grief work so as to provide them with a healthy chance of continuing their 

sobriety post treatment. 

Skolnick (1979) studied grief and loss and addiction in her dissertation. She used 

what she called the “Pathological Mourning Approach” to treat addiction. Skolnick stated 

that the addicted person turns to drugs and alcohol as a reaction to avoiding the acute pain 

and suffering associated with bereavement or mourning the death of a loved one. She 

indicated that drugs become an instant defense in warding off the pain of loss and are an 

attempt to resolve the grieving process. Because of the effects of drugs and alcohol on the 

user, the user becomes convinced they are grieving though it feels less painful. According 

to Skolnick, this is why dosages continue to increase and frequency of use increases as 

well. Skolnick developed her approach of treatment to include nine components. The are 

1) accept the pain of the loss; 2) review the relationship with the lost object; 3) become 

acquainted with the expression of the new emotions associated; 4) face the fear of 
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accepting the sudden and strong changes in emotional reaction, which needs to be worked 

through; 5) genuinely express the sorrow and sense of loss with others; 6) verbalize the 

feelings of guilt being experienced; 7) find a future orientation of the loss; 8) find role 

models who can assist and guide to new behaviors; and 9) reincorporate self back into 

society and back to living. The results of Skolnick’s study indicated that 44% of the 

comparison group were lost due to going back to use, whereas 100% of the treatment 

group remained in the study. Furthermore, after the study, treatment group participants 

requested an average of 5.0 more counseling sessions as compared to 3.5 requested by 

comparison group participants. In a follow up study, Skolnick was able to accumulate 

results indicating that from April ,1974 to April, 1975, participant use went from 2.6 

mean weeks to 1.4 mean weeks (t=4.9, p <.01) 

(Skolnick, 1975).  

Blankfield (1982) conducted a study that investigated the different ways in which 

grief (of the loss of a loved one) affected patterns of the consumption of alcohol, and how 

the process of withdrawal, or detoxification, plays a part in the ability to appropriately 

and meaningfully apply diagnostic measures. The study found that six of twenty 

participants initiated alcohol consumption subsequent to loss, while fourteen of twenty 

participants experienced the loss of a loved one after alcoholism was established. 

Additionally, Blankfield (1982) found that complete detoxification was necessary in 

order for meaningful diagnostic assessment to occur. 

Denny and Lee (1984) investigated the efficiency of using the group process. This 

process aimed at addressing the addiction interrupted resolution of grief of the loss of a 

loved one. The model used in the study was adapted from Kubler-Ross’ (1969) grief 
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model, and was modified to reach the addiction population. Findings infer that 

conscientious attention paid to emotions of numbness, guilt, anger, loneliness and general 

tension assist the affected person in funneling energies into relationships with loved ones 

still living (Denny & Lee, 1984). The authors pointed out that as long as active addiction 

persists, proper resolution of grief will not occur. 

Zuckoff et. Al (2006) identified a post loss syndrome termed complicated grief. 

Their study focused on persons suffering from substance abuse and/or addiction whose 

conditions worsened due to the loss itself and the inability to resolve grief. The authors 

defined complicated grief as a persistent longing for the deceased loved one accompanied 

by loneliness, a consistent preoccupation with thoughts of the deceased, including 

intrusive images and memories of the deceased, and the display of avoidance behaviors, 

anger, bitterness survivor guilt, and a persistent inability to accept the death of the loved 

one (Zuckoff et. Al, 2006). The study established a relationship between intense grief 

such as this and the worsening of substance abuse. Results suggested a significant need 

for treatment of grief and substance abuse that includes motivational interviewing, skill 

building for emotional coping skills, and effective communication skill building. Each 

area was intended to aid the client in expressing grief (Zuckoff et. Al, 2006). 

Addiction-Related Loss 

While the aforementioned studies focused on grief and addiction, they addressed 

primarily grief as a reaction to the loss of a loved one, or death and bereavement. The 

current study does not focus on death loss or bereavement and addiction, rather, its focus 

is the loss that occurs as a direct result from active addiction (including alcoholism). 

There have been few studies conducted investigating this phenomenon. 
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Loss that occurred in active and as a result of active addiction and the reaction 

grief were studied by Kellerman in 1977, who focused on the difference between 

depression and grief (Kellerman, 1977).  Kellerman described the addiction to alcohol as 

a disease that inflicts loss on the individual suffering from addiction to alcohol.  He 

conceived grief as a reaction to said loss (Kellerman, 1977).  In turn, Schneider extended 

this concept in 1984, by distinguishing losses related to addiction to alcohol, primarily 

considered non-death losses, but could include death losses, as being external, internal 

and transcending, or spiritual (Schneider, 1984).   

In 1983, McGovern conducted a dissertation study in which he investigated the 

effect that two treatment models had on the participants’ abilities to distinguish between 

their symptoms of depression, hope, loss and grief. Results of his study indicated that 

both treatment models performed in decreasing symptoms of depression, loss and grief 

(McGovern, 1983). Additionally, levels of of hope were increased as a result of the 

amplified model of treatment as compared to the traditional model of treatment. 

McGovern also interpreted the results to indicate that loss and grief directly related to 

alcoholism are integral in active alcoholism and that the process of grieving the losses 

experienced should be initiated in early recovery from alcoholism (1983). 

Friedman (1984) stated that those in active alcoholism are in a constant state of 

grief. Due to years of uncontrolled drinking, the affected individual experiences a host of 

losses thereby living in a persistent state of disruption (Friedman, 1984). He also noted 

that as a result of being in a constant state of grief, the individual may not recognize the 

ability to change or the need for help. 



Texas Tech University, Sarah E. Skoog, August, 2016 

56 

Goldberg (1985) wrote a paper with a two-fold purpose. First, she examined loss 

in relation to the alcoholic and the disease of alcoholism. Second, the paper served to 

offer a discussion on the process of restitution from the losses that have occurred and the 

successful completion of grief work. The alcoholic’s challenges in going through this 

process were discussed as well.  Goldberg distinguished between losses related to 

drinking behaviors and the losses related to recovery (1985). She also urged counselors to 

first guide clients through grieving the loss of the substance itself, then later, focus on 

grief work from other losses. Goldberg stated that the counselor’s main goal in doing 

grief work with addicted clients is to enhance and help to facilitate the clients’ grief 

processes and to stay with the clients through achievement of successful grief work 

(1985). She stated that by doing so, the clients’ sobriety will be strengthened (Goldberg, 

1985). 

Martin and Privette (1989) designed a project intended to examine the grief 

process with adults in an alcohol treatment center. The project used the assumption that 

the client’s alcohol use was disrupting the normal grief reaction to previous losses. The 

rationale used for the project was that by assisting clients through the resolution of their 

grief, the buffering function of alcohol would be diminished (Martin & Privette, 1989). 

Four findings apply to the current study. First, the authors found that individuals who 

engage in use of any substance as a reaction to loss may serve to aid them in denial of the 

loss they have experienced (Martin & Privette, 1989). Second, while engaged in the use 

of substances, individuals may, in turn, suffer additional loss due to the loyalty they build 

towards the addictive substance. Third, the authors found that despite additional losses 

caused by the use of addictive substances, the addicted individual may continue in the 
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addiction in order to ease the discomfort felt by having suffered more disappointment 

(Martin & Privette, 1989). Fourth, the authors found that all of the participants in the 

project shared a common, significant loss, which was the loss of the substance itself. The 

authors reported that this common loss was significant in that all of the participants 

reported that in losing their substance of choice, they also experienced the loss of 

comfort, a familiar life style, unhealthy friendships, and a familiar social environment 

(Martin & Privette, 1989). 

Jennings (1991) wrote an article about the significance of the relationship 

between the user and the drug(s) of choice. This article discusses the loss that occurs 

when the individual surrenders to the fact that he or she can no longer carry on the 

relationship. Subsequently, the recovering individual may also grieve the loss of the 

drug(s) and the related relationship within.   

Kaczkowski and Zygmond (1991) wrote an article outlining a treatment process 

for clinical purposes illustrating the phenomenon of loss in active addiction. The purpose 

of the article was to discuss the relationship between the act of surrender and and 

resolving grief associated with active addiction. The authors assigned four mourning 

tasks and determined, via their clinical experience, that proper resolution of grief is best 

reached while in the middle stage of recovery (Kaczkowski & Zygmond, 1991). The 

authors also reported that the most common losses associated with active addiction 

reported by clients were loss of drinking/using friends, significant others, employment, 

health, external objects, self-esteem, and the loss of the actual substance(es) (Kaczkowski 

& Zygmond, 1991). 
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Beechem, Prewitt and Scholar (1996) conducted a study that served three 

purposes. First and second, they composed a grief-loss inventory that could serve as an 

assessment tool as well as a treatment tool that would assist clients in learning how to 

identify the losses they experienced and when they were experienced in regard to their 

life in addiction. Third, they used a 5-point Likert scale to help clients identify their grief 

levels as treatment occurred. The authors concluded that participants experienced loss in 

three different time periods: pre-addiction, during addiction and upon entering treatment 

(Beechem, Prewitt & Scholar, 1996). They also reported that using a 5-point Likert scale 

to monitor and assess clients’ levels of grief served as an effective tool for both 

participants and clinicians.  

Blume and Schmaling (1996) conducted a study in which they investigated the 

impact the loss associated with substance abuse behavior had on change readiness. They 

found that significant losses may certainly enhance the change process from substance 

abusing behavior to non-using behavior. They also found that by employing a therapeutic 

use of the participants’ significant losses, the pre-contemplation and contemplation stages 

of change were greatly impacted. 

Dayton (2005) wrote an article illustrating the use of psychodrama on addicted 

persons. These persons used the aforementioned psychodrama in an attempt to resolve 

losses they experienced while in active addiction. Dayton stated although normal, every 

day loss may not need to be addressed therapeutically, those with addiction have 

additional stressors that affect the impact that loss has on their addiction (Dayton, 2005). 

Dayton illustrated the use of Bowlby’s (1969) stages of grief, adding one of her own from 

clinical experience. She found that using psychodrama to help clients get to the root of 
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their loss aids them in facing the concrete nature of the loss, rather than the imaginative 

(Dayton, 2005). 

Sabina Moss (2005) conducted a single-case study, which investigated this exact 

type of loss experienced by an individual who was addicted to heroin.  Her findings were 

that due to the strong bond (relationship) that forms between the heroin user and the drug 

itself, the user might find it difficult to break that bond.  As a result, when it does occur, a 

complex form of grief develops.  Unless resolved, continued use is likely (Moss, 2005). 

Streifel and Servaty-Seib (2006) offered the literature a contribution that 

intertwined two different theories, Schlossberg’s Transition Theory (1984) and Rando’s 

(1995) Theory of Grief. These intertwined theories illustrate how effectively the program 

of Alcoholics Anonymous (AA) aids members in working through their addiction-related 

loss and grief. The authors stated that AA naturally facilitates the process of grief work as 

it focuses on losses that have been experienced due to the disease of alcoholism (and 

addiction) (Streifel & Servaty-Seib, 2006). The authors reported that most common 

losses reported in AA have been the loss of the substance itself, relationships, the ability 

to escape emotions via alcohol, and the faulty assumptions about the world (Streifel & 

Servaty-Seib, 2006). 

Streifel and Servaty-Seib (2009) followed up with a study examining the extent 

that reactions to the losses related to recovery mediate the relationship between 

involvement and participation in Alcoholics Anonymous or Narcotics Anonymous and 

recovery outcomes. The study also investigated the role that spirituality plays in 

mediating the same involvement in AA/NA. Findings indicated that higher involvement 

in AA or NA produced lower scores on a painful grief reactions measure. Likewise, high 
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participation in AA or NA resulted in a decrease in participants’ symptoms of despair, 

anger, resentment and other grief reactions (Streifel & Servaty-Seib, 2009). Additionally, 

the authors found that spirituality may play an essential role in helping grieving 

individuals reconstruct the losses they have experienced into opportunities to grow 

personally. This personal growth served to enhance their chances of maintaining a 

lasting, more meaningful recovery (Streifel & Servaty-Seib, 2009). 

Existing literature continues to emerge that notes the importance and existence of 

addiction-related grief and loss.  Haberstroh (2007) described the difficulty in facing the 

enormity of losses once sober, and how overwhelming it can be.  He stated that if not 

given the chance to freely express one’s grief of the losses that occur in active addiction, 

resiliency to stay sober is decreased, and treatment is often blocked.  Further, Shallcross 

(2011) wrote a profound article in Counseling Today, about the significance of grief and 

loss related to active addiction and subsequent recovery. 

Furr, Johnson & Goodall (2014) conducted a study that investigated specific time 

frames as to when losses occur in the lives of individuals with substance use disorder. 

The purpose of the study was to examine the self-reported losses experienced throughout 

the life span of the individual with substance use disorder. The research questions asked 

were, 1) what losses are experienced prior to addiction, while abusing substances, and 

upon entering treatment; and, 2) what differences exist in the losses associated within 

each time frame (Furr, Johnson & Goodall, 2014).  The results from the study indicated 

that there were many similarities in the experiences of those with substance use disorder 

both prior to addiction and during addiction. Additionally, the authors found a 

significantly lower number of losses reported after entering treatment. Overall, the 
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authors found that participants reported that the experience of loss prior to addiction and 

during addiction may service as a motivation and catalyst for entering into treatment 

(Furr, Johnson & Goodall, 2014).  

Despite much research on addiction, grief, and loss, no studies were found that 

investigated the impact of treatment on loss related to addiction as measured by the 

SASSI-3 (Miller et. Al, 1997) or the Reactions to Loss Scale (Cooley, 2010). As described 

previously, McGovern (1983) did investigate the effect of treatment loss in addiction on 

symptoms of hopelessness as measured by the Beck Hopelessness Scale (Beck, 1974), 

and found that treating loss related to addiction did provide clients with increased levels 

of hope. Further, a specific name, model, and treatment for addiction-related grief and 

loss has not been assessed.  It is the goal of this study to do so, and as an end result, 

provide mental health professionals with an effective tool to use with their clients who 

suffer the same phenomenon.    
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CHAPTER III 

METHODOLOGY 

Overview 

The study sought to investigate the efficacy of the 6 Guidelines for Treating 

Addiction-Related Grief on obvious attributes, face valid alcohol disclosure, face valid 

other drug disclosure, subtle attributes, defensiveness, positive reappraisal of loss, 

avoidance of reaction to loss, loss of control and hopelessness of non-substance using 

clients demonstrating past substance use disorder.  Dependent variables included the 

clients’ ability to be open and honest about their Substance Use Disorder (SUD), the 

tendency to try to hide characteristics of their SUD, the tendency to detach from their 

feelings about substance abuse, defensiveness about their substance abuse, the ability to 

derive meaning and positive attribution after loss in active SUD, avoidance of their 

reaction to addiction-related loss, their sense of loss of control and the hopelessness felt 

following active addiction and the losses experienced from SUD. 

The participants were men and women referred to complete a Substance Use 

Disorder intervention/prevention program at a local non-profit counseling agency. The 

quantitative study design as outlined below includes the null hypotheses, sampling 

procedures, instrumentation, data collection procedure, and data analysis.  

 
Hypotheses 

The following hypotheses were developed for analysis for the study: 

1) There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 
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clients in the experimental group and comparison group with regard to 

Obvious Attributes,as measured by the SASSI-3 (Substance Abuse Subtle 

Screening Inventory – Adults). 

2) There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 

clients in the experimental group and comparison group with regard to Face 

Valid Alcohol disclosure, as measured by the SASSI-3 (Substance Abuse 

Subtle Screening Inventory – Adults). 

3) There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 

clients in the experimental group and comparison group with regard to Face 

Valid Other Drug disclosure, as measured by the SASSI-3 (Substance Abuse 

Subtle Screening Inventory – Adults). 

4) There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 

clients in the experimental group and comparison group with regard to Subtle 

Attributes  as measured by the SASSI-3. 

5)  There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the  post-test scores of 

clients in the experimental group and comparison group with regard to 

Defensiveness about Substance Use as measured by the SASSI-3. 

6) There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 
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clients in the experimental group and comparison group with regard to Positive 

Reappraisal as measured by the Reaction to Loss Scale. 

7)  There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 

clients in the experimental group and comparison group with regard to Avoidance 

of Reaction to Loss as measured by the Reaction to Loss Scale. 

8)  There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 

clients in the experimental group and comparison group with regard to Loss of 

Control as measured by the Reaction to Loss Scale. 

9) There will be no significant difference between the means or the adjusted 

means (if the pre-test score is used as the covariate) of the post-test scores of 

clients in the experimental group and comparison group with regard to 

hopelessness as measured by the Beck Hopelessness Scale. 

Participants 

Participants in this study were referred to a local non-profit counseling agency to 

complete a Substance Use Disorder Intervention Program as a result of having 

experienced consequences directly related to the abuse of substances, either or both 

alcohol and drugs. Participants who arrived at the agency were referred to the researcher, 

who then recruited them using the recruitment statement attached in Appendix A. 

Participants were given a choice of attending the program for which they were referred, 

or they could participate in the current study. An incentive was given to the potential 

participants should they decide to participate in the study. This incentive included 
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shortening their treatment time from 22 sessions to 8 sessions; 12 weeks to 8 weeks.  

Potential participants were also informed they would not receive money, food, or any 

other external benefits for participating in the study. Further, participants were not 

required to participate and could leave the study at any given time.   

Once participants agreed to be in the study, the informed consent (See Appendix 

B) was discussed and signed. Instructions of day and time were given, and participants 

signed group counseling intake and informed consent. Each participant was given many 

opportunities to ask questions, gather information, and become comfortable in 

participating in a research study. Reassurances, explanations and descriptions were given 

to each participant prior to beginning the study. 

The clients arrived at the agency in a staggered fashion due to the timing of when they 

were referred. Because they were referred at different times, they did not arrive all at 

once. As a result, the study groups began and ended in a rolling fashion. When a group of 

6-10 people agreed to participate in the study, a group was formed and group counseling 

began. Groups continued to be formed and completed until 72 clients were recruited.  

The location of the study is a local non-profit counseling agency that regularly 

receives referrals for new substance abuse clients. This agency provides mental health 

counseling as well as substance abuse individual and group counseling to individuals in 

the community.  

Client referrals into a Level II intensive outpatient program were attained through 

two major sources. These sources consisted of the State Probation Office and Child 

Protective Services. The State Probation Office refers clients to the agency after having 

received a charge related to drugs and alcohol.  Child Protective Services referred clients 
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to the agency in response to a drug or alcohol related incident. This incident triggered the 

Texas State Department of Family and Protective Services (DFPS) to investigate the 

client for child abuse or neglect.  

Due to the erratic way in which clients arrived at the agency and the unethical 

implications of extended waitlists, random sampling and/or selection was not possible 

(Hinkle, Wiersma & Jurs, 2003).  As a result, a form of systematic cluster sampling was 

used wherein the first six clustered groups were placed in the treatment group and the 

remaining five groups were placed in the comparison group. Thus, a total of 6 treatment 

groups completed the treatment model, with a total of 30 participants (n=30). A total of 5 

comparison groups completed the comparison model, with a total of 32 participants 

(n=32). Due to attrition, 12 participants did not complete the study. The total sample size 

for this study was 60 (N-60). 

Demographics of the study boasted great diversity. 22% of the participants were 

female, while 78% were male. Of the female participants, 22% were African American, 

29% were Caucasian and 49% were Hispanic. Of the male participants, 14% were 

African American, 45% were Caucasian, 39% were Hispanic and 2% were Native 

American. Of the total participants, 41% were Caucasian, 16% were African American, 

41% were Hispanic and 2% were Native American.  

The ages of the participants varied widely as well. 52% of participants were 

between the ages of 20 and 29, while 25% were between the ages of 30 and 39. 11% of 

the participants were between the ages of 40 and 49 and 9% of participants were between 

the ages of 50 and 59. 3% were ages 60 years and older. 
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Group Leaders 

 All of the groups in this study were co-led by qualified, credentialed counselors. 

This researcher served as one group leader. The co-leader of the groups was Matt Hicks, 

M.Ed., LPC Intern. Co-leaders of the groups were used to insure that study protocol was 

strictly followed and to assist in the high number of participants that were included in the 

study. Organization of groups, nightly group topics, administration of pre and posttests 

and retention were tasks performed by co-leaders to make certain that the study ran 

smoothly and accurately.  

Instrumentation 

The addiction-related grief program (the treatment group) and the Minnesota Model 

of Treatment (the comparison group) utilized a pre-post comparison group quasi 

experimental design.  Instruments were administered to all participants before and after 

implementation of the ARG model and the Minnesota Model.  Assessment instruments 

that were given to the participants for both pre and post testing included: 

1) SASSI-3 Adults (Miller et. Al, 1997) 

2) The Reaction to Loss Scale (Cooley, 2010) 

3) Beck Hopelessness Scale (Beck, 1974) 

The SASSI-3 

Glen Miller developed the Substance Abuse Subtle Screening Inventory-3 in 1997.  

It is a revision of the original SASSI (1988), developed for adults who have or are 

struggling with substance use disorders.  Miller first developed the screening in response 

to the continued need for a measure that could accurately identify individuals that were 

struggling with substance use disorders despite their denial and resistance of admitting 
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that there was a SUD problem (Miller et Al., 1997).  The SASSI-3 has a test-retest 

reliability of between .92 – 1.0 and a validity of .93 (Miller et. Al., 1997).  For the 

purpose of this study, the researcher is investigating whether the treatment of addiction-

related grief and loss has an effect on the clients’ abilities to acknowledge their SUDs 

without denial and defensiveness, indicated in the subbroups obvious attributes, face 

valid alcohol use disclosure, face valid other drug use disclosure, subtle attributes and 

defensiveness, post treatment as measured by the SASSI-3.  The SASSI-3 is a self-

administered, pen and paper assessment that can be completed in 10-15 minutes by the 

participant.  

Obvious Attributes Subscale Questions and Scoring 

Miller, Roberts, Brooks and Lazowski (1997), developers of the SASSI-3, 

reported that they selected the items for the obvious attributes subscale due to the items’ 

ability to discriminate between those in treatment for substance use disorder and control 

participants, when the instructions were to answer the items in a candid and honest 

manner. The developers reported that clients with high obvious attributes scores showed 

an ability to acknowledge characteristics that are associated with substance use disorders 

(Miller et. Al, 1997). Conversely, the developers reported that clients with low obvious 

attribute scores reflected a resistance in acknowledging characteristics associated with 

substance use disorder, indicating either a denial of there being a problem with drug 

and/or alcohol abuse, or a resistance to admit that there may be a problem (Miller et Al, 

1997).  

Scoring for this scale is a total of the number of answers indicated in the score 

key. The number of “correct” answers indicating the ability to acknowledge obvious 
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attributes about the individual’s substance abuse are totaled for both the pre test and the 

posttest. These numbers become the numbers used in the pre and post test scores for 

analysis. 

Face Valid Alcohol and Face Valid Other Drugs Use Disclosure Questions and Scoring 

 According to the developers of the SASSI-3 (1997), the face valid scales 

measuring acknowledgement of alcohol and/or other drug use are straightforward 

measurements of admittance, motivation and consequences of use, and loss of control in 

such use of alchol and/or drugs. The answers to the questions reveal how often the client 

has experienced each situation. A score of 0 indicates “never”, 1 indicates “once or 

twice”, 2 reflects “several times”, and 3 indicates they have experienced the event in the 

question “repeatedly” (Miller et. Al, 1997). The total scores on these measurements 

reflect the extent of drug and/or alcohol use that the clients are willing to admit and/or 

acknowledge, and provide the clinician with a picture of the client’s past use and the 

consequences associated with past use that the client is willing to admit or acknowledge 

(Miller et. Al, 1997). A high score would reflect a willingness to acknowledge past use 

and the consequences associated with such use. A low score would indicate that the client 

is now willing or able to disclose the full extent to which he or she used in the past 

(Miller et. Al, 1997). 

Subtle Attributes Questions and Scoring 

 The subtle attribute scale is a measurement of characterstics that individuals with 

substance use disorder have that are less obvious or apparent that those measured by the 

obvious attributes scale. The subtle attributes scale is important as it is resistant to efforts 

made by the client to hide or conceal problems associated with substance use disorder 
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(Miller et. Al, 1997). An elevated subtle attributes score indicates that the client has given 

a response that mirrors answers from others who have attempted to hide the fact that they 

are substance dependent. Additionally, elevated SAT scores often indicate that the client 

has a tendency to be detached from feelings or insight in the fundamental root cause of 

their problems (Miller et. Al, 1997). Furthermore, clients with elevated SAT scores that 

are higher than their scores on the OAT scale most likely will deny the need for treatment 

of any kind. This has been found to be due to the client finding it very difficult to accept 

that having a substance use disorder has significance in their lives (Miller et. Al, 1997). 

Lower SAT scores reflect that the client has come to acknowledge that their substance 

use is or has been problematic and that change is needed. 

Scoring for this scale is a total of the number of answers indicated in the score 

key. The number of “correct” answers indicating the ability to acknowledge obvious 

attributes about the individual’s substance abuse are totaled for both the pre test and the 

posttest. These numbers become the numbers used in the pre and post test scores for 

analysis. 

Defensiveness Questions and Scoring 

 The Defensiveness scale identifies levels of defensiveness about having a 

substance use disorder, which is important because defensiveness may prevent 

identification of problems and characteristics associated with substance use disorder 

found in other scales on the SASSI-3. High defensiveness scores indicate that the 

individual is defensive about their substance use, which could be due to certain 

personality traits or to reaction to the current situation (Miller et. Al, 1997). Likewise, 

high defensiveness scores often indicate a tendency to avoid any acknoweldgement of 
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signs of personal limitations and faults (Miller et. Al, 1997). Individuals who have high 

DEF scores may also externalize blame for their own problems, which serves to reflect 

their own responsibility for their problems (Miller et. Al, 1997). Mid-range DEF scores 

may mean than the client could have an ability to assess his or her stregnths and 

weaknesses in a realistic manner (Miller et. Al, 1997).  

Scoring for this scale is a total of the number of answers indicated in the score 

key. The number of “correct” answers indicating the ability to acknowledge obvious 

attributes about the individual’s substance abuse are totaled for both the pre test and the 

posttest. These numbers become the numbers used in the pre and post test scores for 

analysis. 

The Reaction to Loss Scale 

The Reaction to Loss Scale was developed by Eric Cooley, Tamina Toray and 

Lauren Roscoe in 2010.  The main focus of the development of the Reaction to Loss 

Scale is the experience of grief of death and non-death losses that individuals experience 

when they go to college.  The RTL scale was chosen for the purpose of this study because 

of the focus on reactions to non-death losses that individuals experience in everyday life.  

The RTL has strong reliability coefficients of the three main subscales: positive 

reappraisal, avoidance of reaction and loss of control.  For positive reappraisal, a 

Cronbach’s alpha of .89 was achieved.  For avoidance, alpha was .89 and for loss of 

control the alpha was .93 (Cooley, Toray & Roscoe, 2013).  The RTL scale is a self-

administered, pen and paper assessment that can be completed in 10-15 minutes. 
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Positive Reappraisal Questions and Scoring 

 The positive reappraisal scale indicates whether the individual has a positive, 

growth-oriented reaction(s) to the loss(es) he or she has experienced (Cooley, Toray & 

Roscoe, 2013). A high positive reappraisal score indicates that the individual has been 

able to get passed the pain of the loss enough to gain some meaning and insight regarding 

the loss; a low positive reappraisal score indicates that the person has not been able to do 

so. A low positive reappraisal score may also indicate that continued grief work may be 

necessary before the individual is ready to gain positive insights from the loss that has 

been experienced. This is a 21-item scale with high internal consistency, with a 

coefficient alpha of α = .89. The number of answers matching the 21-item answer key 

were totaled and then averaged for both the pretest and posttest scores. 

The Avoidance Scale Questions and Scoring 

 The avoidance scale measures the attempts of the individual, who has experienced 

loss, to avoid acknowledging the loss(es) and attempts at distancing themselves from the 

loss(es) (Cooley, Toray & Roscoe, 2013). This is especially interesting for this study in 

that one of the underlying assumptions of the 6 Guidelines for Treating Addiction-

Related Grief and Loss is that one cannot change what they do not acknowledge. 

Avoidance is a defense mechanism used by individuals with substance use disorder to 

prevent them from having to address and change their substance use. Avoidance of this, 

and, avoidance of addiction-related greif and loss only exacerbates their substance use 

disorder. The avoidance of thoughts about the losses the individual has experienced may 

indicate a maladptive process of coping with loss (Cooley, Toray & Roscoe, 2013). A 
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high score on this scale would indicate high avoidance. This is a 20-item scale that has 

high internal consistency with a coefficient alpha of α = .90. 

Loss of Control Scale Questions and Scoring 

 The loss of control scale measures the extent that the individual perceives that he 

or she has lost control of his or her life due to the losses he or she has experienced. 

Additionally, the scale assess the extent that the individual feels he or she has lost control 

over his or her emotions or the ability to control his or her emotions about the losses he or 

she has experienced (Cooley, Toray & Roscoe, 2013). A high score on this scale 

would indicate that the individual a significant sense of loss of control in their 

lives due to the losses that have occurred. 

This scale is a 29-item scale with reportedly high internal consistency, with a coefficient 

alpha of  α = .93 (Cooley, Toray & Roscoe, 2013).  

Beck Hopelessness Scale 

To satisfy a missing, and essential, piece of research in the literature, Aaron T. 

Beck developed the Beck Hopelessness Scale in 1974 (Beck et. Al., 1974).  The BHS was 

developed in a time when there was heavy examination of the relationships between 

stress, coping and illness (Steed, 2001).  Beck saw that there was a phenomenon that 

existed that emphasized that negative cognitions and emotions contributed to the 

development of psychological and physical illness (Steed, 2001).  Through this 

investigation, hopelessness as a contributor to maladaptation, Beck sought out to develop 

a measurement of hopelessness.  In order to quantify hopelessness, Beck sought to design 

an instrument that would measure respondents’ negative expectancies of the future.  The 
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resulting measurement, The Beck Hopelessness Scale, was published and has been 

considered to be one of the most widely used psychological assessments in the mental 

health industry (Velting, 1999).  Psychometric properties of the BHS have been widely 

reported in the literature.  Test-retest reliability for the BHS is reported to be .92 (Holden, 

1988).   

Hopelessness Scale Questions and Scoring 

 The hopelessness scale is a measure of an individual’s negative expectations of 

his or her future, assessing feelings about the future, loss of motivation and future 

expectations for his or herself (Beck et. Al, 1974). The items are true/false items, and the 

score is a sum of the item responses according to the answer key. The scores are split into 

four ranges, each indicating a different experience. A score of 0-3 reflects that the 

individual is within normal range, 4-8 idicates that individual may be experiencing mild 

hopelessness, 9-14 indicates moderate hopelessness and scores greater than 14 indicate a 

severe level of hopelessness (Beck et. Al, 1974). The internal consistency is reported to 

be high, with a reliability coefficient of .93 (Beck et. Al, 1974). 

 Each measurement was completed void of participant identification.  Each 

completed assessment was given a code number by a volunteer who sealed the names and 

codes, locked them up, and kept the names and codes unrevealed to the researcher.  The 

researcher was not present when the codes were assigned to the names of the participants.  

Likewise, the researcher was not present when the assessments were completed.  Rather, 

the same volunteer passed out and collected each assessment.  After the pretest measure, 

the volunteer locked up the completed measures, along with the names and codes.  For 

the posttest measure, the same volunteer passed out the coded assessments, and collected 
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them upon completion, at which time, the volunteer destroyed the names associated with 

the codes.  When the researcher entered the data for analysis, she only used the codes that 

were previously assigned.  After the data was entered and analysis was completed, the 

codes were destroyed. 

Procedure 

Comparison and Contrast of Treatment Models Used 

 The models of treatment used in this study were very different in nature. While 

many of the constructs in both models are frequently addressed in treatment for addiction, 

the theories and approaches in each model varied greatly.  

 The experimental group received the 6 Guidelines for Treating Addiction-Related 

Grief, which is a model of treatment slightly adapted from the 6 Guidelines for Treating 

Ambiguous Loss originally developed by Pauline Boss (2006). The 6 Guidelines for 

Treating Addiction-Related Grief addressed the multitude of losses experienced by 

individuals in active addiction by increasing loss awareness, thereby giving the participants 

a guenuine opportunity to express their grief (Boss, 2006; Haberstroh, 2007). The 

Guidelines gave the participants a format in which to name their losses, express their 

feelings of grief regarding their losses, make a connection between loss and addiction, and 

learn how to prevent further losses from occurring through a rescontruction of their 

identities, attachments, spirituality and strengths they hold today (Boss, 2006; Skoog & 

Froeschle, 2014). 

 The control group received the Minnesota Model of treatment for addiction. The 

Minnesota Model had a heavy emphasis on the 12 Steps of Alcoholics Anonymous and 

Narcotics Anonymous, with a primary goal of long term abstinence of all mind-altering 
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substances (Owens, 2000). The overall hope of the model was for the participants to reach 

a personality change over time, including a fundamental change in cognition, emotion and 

behavior within the participants’ worlds. This model had a stronger emphasis on spirituality 

than the experimental model, with an additional focus on changing the way in which the 

participants regard relationships with others and self (Ownes, 2000). Additionally, a strong 

encouragement to attend AA and NA meetings was made to the participants post treatment 

as a supplemental support for their continued sobriety and recovery. 

 Following is a more in-depth description of each model and the way in which the 

treatments were delivered. 

The Experimental Group 

For the experimental group, the general structure of the 6 Guidelines for Treating 

Addiction-Related Grief program consisted of 6 (of 8) two-hour sessions with 6 different 

modules. The guidelines as described next have been lightly adapted to accommodate the 

unique aspects of addiction and recovery, and have come from Boss’ 6 Guidelines for 

Treating Ambiguous Loss (Boss, 2006). Below is a program description, followed by a 

program implementation schedule. 

Week 1: Introduction / Introduction to Addiction-Related Grief 

The first week of the program consisted of: 

1. Informed Consent for Research Participation. 

2. Pretest Measure Completed. 

3. Introduction of Group Leader. 

4. Introduction of group members, including sharing information of  

a) What their drug of choice was; 
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b) How long they have been sober; 

c) Why they are in the group. 

5. Introduction of the study, including the purpose, study focus, overview of the 

guidelines of treating ARG, as well as discussion about how the clients feel 

about being in a study. 

6. Scheduling, expectations, responsibilities, and roles for the group leader as 

well as each client.  

7. A short introduction of Addiction-Related Grief and Loss was described and 

briefly discussed among group members (See Appendix C). 

Week 2: Guideline #1 – Finding Meaning 

Boss (2006, p.74) defined meaning as having the ability to make sense of 

something whereby one can find “logic, coherence or rational reasoning about what has 

happened”.  In recovery from addiction, if one can make meaning of the losses he or she 

has experienced, recovery and relapse prevention are strengthened (Shallcross, 2011).  

Additionally, finding meaning in life as a whole enhances recovery and gives the 

individual something to count on, something they can trust (Laudet, Morgen & White, 

2006). 

The purpose of guideline #1 was to assist the participants in identifying the losses 

they experienced while in active use of drugs and/or alcohol. By naming the problem, or 

losses, the participants became more aware of what was lost as a direct result of their 

substance use disorder, which in turn provided them with the clarity of how to move 

forward (Skoog & Froeschle, 2014). Additionally, the participants gained the ability to 

make sense of what they have experienced and why. The purpose behind this was to aid 
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in boosting participants’ resilience despite any uncertainty they may have been 

experiencing (Skoog & Froeschle, 2014). This particular module is rooted in Frankl’s 

(1963) existential theory that an individual’s suffering eases or ceases upon the discovery 

of the source of the suffering being experienced (Skoog & Froeschle, 2014). 

“Personal evidence” was important for this study in that each week the group 

leader emphasized that each participant had autonomy, and that the leaders were only 

helping the participants in building a collection of personal evidence to use in deciding 

whether alcohol and drugs are helpful to them in their lives based on their personal 

evidence. The group leader did not diagnose, label or coerce the participants into 

believing they were alcoholics or addicts; rather, it was up to the participants to decide 

for themselves, based on their personal evidence, whether drugs and/or alcohol were 

problematic for them. 

Activity. To begin, the group leader reviewed the introduction from the previous week, 

emphasizing the difference between external and internal losses. The group leader drew 

two columns on the white board labeled “External Loss” and “Internal Loss”. The leader 

then asked participants to openly and collaboratively call out losses that they experienced 

while in active use and told the leader which column to list them under. Once the board 

was full, the group leader sat down and discussed with the group the importance of 

personal evidence. The group leader handed out Appendix D, and asked the participants 

to make their own list, from the losses listed on the board, that pertained their own, 

unique experiences in active use. This was followed by a group discussion about the 

following questions: 

a. What does it feel like to discuss loss? Is it helpful? Is it painful? 
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b. Were you aware that drugs and alcohol could cause so many losses? 

c. How are you feeling right now? 

Participants were given open, candid opportunities to discuss their feelings associated 

with having to face and genuinely express their feelings about their experiences, which is 

important in recovery from addiction (Haberstroh, 2007).  

 To build universality, the group leader then went back to the board and went 

through each loss, asking the participants to raise their hand if they had experienced 

them. The group leader would then place the number of people in the group that had 

experienced each loss. A discussion was then led that emphasized the notion that 

although none of the group members had been acquainted prior to group, and had 

experienced their own journey in substance use, they had all experienced similar losses.  

 The last part of the first module was an exercise in dialectical thinking. Appendix 

E was handed out, with instruction and explanation that it is possible to hold two 

opposing views at one time. The group leader emphasized that importance of coming to 

terms with the losses that have occurred, coupled with the ability to move forward despite 

them. Examples were provided on the board. One example provided was, “When I was 

actively using drugs, I lost my self-confidence, BUT TODAY, I feel more confident that 

I can move forward.” Another example used was, “When I was drinking, I lost my 

direction in life, BUT TODAY, I know where I am going in life.” Participants were then 

asked to write their own sentences, which were then shared with the group. 

Week 3: Guideline #2 - Tempering Mastery 

Boss (2006) defined mastery as possessing the ability to manage one’s life.  In 

order to 
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do so, one must not value master too much, nor too little, as in doing either resilience is 

weakened (Boss, 2006).  Boss stated “insisting on fixing an impossible situation can be 

destructive” and cautions us not to dwell on what we cannot fix, or change (Boss, 2006, 

p.100).   

Losses that occur during active addiction, or the addiction itself, cannot be 

mastered.  Rather, losses must be grieved. Addiction is a chronic disorder, plagued with 

relapse and a reoccurring nature (Leshner, 1997).  We can only treat addiction; there is no 

cure, therefore, no mastery over it. Furthermore, Boss stated that it can be very 

destructive when an individual insists on fixing a situation that is impossible to fix, or 

undo a loss that cannot be undone (Skoog & Froeschle, 2014). The notion that one can go 

back and change the past, only to find out that he or she cannot do so, may lead to the 

continuation of use or relapse post sobriety. 

The purpose of this module, then, was to assist the participants in tempering the 

need to change the past, but rather, to begin learning to accept that when they use drugs 

and/or alcohol loss occurs, and when they do not use, addiction-related loss does not 

occur.  

Activity. To help the participants externalize the blame, Appendix F was handed out. 

Here, the participants filled out the table with their top five losses, in other words, the 

five losses that they have been affected by the most, due to their past use. Group 

discussion followed, with emphasis placed on the difference between the participants’ 

using self and sober self. The group leader emphasized here that this module is designed 

to help the participants separate themselves from their substance use disorder; that they 
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do not have to be defined by their past, by their inability to use drugs and/or alcohol 

successfully, or by the losses that occurred.  

This exercise was followed up with a second exercise that highlighted the 

participants’ past competencies and current competencies. Appendix G was given to the 

participants. This activity was designed to have the participants think back to their 

childhood, pre-substance use, and list competencies they once had that were a benefit to 

them. Then, in the second column, the participants put a check mark next to the 

competencies they still hold, even with everything that has happened. If the participants 

could identify new competencies, they were asked to list those in the second column as 

well. The line from the Serenity Prayer, “Grant me the serenity to accept the things I 

cannot change” was emphasized here. It was pointed out to the participants by the group 

leader that of and by themselves, they hold strengths that they can use to forgive 

themselves, and to do better in the future; that becoming engulfed in guilt and shame 

about the past will not move them forward in life. Instead, the participants were 

encouraged to learn from their personal evidence that using drugs and alcohol has not 

worked for them, and that their personal evidence supports that loss will happen again 

should they go back to use. 

Week 4: Guideline #3 - Reconstructing Identity 

Within the process of recovering from addiction, difficulty often arises due to a 

spoiled identity, wherein the individual must restore his or her damaged sense of self, or 

identity (Taieb et al., 2008).  For the sake of this study, and future outcomes, 

reconstructing identity is seen as being one of the most important processes in successful 

recovery.  Healthy boundaries, roles, micro culture and internal self are essential aspects 
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of long-term recovery.  Boss stated that these, in addition to developing new values and 

views and breaking through resistance to change are key aspects of the model (Boss, 

2006). 

In one study, Downey, Rosengren and Donovan (2000) discovered that clients 

with substance use disorder become greatly motivated to change when discrepancies and 

conflicts exist between the using self and the sober self. Reconstructing identity, then, is 

an important function of sustaining sobriety and overcoming addiction-related grief and 

loss (Skoog & Froeschle, 2014).  

The purpose of this module was to assist the participants in coming to recognize 

the affects that alcohol and drug use had on their authentic identity. Appendix H served to 

guide the participants in learning who they are without drugs and alcohol. Appendix I 

served to guide the participants in learning what parts of their identity were affected by 

the losses they experienced while they were using. The discrepancies between the two 

identities were then emphasized based on the participants’ personal evidence. 

Activity. Appendix H was first handed out. All of the areas on the wellness wheel were 

said to be the whole person, the participants’ identities. The group leader walked the 

group through each area, and the group collaboratively made descriptions of each area 

based upon who they were at the time of the study. Appendix I was then handed out. 

Each participant was instructed to use their loss list (from week 2) and plug each loss into 

the areas of identity that each loss affected. Again, group discussion ensued about the 

experience of seeing the discrepancies between their past self in substance use and their 

present self in sobriety.  
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A group discussion was then led by the group leader that focused on new roles, 

identities and boundaries in sobriety based on their sober identity (Appendix H). Group 

members discussed the difficulty in setting some boundaries and how to work through the 

challenges. This was followed by a check-in by the group leader to make sure that 

participants were comfortable and that no one was experiencing undo pain or unease. 

Week 5: Guideline #4 - Normalizing Ambivalence 

Ambivalence refers to the conflicting feelings and emotions that are associated 

with the ambiguity, or lack of clearness, that the losses that have occurred have.  With the 

overwhelming host of losses that the newly recovering client may be facing, the client 

may think it easier to be ambivalent to the fear in moving forward, and not knowing how 

exactly to do so (Haberstroh, 2007).  The client might start to think, “Ugh, I will just 

think about that later!”, or “I cannot deal with that right now.”  This adds to the suffering 

and can promote continued use or returned use.  Instead, the client may be shown precise, 

and simple steps to deal with each loss. 

The purpose of this module was to do a thorough check-in with group members to 

see how they were feeling about talking about their losses. This module was designed to 

open up group discussion about participants’ insights, feelings and thoughts associated 

with their addiction-related losses. Ambivalence was defined, and the group leader asked 

participants to share if they were still feeling ambivalent, and if so, why.  

Activity. An open group discussion was conducted by the group leader, in which the 

group leader encouraged the participants to discuss why talking about loss is difficult, 

what difficulties they were struggling with in terms of accepting their losses, and what 

they could do about the losses that they experienced. This was an opportunity given to 
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them to genuinely express themselves, without judgment and with feedback and 

encouragement from their group members, about the addiction-related losses they have 

experienced (Haberstroh, 2007; Shallcross, 2011). New, everyday roles and tasks were 

also discussed (Boss, 2006) in attempt to help them gain a sense of moving forward, 

rather then being held back. This module consists only of group discussion. 

Week 6: Guideline #5 - Revising Attachments (to the drug, people, places and things.) 

In traditional terms, attachment may be defined as having a relational, reciprocal 

connection to someone that is a constant in the person’s life (Boss, 2006).  However, in 

recovery, this form of attachment does not truly occur, though the addict thinks it does.  

One study showed that clients often grieve their addiction in much the same way they 

would grieve the loss of a loved one (Moss, 2005). Longabaugh et. Al (1993) created a 

model that proposed that individuals in recovery form support systems that promote 

abstinence from alcohol and drugs (Skoog & Froeschle, 2014). There is a host of 

attachments made while in active addiction, all of which must be changed in order to 

reach a healthy, meaningful sobriety that is long lasting. Examples of such attachments 

include attachments to the drug itself, items needed to use the drug, the lifestyle of drug 

and alcohol use (bars, places where people use, family gatherings, etc.), people who also 

use or drink, certain times of the day, music associated with using, etc. In active use, 

many of these attachments take the place of healthy attachments of relationships, places, 

and things that were once present in the user’s life. The goal here is to assist clients in 

reattaching to those people, places and things that were at one time healthy for them. 

The purpose of this module was to help the participants identify the losses of 

people, places and things that were once valuable to them, but that were replaced by 
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attachments associated with drug and alcohol use. By comparing the two worlds of non-

use and use, and the attachments therein, the participants were given an opportunity to 

take a long look at what would be the most beneficial to them in terms of people, places 

and things they see themselves attached to, and what those attachments mean to them 

without alcohol and drugs. 

Activity. This module began with a brief description of the importance of attachments, 

what they meant in life prior to use, how they changed during use and the value that they 

hold in recovery for the future. This discussion was lead by the group leader, with further 

discussion among group members. For the purpose of this module, there were three terms 

defined for the group members. These terms were Inner World, Middle World and Outer 

World. The Inner World was said to be the people, places and things that one is the most 

attached to, associates with the most, and with which has some dealing or interaction 

either on a daily or weekly basis. The Middle World included the attachments that the 

person felt attached to, but did not have as much association with for whatever reason; 

attachments that were not given priority even though they were considered important to 

the individual. The Outer World were the attachments that have been pushed to to the 

outside, or excluded, that may have held an importance to the individual at one time. 

These attachments did not receive any attention at all, though the individual may think of 

them once in a while. It was important to emphasize that the Outer World was the place 

where individuals placed attachments that were lost as a direct result of alcohol and drug 

use. Some examples of these attachments that were common in the study were 

relationships with parent(s), siblings, grandparents, life long friends, church, God, prayer, 

etc. After the discussion about these terms, Appendix J was then given to group 
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members. For Appendix J, the group members were told to name the people, places and 

things that they were attached to while in active alcohol and drug use. After Appendix J 

was completed, a short check in was conducted to see how the group members were 

doing in terms of seeing, in black and white, the shift of priority that had been made 

during active use in terms of attachments. For some, this was quite emotional. Appendix 

K was then handed out, which was the same exact worksheet except it gave the 

participants the opportunity to name the people, places and things they desire to become 

reattached to while in sobriety. The idea here was for the Outer World to consist of 

attachments associated with drug and alcohol use, whereas the Inner World to consist of 

those people, places and things that would be beneficial and valuable to the sober 

individual. 

 These activities were followed by a discussion about protecting the attachments in 

their Inner and Middle World while in sobriety. Avoiding the reattachments to people, 

places and things associated with drugs and alcohol was emphasized during this 

discussion. Group leaders offered group members strategies to use in avoiding such 

reattachments. Group members discussed among themselves ideas and approaches they 

may use in avoiding such pitfalls. 

 At the very end of this module, termination was introduced and discussed. 

Week 7: Guideline #6 - Discovering Hope  

At this point in the therapeutic process, the five previous guidelines that had been 

worked through together provide the client with a sense of hope and security.  The client 

begins to see that hope is within change, rather than killing oneself by holding on to the 

status quo (Skoog & Froeschle, 2014).  Boss defines hope as having the belief that there 
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is good in the future, that suffering can end, and that the future holds comfort for the 

recovering person (Boss, 2006).  There is much in the literature about the role hope plays 

in recovery from addiction.  Those with strong beliefs in hope for the future have a 

greater ability to develop and implement strategies in relapse prevention (Mathis et al., 

2009). 

The purpose of this module was to give the participants an opportunity to bring all 

of the modules together to see how far the participants had come in growth and healing. 

Often in recovery from substance use disorder, it is difficult for the individual to feel or 

see that they are changing, especially in early recovery. Giving the participants this 

opportunity made room for them to share their insights about what happens when they 

use and what happens when they do not. It was important in this module to emphasize 

again that their folders contained a collection of personal evidence that was accumulated 

by the participants simply talking about their own experiences. By emphasizing over the 

previous seven weeks that they were the experts of their own lives, and that no one else 

can tell them what they experienced and what they felt, the participants were given room 

to study themselves; to figure out what they authentically want for themselves aside from 

what others are telling them.  

Activity. Based upon Boss’ definition of hope, the group leader led a group discussion 

about how much change the participants felt they had achieved. The group discussion 

also included the use of comparison Likert scales. The participants were asked a question 

(from below) and were asked to rate their experience from 1 to 5 with 5 being the highest, 

best possible scenario.  

Questions asked by Group Leader to facilitate this discussion: 
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1. How important is sobriety to you based upon what you have learned about 

addiction-related grief and loss in this group over the last 7 weeks? (When 

group began and Today) 

2. How do you feel about your addiction-related losses? (When group began and 

Today) 

3. How much hope do you have for your future? (When group began and Today) 

4. How much do you believe that you can stay sober long term? (When group 

began and Today) 

After this group discussion, the participants were given Appendices L and M. The 

Behavior Over Time graphs served as a tool to show the participants how they perceive 

they have changed. Simple instructions were given to draw a line that illustrates the last 7 

weeks of growth in loss awareness (Appendix L) and addiction-related grief (Appendix 

M). The participants were then asked to write a short description of why their line looked 

the way that it did. These were shared by each participant, and feedback and 

encouragement were given by fellow group members.  

 10 or 15 minutes were reserved at the end of this module for discussion about 

termination. 

Week 8: Post Test / Termination 

In the last session, a colleague of the researcher, the same volunteer who has 

helped with the study throughout, gave participants the posttest measures.  After the 

completion of the posttest, the researcher moved on to addressing unfinished business.  

Often in group work, at the completion of a group program, and especially in closed 
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groups, unfinished issues linger (Corey, Corey & Corey, 2010).  The group leader 

provided the clients time to discuss and express their feelings of unfinished business.  

After unfinished business was addressed, the researcher offered the participants 

the opportunity to either continue with their treatment in the Level II IOP, receive the 

comparison group program, or to be given a completion certificate indicating they have 

satisfied the requirements given by their respective mandating bodies. 

The Comparison Group 

The comparison group received traditional substance abuse treatment.  The 

comparison group did not receive any of the experimental treatment; rather, they received 

the traditional treatment model, the Minnesota Model. The comparison group structure 

was 6 (of 8) two-hour sessions and included discussion and application of the following 

topics: 

Week 1: Introduction, Informed Consent, and Pre-Test  

1. Introduction of group leader and group members; 

2. Informed Consent executed; 

3. Pre-test administered by colleague of researcher having nothing to do with the 

study or research. 

Week 2: What is Addiction?  (Step 1) 

1. Collaborative discussion about the definitions and criteria for Substance Use 

Disorder per the DSM-5 (APA, 2013) and Neuroscience of drugs and the brain 

(See Appendices N and O). 
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2. The 12 Steps of Alcoholics Anonymous and Narcotics Anonymous (See 

Appendix P). 

3. Importance of attending AA/NA meetings regularly and frequently. 

Week 3: Stages of Change (Step 1) (Prochaska & DiClemente, 1992) 

1. Socrates Change Readiness Assessment (Appendix Q). 

2. The Stages of Change (Appendix R). 

Week 4: Triggers and Coping Skills for Triggers 

1. Identifying personal triggers (collaborative discussion and list on white board) 

(Appendix S); 

2. Discussing old coping skills for life; 

3. Discussing new coping skills for triggers; 

4. The Cycle of Relapse (from trigger to relapse) (Appendix T). 

Week 5: Spirituality (Step 2 and 3) 

1. The importance of spirituality in recovery according to the research; 

2. Defining spirituality (Appendix U); 

3. Issues with spirituality in active use (Appendix U, page 2); and, 

4. Strengths of spirituality in recovery. 

Week 6: People, Places, Things and Relationships 

1. Changing people, places and things group discussion; 

2. The role old relationships played in addiction – collaborative lists on white board; 

and, 

3. Sources for new relationships in recovery (Appendix V). 
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Week 7: Relapse Prevention, Relapse Plan    

1. What does relapse mean? The road to relapse (Appendix W); 

2. What to do with cravings; 

3. What to do daily to take care of recovery; and, 

4. Constructing a Relapse Prevention Plan (Appendix X). 

Week 8: Post Test / Termination 

1. Post Test given by colleague of researcher having nothing to do with the study. 

2. Termination. 

3. Offer to receive additional treatment outside of study protocol. 

4. Offer the participants to receive the 6 Guidelines to Treating Addiction-Related 

Grief and Loss following the completion of the study. 

Study Schedule 

The schedules for both the treatment and the comparison group are below. This schedule 

was repeated each week from the middle of August, 2015 to the end of March, 2016, 

until the proper number of participants for the study completed the respective 

treatments.. 

Monday  Wednesday       Thursday         Friday 
 Saturday 
Experimental 
Grp #1– 6-8 
PM 

Comparison 
group #1– 6-8 
PM 

Experimental 
Grp #1– 6-8PM 

Comparison 
group #2– 6-8 
PM 

Experimental 
Grp #3 – 1-3 
PM 

    Comparison 
group #3 (12) – 
4-6 PM 

N=60 
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CHAPTER IV 

DATA ANALYSES 

The principal intent of the study was to examine the efficacy of treating addiction 

related to grief and loss on nine dependent variables related to recovery in a group 

setting. Dependent variables consisted of Obvious Attributes (Tendency to acknowledge / 

not acknowledge characteristics of SUD; Ability to be candid and honest about their 

SUD), Face-valid Alcohol (FVA) disclosure,  Face-valid Other Drug (FVOD) disclosure, 

Subtle Attributes (Tendency to attempt to hide the characteristics of substance abuse; 

Tendency to be detached from feelings about substance abuse and to have little insight 

into the basics and causes of their problems), and Defensiveness about substance use, all 

as measured by the SASSI-3 (Substance Abuse Subtle Screening Inventory – Adults), 

Positive Reappraisal (the ability to gain meaning and positive attributes following the 

experienced losses) as measured by the Reaction to Loss Scale, Avoidance of Reaction to 

Loss as measured by the Reaction to Loss Scale, Loss of Control as measured by the 

Reaction to Loss Scale, and Hopelessness as measured by the Beck Hopelessness Scale. 

Seven hypotheses were created in order to test for the effects of treating addiction-related 

grief and loss on these variables. 

Study participants were given pre- and posttests before and after the eight-week 

interventions to gather data necessary to statistically test each hypothesis. The treatment, 

6 Guidelines for Treating Addiction-Related Grief (ARG), was given to the experimental 

group participants, while a different treatment, the Minnesota Model, was given to the 

comparison group. To use the pre-test score of each of the dependent variables as a 

covariate in Analysis of Covariance (ANCOVA), the assumption of the Homogeneity of 
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Slopes was first tested. When the assumption of homogeneity of slopes was not violated, 

univariate analysis of covariance (ANCOVA) was conducted to analyze whether the 

adjusted population means on the dependent variable (the post test), which was adjusted 

for difference on the covariate (the pretest) prior to the treatment, differed across  the 

treatment and the comparison conditions. If the assumption of homogeneity of slope was 

violated, the relationship between the pre-test and post-test scores was different in the 

treatment and the comparison conditions, ANCOVA was not an appropriate analysis 

method for the dependent variable, thus, the analysis of variance (ANOVA) was utilized 

for that dependent variable. As the results of the tests on the assumption of homogeneity 

of slope, ANCOVA was conducted to determine the effect of the treatment (treatment vs. 

comparison) on face valid alcohol disclosure, face valid other drug disclosure, subtle 

attributes, defensiveness, positive reappraisal, avoidance to reaction of loss, loss of 

control  and hopelessness, whereas one-way analysis of variance (ANOVA) was 

conducted on the variable of  obvious attributes . 

Table 1 summarizes the descriptive statistics, including the means and standard 

deviations, of the pre-test and post-test scores of the dependent variables grouped by the 

experimental conditions. For the variables where ANCAOVA were conducted, the 

adjusted means of the post-test scores were presented.  

  



Texas Tech University, Sarah E. Skoog, August, 2016 

94 

Table 1 Experimental and comparison group pretest and posttest mean scores, standard 
deviations, and adjusted posttest means on the study’s variables, measurements and scales. 

         Scale Group N Pretest 
M 

SD Posttest 
M 

SD Adjusted 
Posttest 

M 
Obvious 

Attributes 
(SASSI-3) 

 
Experimental 

 

 
30 

 
6.73 

 
1.92 

 
6.97 

 
1.88 

 
6.97 

  
Control 

 
30 

 
6.53 

 
2.42 

 
6.17 

 
2.59 

 
6.17 

 
FVA 

(SASSI-3) 
Experimental 

 
30 8.37 7.12 13.4 6.90 14.36 

 Control 
 

30 12.27 9.33 9.87 9.99 8.90 

         Scale Group N Pretest 
M 

SD Posttest 
M 

SD Adjusted 
Posttest 

M 
FVOD 

(SASSI-3) 
Experimental 30 13.67 11.16 18.10 11.02 20.06 

 Control 
 

30 19.53 13.34 15.03 13.28 13.35 

Subtle Attributes 
(SASSI-3) 

 

 
Experimental 

 
30 

 
3.9 

 
1.35 

 
2.67 

 
1.32 

 
3.71 

  
Control 

 
30 

 
4.1 

 
1.27 

 
3.0 

 
1.18 

 
3.86 

Defensiveness 
(SASSI-3) 

Experimental 30 4.87 1.57 4.67 1.81 4.62 

 Control 30 4.57 2.39 5.13 2.51 5.18 
Positive 

Reappraisal 
(Reaction to Loss 

Scale) 

 
Experimental 

 
30 

 
64.33 

 
18.71 

 
72.03 

 
20.04 

 
72.04 

  
Control 

 
30 

 
64.37 

 
22.22 

 
71.47 

 
22.53 

 
71.46 

Avoidance of 
Reaction to Loss 
(Reaction to Loss 

Scale) 

 
Experimental 

 
30 

 
68.17 

 
19.78 

 
66.00 

 
15.06 

 
65.00 

  
Control 

 
30 

 
64.80 

 
23.28 

 
61.77 

 
21.00 

 
62.78 

Loss of Control 
(Reaction to Loss 

Scale) 

 
Experimental 

 
30 

 
79.03 

 
21.34 

 
76.37 

 
20.15 

 
78.00 

  
Control 

 
30 

 
83.43 

 
31.57 

 
78.63 

 
29.89 

 
77.02 

 
Hopelessness 

(BHS) 

 
Experimental 

 
30 

 
3.20 

 
3.46 

 
1.83 

 
3.36 

 
1.91 



Texas Tech University, Sarah E. Skoog, August, 2016 

95 

 All inferential statistics were conducted  with a significance level of .05. Among 

the nine ANCOVA or ANOVA conducted on the dependent variables, two ANCOVAs e 

reported  significance at the p < .05 level for the variables of FVA and FVOD. The six 

ANCOVA procedures on the dependent variables of Subtle Attributes, Defensiveness, 

Positive Reappraisal, Avoidance of Reaction to Loss, Loss of Control, and Hopelessness 

and the ANOVA on obvious attributes were not significant.  Statistical data follows that 

describes the results obtained from the study.   

Findings 

 Univariate analysis of covariance (ANCOVA) was conducted for eight of the 

dependent variables using the group identification (Group ID; membership of 

experimental or comparison groups) as the independent variable , pretest scores as the 

covariate and posttest scores as the dependent variables. Univariate analysis of variance 

(ANOVA) was conducted for the dependent variable of obvious attributes, using the 

group (Group ID; membership of experimental or comparison groups) as the independent 

variable and the posttest score as the dependent variable.  The outcomes of the analysis 

for each of the dependent variables are summarized below.  

Findings Relevant to Hypothesis 1 – Obvious Attributes 

The hypothesis on the variable of obvious attributes stated that there is no 

significant difference between the means of  post-test scores of clients in the 

experimental group and comparison group with regard to Obvious Attributes (Tendency 

to acknowledge / not acknowledge characteristics of substance use disorder; Ability to be 

candid and honest about their substance use disorder) as measured by the SASSI-3 

(Substance Abuse Subtle Screening Inventory – Adults).  

 Control 30 3.47 3.06 2.70 4.30 2.69 
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Obvious Attributes 

The test on the assumption of homogeneity of slope for the variable of obvious 

attributes showed a significant result, which indicated the relationship between the pre-

test and post-test of the variable was different in the two treatment conditions. Therefore, 

one-way ANOVA was utilized for the analysis of the variable. The independent variable 

was the treatment of addiction-related grief (ARG), and the dependent variable was the 

participants’ ability to acknowledge characteristics about their substance use disorder as a 

result of receiving treatment for their addiction-related grief and loss. The result of the 

ANOVA was not significant, F(1,58) = 1.87, p = .18. The strength of the treatment effect 

of addiction-related grief on the ability to gain obvious attributes about substance use 

disorder, as assessed by η2 = .031, was not strong. 

Table 2. Summary of ANOVA on the dependent variable – Obvious Attributes (as measured by the 
SASSI-3). 

Tests of Between-Subjects Effects 
Dependent Variable:   OATPOST   

Source 
Type III Sum of 

Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 9.600a 1 9.600 1.874 .176 .031 
Intercept 2587.267 1 2587.267 505.031 .000  .897 
Group_ID 9.600 1 9.600 1.874 *.176 .031 
Error 297.133 58 5.123    
Total 2894.000 60     
Corrected Total 306.733 59     

a. R Squared = .031 (Adjusted R Squared = .015) 
 

Findings Relevant to Hypothesis 2 – Face Valid Alcohol Use Disclosure 

The hypothesis on the variable of face valide alcohol use disclosure stated that 

there is no significant difference between the means of  post-test scores of clients in the 

experimental group and comparison group with regard to Face Valid Alcohol use 
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disclosure as measured by the SASSI-3 (Substance Abuse Subtle Screening Inventory – 

Adults).  

Face Valid Alcohol Use Disclosure 

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 

significantly as a function of the independent variable, F(1,56) = .007, MSE = 59.14, p = 

.93, partial η2 = .00. The assumption of homogeneity of variance was also examined by 

the Levene’s test, and the result shows the assumption is held, F(1, 58) = .06, p > .05. 

Thus, a one-way analysis of covariance (ANCOVA) was conducted.  The independent 

variable of treatment consists of two conditions, the treatment of Addiction-Related Grief 

and Loss vs. the comparison treatment of Minnesota program.  The dependent variable 

for this hypothesis test was the posttest score on face valid alcohol past use disclosure 

(FVA) adjusted by the pre-test scores on the same variable.  The ANCOVA shows that, 

after controlling the difference in FVA prior to the treatment by using the pre-test score 

of FVA as the covariate, the main effect of treatment on the post-test score of FVA, was 

significant, F(1,57) = 7.25, MSE = 58.11, p <.05. The strength of the treatment effect on  

the ability to disclose past alcohol use was moderate, accounting for 11.3% (η2 =  

.113)  of the variance of the dependent variable. 
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Table 3.A summary of ANCOVA on the dependent variable FVA, with pretests used as the 
covariates on the dependent variable – Face Valid Alcohol use disclosure (as measured by the 
SASSI-3). 

 

Findings Relevant to Hypothesis 3 – Face Valid Other Drug Use Disclosure 

The hypothesis on the variable of face valid other drug use disclosure stated that 

there is no significant difference between the means of  post-test scores of clients in the 

experimental group and comparison group with regard to Face Valid Alcohol use 

disclosure as measured by the SASSI-3 (Substance Abuse Subtle Screening Inventory – 

Adults).  

Face Valid Other Drug Use Disclosure 

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 

significantly as a function of the independent variable, F(1,55) = .39, MSE = 96.92, p = 

.39, partial η2 = .01. The assumption of homogeneity of variance was also examined by 

the Levene’s test, and the result shows the assumption is held, F(1, 57) = .4.08, p = .05. A 

one-way analysis of covariance (ANCOVA) was conducted.  The independent variable of 

treatment consists of two conditions, the treatment of Addiction-Related Grief and Loss, 

Tests of Between-Subjects Effects 
Dependent Variable:   FVA_Post   

Source 
Type III Sum of 

Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 1149.545a 2 574.773 9.891 .000 .258 
Intercept 995.264 1 995.264 17.127 .000 .231 
FVA_Pre 962.279 1 962.279 16.559           .000 .225 
Group_ID 421.196 1 421.196 7.248 *.009 .113 
Error 3312.388 57 58.112    
Total 12582.000 60     
Corrected Total 4461.933 59     
a. R Squared = .258 (Adjusted R Squared = .232) 
b. * p < .05 
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and the comparison group . The dependent variable for this hypothesis test was the 

posttest score on face valid other drug past use disclosure (FVOD) adjusted by the pre-

test score on the same variable. .  

The ANCOVA shows that, after controlling the difference in FVOD prior to the 

treatment by using the pre-test score of FVOD as the covariate, the main effect of 

treatment on the post-test score of FVOD, was significant, F(1,56) = 6.41, MSE = 96.48, 

p <.05. The strength of the treatment  on the ability to disclose past other drug use was 

moderate, accounting for 10.3% (η2 = .103) of the variance of the dependent variable. 

The results of the ANCOVA are summarized in Table 4.  

 
Table 4. A summary of ANCOVA on the dependent variable FVOD, with pretests used as the 
covariates on the dependent variable – Face Valid Other Drug use disclosure (as measured by 
the SASSI-3). 

Tests of Between-Subjects Effects 
Dependent Variable:   FVOD_Post   

Source 
Type III Sum 

of Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 3234.049a 2 1617.024 16.761 .000 .374 
Intercept 799.828 1 799.828 8.290 .006 .129 
FVOD_Pre 3124.898 1 3124.898 32.391 .000 .366 
Group_ID 618.217 1 618.217 6.408 *.014 .103 
Error 5402.629 56 96.476    
Total 25215.000 59     
Corrected Total 8636.678 58     
a. R Squared = .374 (Adjusted R Squared = .352) 
b. * p < .05 

 
Findings Relevant to Hypothesis 4 – Subtle Attributes 

The hypothesis on subtle attributes stated that there is  no significant difference 

between the mean  of the post-test scores of clients in the experimental group and 

comparison group with regard to Subtle Attributes (Tendency to attempt to hide the 

characteristics of substance abuse; Tendency to be detached from feelings about 



Texas Tech University, Sarah E. Skoog, August, 2016 

100 

substance abuse and to have little insight into the basics and causes of their problems) as 

measured by the SASSI-3. 

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 

significantly as a function of the independent variable, F(1,56) = 1.57, MSE = 1.32, p = 

.22, partial η2 = .03. The assumption of homogeneity of variance was also examined by 

the Levene’s test and the result shows the assumption is held, F(1, 58) = .00, p > .05. A 

one-way analysis of covariance (ANCOVA) was conducted.  The independent variable of 

treatment consists of two conditions, the treatment of Addiction-Related Grief and Loss 

(n=30), and the comparison group (n=30). The dependent variable for this hypothesis test 

was the posttest score on subtle attributes (SAT) adjusted by the pre-test scores on the 

same variable. .  The ANCOVA shows that, after controlling the difference in subtle 

attributes prior to the treatment by using the pre-test score of subtle attributes as the 

covariate, the main effect of treatment on the post-test score of subtle attributes, was not 

significant, F(1,57) = .27, MSE = 1.33, p >.05. The strength of the treatment and the 

change in the ability to disclose past alcohol use was very low, accounting for only .5% 

(η2 = .005) of the variance of the dependent variable. The results of the ANCOVA are 

summarized in Table 5. The null hypothesis was not rejected.  
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Table 5. A summary of ANCOVA on the dependent variable Subtle Attributes, with pretests used 
as the covariates on the dependent variable – Subtle Attributes (as measured by the SASSI-3). 

Tests of Between-Subjects Effects 
Dependent Variable:   SATPOST   

Source 
Type III Sum 

of Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 16.355a 2 8.177 6.147 .004 .177 
Intercept 27.293 1 27.293 20.516 .000 .265 
SATPRE 15.538 1 15.538 11.680 .001 .170 
Group_ID .355 1 .355 .267 .608 .005 
Error 75.829 57 1.330    
Total 951.000 60     
Corrected Total 92.183 59     
a. R Squared = .177 (Adjusted R Squared = .149) 

 

Findings Relevant to Hypothesis 5 - Defensiveness 

The hypothesis on the dependent variable of defensiveness stated that there is no 

significant difference between the adjusted mean of the post-test scores of clients in the 

experimental group and comparison group.  

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 

significantly as a function of the independent variable, F(1,56) = 2.75, MSE = 4.30, p = 

.10, partial η2 = .05. The assumption of homogeneity of variance was also examined by 

the Levene’s test, and the result shows the assumption is held, F(1, 58) = .6.76, p < .05. A 

one-way analysis of covariance (ANCOVA) was conducted. The independent variable of 

treatment consists of two conditions, the treatment of Addiction-Related Grief and Loss 

(n=30), and the comparison group (n=30). The dependent variable for this hypothesis test 

was the posttest score on defensiveness about having a substance use disorder adjusted by 

the pre-test scores on the same variable. The ANCOVA shows that, after controlling the 

difference in defensiveness prior to the treatment by using the pre-test score of 
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defensiveness as the covariate, the main effect of treatment on the post-test score of 

defensiveness, was not significant, F(1,57) = 1.07, MSE = 4.44, p >.05. The strength of 

the treatment on defensiveness of having a substance use disorder was low, accounting 

for only 2% (η2 = .018) of the variance of the dependent variable. The results of the 

ANCOVA are summarized in Table 6. The null hypothesis was not rejected.  

Table 6. A summary of ANCOVA on the dependent variable Defensiveness, with pretests used as 
the covariates on the dependent variable – Defensiveness (as measured by the SASSI-3). 

Tests of Between-Subjects Effects 
Dependent Variable:   DEFPOST   

Source 
Type III Sum 

of Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 28.562a 2 14.281 3.220 .047 .101 
Intercept 101.985 1 101.985 22.992 .000 .287 
DEFPRE 25.295 1 25.295 5.703 .020 .091 
Group_ID 4.756 1 4.756 1.072 .305 .018 
Error 252.838 57 4.436    
Total 1722.000 60     
Corrected Total 281.400 59     
a. R Squared = .101 (Adjusted R Squared = .070) 

 
Findings Relevant to Hypothesis 6 – Positive Reappraisal 

The hypothesis on positive reappraisal stated that there is no significant difference 

between the  adjusted mean of the post-test scores of clients in the experimental group 

and comparison group with regard to Positive Reappraisal (the ability to gain meaning 

and positive attributes following the experienced losses) as measured by the Reaction to 

Loss Scale. 

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 

significantly as a function of the independent variable, F(1,56) = 1.20, MSE = 403.25, p 

= .28, partial η2 = .02. The assumption of homogeneity of variance was also examined by 
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the Levene’s test, and the result shows the assumption is held, F(1, 58) = 1.75, p > .05. A 

one-way analysis of covariance (ANCOVA) was conducted.  The independent variable of 

treatment consists of two conditions, the treatment of Addiction-Related Grief and Loss, 

and the comparison group. The dependent variable for this hypothesis test was the 

posttest score on positive reappraisal adjusted by the pre-test scores on the same variable 

as measured by the Reaction to Loss Scale after the treatment.  The ANCOVA shows 

that, after controlling the difference in positive reappraisal prior to the treatment by using 

the pre-test score of positive reappraisal as the covariate, the main effect of treatment on 

the post-test score of positive reappraisal was not significant, F(1,57) = .01, MSE = 

404.64, p >.05. The strength of the treatment  on the ability to gain positive reappraisal 

about the losses experienced was non-existent, accounting for 0% (η2 = .000)  of the 

variance of the dependent variable. The results of the ANCOVA are summarized in Table 

7. The null hypothesis was not rejected.  

Table 7. A summary of ANCOVA on the dependent variable Positive Reappraisal, with pretests 
used as the covariates on the dependent variable – Positive Reappraisal (as measured by the 
Reaction to Loss Scale). 

 
Tests of Between-Subjects Effects 

Dependent Variable:   POSREAPP_POST   

Source 
Type III Sum 

of Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 3314.699a 2 1657.349 4.096 .022 .126 
Intercept 12437.143 1 12437.143 30.736 .000 .350 
POSREAPP_PRE 3309.882 1 3309.882 8.180 .006 .125 
Group_ID 5.027 1 5.027 .012 .912 .000 
Error 23064.551 57 404.641    
Total 335263.000 60     
Corrected Total 26379.250 59     
a. R Squared = .126 (Adjusted R Squared = .095) 
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Findings Relevant to Hypothesis 7 – Avoidance of Reaction to Loss 

The f hypothesis on avoidance of reaction to lass stated that there is  no 

significant difference between the adjusted mean of the post-test scores of clients in the 

experimental group and comparison group with regard to Avoidance of Reaction to Loss 

as measured by the Reaction to Loss Scale. 

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 

significantly as a function of the independent variable, F(1,56) = 2.19, MSE = 165.96, p 

= .15, partial η2 = .04. The assumption of homogeneity of variance was also examined by 

the Levene’s test, and the result shows the assumption is held, F(1, 58) = .05, p > .05. A 

one-way analysis of covariance (ANCOVA) was conducted.  The independent variable of 

treatment consists of two conditions, the treatment of Addiction-Related Grief and Loss  

and the comparison group. The dependent variable for this hypothesis test was the 

posttest score on avoidance of reaction to loss adjusted by the pre-test scores on the same 

variable as measured by the Reaction to Loss Scale after the treatment.  The ANCOVA 

shows that, after controlling the difference in avoidance of reaction to loss prior to the 

treatment by using the pre-test score of avoidance of reaction to loss as the covariate, the 

main effect of treatment on the post-test score of avoidance of reaction to loss was not 

significant, F(1,57) = .43, MSE = 169.42, p >.05. The strength of the treatment  on the 

avoidance of reacting to loss was very low, accounting for only .8% (η2 = .008)  of the 

variance of the dependent variable. The results of the ANCOVA are summarized in Table 

8. The null hypothesis was not rejected.  
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Table 8. A summary of ANCOVA on the dependent variable Avoidance of Reaction to Loss, with 
pretests used as the covariates on the dependent variable – Avoidance of Reaction to Loss (as 
measured by the Reaction to Loss Scale). 

 
Tests of Between-Subjects Effects 

Dependent Variable:   AVOIDANCEPOST   

Source 
Type III Sum 

of Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 9973.144a 2 4986.572 29.433 .000 .508 
Intercept 3218.150 1 3218.150 18.995 .000 .250 
AVOIDANCEPR
E 

9704.327 1 9704.327 57.279 .000 .501 

Group_ID 73.277 1 73.277 .433 .513 .008 
Error 9657.040 57 169.422    
Total 264495.000 60     
Corrected Total 19630.183 59     
a. R Squared = .508 (Adjusted R Squared = .491) 

 
Findings Relevant to Hypothesis 8 – Loss of Control 

The hypothesis on loss of control stated that there is  no significant difference 

between the adjusted mean  of the post-test scores of clients in the experimental group 

and comparison group with regard to Loss of Control as measured by the Reaction to 

Loss Scale. 

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 

significantly as a function of the independent variable, F(1,56) = .70, MSE = 262.571, p 

= .41, partial η2 = .01. The assumption of homogeneity of variance was also examined by 

the Levene’s test, and the result shows the assumption is held, F(1, 58) = .82, p > .05.A 

one-way analysis of covariance (ANCOVA) was conducted.  The independent variable of 

treatment consists of two conditions, the treatment of Addiction-Related Grief and Loss, 

and the comparison group. The dependent variable for this hypothesis test was the 

posttest score on loss of control adjusted by the pre-test scores of the same variable  
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measured by the Reaction to Loss Scale after the treatment.  The ANCOVA shows that, 

after controlling the difference in loss of control prior to the treatment by using the pre-

test score of positive reappraisal as the covariate, the main effect of treatment on the post-

test score of positive reappraisal was not significant, F(1,57) = .43, MSE = 169.42, p 

>.05. The strength of the treatment on  the sense of loss of control was very low, 

accounting for only .1% (η2 = .001)  of the variance of the dependent variable. Results of 

the ANCOVA are summarized in Table 9. The null hypothesis was not rejected.  

Table 9. A summary of ANCOVA on the dependent variable Loss of Control, with pretests used as 
the covariates on the dependent variable – Loss of Control (as measured by the Reaction to Loss 
Scale). 

 
Tests of Between-Subjects Effects 

Dependent Variable:   LOSSCNTRLPOST   

Source 
Type III Sum of 

Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 22863.031a 2 11431.515 43.773 .000 .606 
Intercept 1817.377 1 1817.377 6.959 .011 .109 
LOSSCNTRLPRE 22785.964 1 22785.964 87.250 .000 .605 
Group_ID 14.009 1 14.009 .054 .818 .001 
Error 14885.969 57 261.157    
Total 398124.000 60     
Corrected Total 37749.000 59     
a. R Squared = .606 (Adjusted R Squared = .592) 

 
Findings Relevant to Hypothesis 9 – Hopelessness  

The hypothesis on hopelessness stated that there is no significant difference 

between the adjusted mean  of the post-test scores of clients in the experimental group 

and comparison group with regard to Hopelessness (as measured by the Beck 

Hopelessness Scale). 

A preliminary analysis of the homogeneity of slopes assumption was conducted 

and indicated that the relationship between the pretests and the post tests did not differ 
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significantly as a function of the independent variable, F(1,55) = 1.63, MSE = 15.08, p = 

.21, partial η2 = .03. The assumption of homogeneity of variance was also examined by 

the Levene’s test, and the result shows the assumption is held, F(1, 57) = 1.28, p > .05. A 

one-way analysis of covariance (ANCOVA) was conducted.  The independent variable of 

treatment consists of two conditions, the treatment of Addiction-Related Grief and Loss 

(n=30), and the comparison group (n=30). The dependent variable for this hypothesis test 

was the posttest score on hopelessness adjusted by the pre-test scores on the same 

variable measured by the Beck Hopelessness Scale after the treatment.  The ANCOVA 

shows that, after controlling the difference in loss of control prior to the treatment by 

using the pre-test score of hopelessness as the covariate, the main effect of treatment on 

the post-test score of hopelessness was not significant, F(1,56) = .58, MSE = 15.25, p 

>.05. The strength of the treatment on  hopelessness was very low, accounting for only 

1% (η2 = .010) of the variance of the dependent variable. The results of the ANCOVA 

are summarized in Table 10. The null hypothesis was not rejected.  

Table 10. A summary of ANCOVA on the dependent variable Hopelessness, with pretests used as 
the covariates on the dependent variable – Hopelessness (as measured by the Beck Hopelessness 
Scale). 

 
Tests of Between-Subjects Effects 

Dependent Variable:   HOPEPOST   

Source 
Type III Sum 

of Squares df Mean Square F Sig. 
Partial Eta 
Squared 

Corrected Model 16.741a 2 8.371 .549 .581 .019 
Intercept 107.379 1 107.379 7.043 .010 .112 
HOPEPRE 7.222 1 7.222 .474 .494 .008 
Group_ID 8.851 1 8.851 .581 .449 .010 
Error 853.767 56 15.246    
Total 1184.000 59     
Corrected Total 870.508 58     
a. R Squared = .019 (Adjusted R Squared = -.016) 
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Summary 

 Data was collected and statistical analyses were conducted using SPSS (Statistical 

Package for the Social Sciences) 22.0 for Windows Data Editor. All univariate analyses 

of covariance were conducted at the .05 level. A univariate analysis of variance was also 

conducted at the .05 level. Findings revealed a significant effect of disclosure of past face 

valid alcohol use (FVA). A significant effect of disclosure of past face valid other drug 

use (FVOD) was also revealed. Findings also showed no significance in effect on obvious 

attributes, subtle attributes, defensiveness, positive reappraisal, avoidance of reaction to 

loss, loss of control and hopelessness. A discussion of hypothesis testing, statistical 

findings, future research implications, limitations and clinical recommendations will 

follow in chapter 5. 
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CHAPTER V 

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 

Discussion and Conclusion 

 The literature supports a connection between substance abuse and bereavement 

(Bellwood, 1975; Skolnick, 1979; Blankfield, 1982; Denny & Lee, 1984). While there 

were several studies conducted in the 70’s and 80’s regarding bereavement and 

subsequent substance abuse (Bellwood, 1975; Skolnick, 1979; Blankfield, 1982; Denny 

& Lee, 1984), McGovern (1983) was able to tie grief to the actual experience of 

substance abuse, specifically, alcoholism. Interpretations from his dissertation study 

inferred that loss and grief associated directly with  life in alcoholism were integral parts 

of the disease of alcoholism (McGovern, 1983). Friedman (1984) supported these 

findings and stated that individuals engaged in active alcohol abuse live in a perpetual 

state of grief in response to the associated losses that have occurred.  Blume and 

Schmaling (1996) also supported these findings, and extended them to include the 

concept that losses experienced through using substances could assist clients in achieving 

the pre-contemplation or contemplation stages of change (Prochaska & DiClemente, 

1992).  

As such, this study attempted to investigate the effect of treating such grief and loss 

and termed the phenomenon Addiction-Related Grief and Loss (ARG). Addiction-Related 

Grief and Loss (ARG) is based on elements of recovery including:  

1) the tendency to acknowledge/not acknowledge characteristics of substance use 

disorder; 
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2)  the ability a client has to be candid and honest about their substance use disorder, 

including the ability/inability to disclose past alcohol use; 

3)  the ability a client has to be candid and honest about their substance use disorder, 

including the ability/inab ility to disclose past other drug use;  

4) the tendency to attempt to hide the characteristics of substance abuse, or the 

tendency to be detached from feelings about substance abuse and to have little 

insight into the basics and causes of their problems;  

5) defensiveness about having a substance use disorder;  

6) the ability to gain positive reappraisal about the losses they have experienced;  

7) avoiding reaction to the losses experienced while in active substance use disorder; 

8)  having a sense of loss of control due to the losses experienced while in active 

substance use disorder; and,  

9) the sense of hopelessness that often accompanies substance use disorder. These 

elements of recovery from substance use disorder provided the foundation for the 

interventions used in this study. 

Many recent contributors to the research call for the need for clients to be given 

the opportunity to grieve the losses they have experienced that are directly associated 

with the disease of addiction (Haberstroh, 2007; Streifel & Servaty Seib, 2009; 

Shallcross, 2011; Furr, Johnson & Goodall, 2014); however, few current research studies 

have revealed a model for treating loss and grief associated with addiction. This study 

attempted to provide a model for treating addiction-related grief and loss. This study 

implemented an 8-week program that employed six guidelines for treating addiction-

related grief and loss. The program was adapted from Pauline Boss’ (2006) six guidelines 
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for treating ambiguous loss. The study examined the effect that treating addiction-related 

grief and loss had on acknowledgement, disclosure, defensiveness, positive reappraisal, 

avoidance, and loss of control and hopelessness. These are elements of recovery that are 

often roadblocks to treatment if not addressed. The main purpose of the study was to 

determine whether treating addiction-related grief and loss improved these areas so as to 

provide the clients with enhanced possibilities of reaching a meaningful and lasting 

recovery. Seventy-five clients were assigned to experimental and comparison groups via 

convenience sampling. The final N of the treatment group was 30 and the final N of the 

comparison group was also 30. The experimental group and the comparison group both 

completed measurements, which included The SASSI-3 (to assess obvious attributes, face 

valid alcohol disclosure, face valid other drug disclosure, subtle attributes and 

defensiveness), The Reaction to Loss Scale (to assess positive reappraisal of loss, 

avoidance of reaction to loss and loss of control), and Beck Hopelessness Scale (to assess 

hopelessness). Nine dependent variables were examined, eight using univariate analysis 

of covariance and one using univariate analysis of variance. Pre and post tests were 

administered. Eight of the pretest scores were used as covariates, with posttest scores as 

dependent variables. ANCOVAS were utilized to examine the effect of group on each of 

the dependent variables in order to control for pretests difference. ANOVA was 

conducted for one variable, as the assumption of homogeneity of slopes was violated. 

The level of significance was established at .05 for all univariate quantitative analyses. 
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Findings and Conclusions 

The following are inferences and findings revealed from the statistical analyses described 

in Chapter 4. An explanation for each separate analysis, as they are related to each 

hypothesis, is discussed in the following section.  

Hypothesis 1 

The first hypothesis stated that there would be no significant difference between 

the 

mean pre-test and mean post-test scores of clients in the experimental group and 

comparison group with regard to obvious attributes (the participants’ tendency to 

acknowledge / not acknowledge characteristics of substance use disorder or the ability to 

be candid and honest about their substance use disorder) as measured by the SASSI-3 

(Substance Abuse Subtle Screening Inventory – Adults).  

Obvious Attributes 

A test of homogeneity of slopes was conducted for this variable to assure that the 

assumption that the population slopes are homogenous was not violated. A significant 

interaction between the covariate (pretest score for obvious attributes) and the factor (the 

group ID) suggests a difference between the population slopes, or that the differences on 

the dependent variable among groups vary as a function of the covariate (Green & 

Salkind, 2011). In this case, the assumption was violated, making the preplanned use of 

ANCOVA unjustifiable. Rather, a one-way univariate analysis of variance was conducted 

to assess whether the means on the dependent variable were significantly different 

between the experimental and comparison groups. The ANOVA was not significant, F 
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(1,58) = 1.87, p = .18. The strength of the relationship between the treatment of 

addiction-related grief and the ability to gain obvious attributes about substance use 

disorder, as assessed by η2, was not strong, with the treatment accounting for only 3% (η2 

= .031) of the variance of the dependent variable.  

Further examination of the numbers revealed little change between pre and post 

test scores, while both experimental and comparison groups pretests mean scores were 

very similar. The pretest mean scores for the experimental group for obvious attributes 

was 6.73 while the pretest mean score for the comparison group was 6.53. The post test 

mean score for the experimental group did increase to 6.97, and the post test mean score 

for the comparison group decreased to 6.17; however, the difference was not enough to 

reach a level of significance.  

Hypothesis 2 

The second hypothesis stated that there would be no significant difference 

between the mean pre-test and mean post-test scores of clients in the experimental group 

and comparison group with regard to face valid alcohol use disclosure (the ability to 

honestly disclose past alcohol use, including the severity, frequency and consequences 

thereof) as measured by the SASSI-3 (Substance Abuse Subtle Screening Inventory – 

Adults).  

Face Valid Alcohol Disclosure 

 A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 
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slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F(1,56) = .007, MSE 

= 59.14, p = .93, partial η2 = .00. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F (1, 58) = 

.06, p > .05. The ANCOVA showed that, after controlling the difference in FVA prior to 

the treatment by using the pre-test score of FVA as the covariate, the main effect of 

treatment on the post-test score of FVA, was significant, F (1,57) = 7.25, MSE = 58.11, p 

<.05. The strength of the relationship between the treatment and the change in the ability 

to disclose past alcohol use was moderate, accounting for 11.3% (η2 = .113)  of the 

variance of the dependent variable.  

 Further examination of the pre- and posttest mean scores for both the 

experimental and comparison groups revealed that the experimental group appeared to be 

more willing to disclose past alcohol use than they were during the pretest phase of the 

study for their group. Pretest mean scores for the experimental group were 8.37 and 

increased to 13.4 at the posttest. While conversely, the comparison group pretest mean 

scores were 12.27 and decreased to 9.87.  

Hypothesis 3 

The third hypothesis stated that there would be no significant difference between 

the mean pre-test and mean post-test scores of clients in the experimental group and 

comparison group with regard to face valid other drug use disclosure (the ability to 

honestly disclose past other drug use, including the severity, frequency and consequences 
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thereof) as measured by the SASSI-3 (Substance Abuse Subtle Screening Inventory – 

Adults).  

Face Valid Other Drug Use Disclosure 

A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 

slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F(1,55) = .39, MSE 

= 96.92, p = .39, partial η2 = .01. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F (1, 57) = 

.4.08, p = .05. The ANCOVA showed that, after controlling the difference in FVOD prior 

to the treatment by using the pre-test score of FVOD as the covariate, the main effect of 

treatment on the post-test score of FVOD, was significant, F (1,56) = 6.41, MSE = 96.48, 

p <.05.  The strength of the relationship between the treatment and the change in the 

ability to disclose past other drug use was moderate, accounting for 10.3% (η2 = .103) of 

the variance of the dependent variable. 

 Further examination of the pre- and posttest mean scores for both the 

experimental and comparison groups revealed that the experimental group appeared to be 

more willing to disclose past alcohol use than they were during the pretest phase of the 

study for their group. Pretest mean scores for the experimental group were 13.67 and 

increased to 18.10 at the posttest. While conversely, the comparison group pretest mean 

scores were 19.53 and decreased to 15.03.  
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Hypothesis 4 

The fourth hypothesis stated that there would be no significant difference between 

the mean pre-test and mean post-test scores of clients in the experimental group and 

comparison group with regard to subtle attributes (the tendency to attempt to hide the 

characteristics of substance abuse; the tendency to be detached from feelings about 

substance abuse and to have little insight into the basics and causes of their problems) as 

measured by the SASSI-3. 

A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 

slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F(1,56) = 1.57, MSE 

= 1.32, p = .22, partial η2 = .03. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F (1, 58) = 

.00, p > .05. The ANCOVA showed that, after controlling the difference in subtle 

attributes prior to the treatment by using the pre-test score of subtle attributes as the 

covariate, the main effect of treatment on the post-test score of subtle attributes, was not 

significant, F (1,57) = .27, MSE = 1.33, p >.05. The strength of the relationship between 

the treatment and the change in subtle attributes was very low, accounting for only .5% 

(η2 = .005)  of the variance of the dependent variable. 

 Further examination of the pre- and posttest mean scores for both the 

experimental and comparison groups revealed that both groups deceased in the gain of 

insight into their substance use disorder. The pretest mean score for the experimental 
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group for subtle attributes was 3.9 and decreased to 2.7 at posttest. The pretest mean 

score for the comparison group was 4.1 and decreased to 3.0 at posttest.  

Hypothesis 5 

The fifth hypothesis stated that the there would be no significant difference 

between the mean pre-test and mean post-test scores of clients in the experimental group 

and comparison group with regard to defensiveness about substance use as measured by 

the SASSI-3. 

 A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 

slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F(1,56) = 2.75, MSE 

= 4.30, p = .10, partial η2 = .05. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F (1, 58) = 

.6.76, p < .05. The ANCOVA showed that, after controlling the difference in 

defensiveness prior to the treatment by using the pre-test score of defensiveness as the 

covariate, the main effect of treatment on the post-test score of defensiveness, was not 

significant, F (1,57) = 1.07, MSE = 4.44, p >.05. The strength of the relationship between 

the treatment and the change in defensiveness was low, accounting for only 2% (η2 = 

.018) of the variance of the dependent variable. 

 Further examination of the pre- and posttest mean scores for the the experimental 

and comparison groups revealed very slight difference. The pretest mean score for the 
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experimental group in regards to defensiveness about the presence of a substance use 

disorder was 4.87. At posttest, the mean score was 4.67, resulting in only a .20 decrease 

in defensiveness. The pretest mean score for the comparison group in regards to 

defensiveness was 4.57, slightly increasing to 5.13 at posttest. The differences in pre- and 

posttest mean scores for both groups did not show show a significant change in 

defensiveness.  

Hypothesis 6 

The sixth hypothesis stated that there would be no significant difference between 

the mean pre-test and mean post-test scores of clients in the experimental group and 

comparison group with regard to positive reappraisal (the ability to gain meaning and 

positive attributes following the experienced losses) as measured by the Reaction to Loss 

Scale.  

 A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 

slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F(1,56) = 1.20, MSE 

= 403.25, p = .28, partial η2 = .02. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F (1, 58) = 

1.75, p > .05. The ANCOVA showed that, after controlling the difference in positive 

reappraisal prior to the treatment by using the pre-test score of positive reappraisal as the 

covariate, the main effect of treatment on the post-test score of positive reappraisal, was 

not significant, F (1,57) = .01, MSE = 404.64, p >.05. The strength of the relationship 
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between the treatment and the change in positive reappraisal was non-existent, 

accounting for 0% (η2 = .000) of the variance of the dependent variable. 

 Further examination of the pre-and posttest mean scores for the experimental and 

comparison groups revealed that both groups increased in the ability to gain positive 

reappraisal as a result of the models of treatment they received. The pretest mean score of 

the experimental group was 64.33 and increased to a posttest mean score of 72.03. The 

pretest mean score of the comparison group was 64.37 and increased to a posttest mean 

score of 71.47. The similarities in change cause this researcher to point out that positive 

reappraisal is a subscale on the Reactions to Loss Scale, and focuses on the ability to gain 

meaning from the losses experienced. However, the comparison group did not discuss, in 

any manner, loss of any kind, not to mention loss associated with substance use disorder. 

This may be an indication that the use of the Reactions to Loss Scale is not a reliable 

measurement for the effects being investigated. This will be further discussed in 

implications of the study below. 

Hypothesis 7 

 The seventh hypothesis for this study stated that there would be no significant 

difference between the mean pre-test and mean post-test scores of clients in the 

experimental group and comparison group with regard to avoidance of reaction to loss as 

measured by the Reaction to Loss Scale. 

 A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 
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slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F(1,56) = 2.19, MSE 

= 165.96, p = .15, partial η2 = .04. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F (1, 58) = 

.05, p > .05.  The ANCOVA showed that, after controlling the difference in avoidance of 

reaction to loss prior to the treatment by using the pre-test score of avoidance of reaction 

to loss as the covariate, the main effect of treatment on the post-test score of avoidance of 

reaction to loss, was not significant, F (1,57) = .43, MSE = 169.42, p >.05. The strength 

of the relationship between the treatment and the change in avoidance of reaction to loss 

was very low, accounting for .8% (η2 = .008) of the variance of the dependent variable. 

 Further examination of the pre- and posttest mean scores for the experimental and 

comparison groups revealed that both groups slightly decreased in avoidance of reaction 

to loss. The pretest mean score for the experimental group for avoidance of reaction to 

loss was 68.17. The posttest mean score was 66.00. The pretest mean score for the 

comparison group was 64.80 and the posttest mean score was 61.77. This is a similar 

reaction found with hypothesis 4, in that avoidance of reaction to loss is a subscale 

measured on The Reaction to Loss Scale, which measures constructs of loss. The 

comparison group did not discuss loss within their model of treatment. This will be 

further discussed in implication of the study below. 

Hypothesis 8 

The eighth hypothesis stated that there would be no significant difference between 

the mean pre-test and mean post-test scores of clients in the experimental group and 
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comparison group with regard to loss of control as measured by the Reaction to Loss 

Scale. 

 A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 

slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F(1,56) = .70, MSE 

= 262.571, p = .41, partial η2 = .01. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F(1, 58) = 

.82, p > .05. The ANCOVA showed that, after controlling the difference in loss of control 

prior to the treatment by using the pre-test score of loss of control as the covariate, the 

main effect of treatment on the post-test score of loss of control, was not significant, F 

(1,57) = .43, MSE = 169.42, p >.05. The strength of the relationship between the 

treatment and the change in loss of control was very low, accounting for .1% (η2 = .001) 

of the variance of the dependent variable. 

 Further examination of the pre- and posttest mean scores revealed that both the 

experimental and comparison groups decreased in having a sense of loss of control. The 

pretest mean score for the experimental group was 79.03, while the posttest mean score 

was 76.37. The pretest mean score for the comparison group was 83.43, with a posttest 

mean score of 78.63. Again, loss of control was a construct measured by the Reaction to 

Loss Scale, and loss was not discussed in the comparison model of treatment. A decrease 

in loss of control as a result of addiction-related grief and loss cannot be accounted for in 

the comparison group. 
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Hypothesis 9 

The ninth, and final, hypothesis stated that There will be no significant difference 

between the mean pre-test and mean post-test scores of clients in the experimental group 

and comparison group with regard to hopelessness as measured by the Beck Hopelessness 

Scale. 

 A test of homogeneity of slopes was conducted in order to assure that the 

assumption of homogeneity of slopes was not violated, and that ANCOVA was the 

appropriate statistical analysis to use. This preliminary analysis of the homogeneity of 

slopes assumption indicated that the relationship between the pretests and the post tests 

did not differ significantly as a function of the independent variable, F (1,55) = 1.63, 

MSE = 15.08, p = .21, partial η2 = .03. The assumption of homogeneity of variance was 

examined by the Levene’s test, and the result shows the assumption was held, F (1, 57) = 

1.28, p > .05. The ANCOVA showed that, after controlling the difference in hopelessness 

prior to the treatment by using the pre-test score of hopelessness as the covariate, the 

main effect of treatment on the post-test score of hopelessness, was not significant, F 

(1,56) = .58, MSE = 15.25, p >.05. The strength of the relationship between the treatment 

and the change in hopelessness was very low, accounting for 1% (η2 = .010) of the 

variance of the dependent variable. 

 Further examination of the pre- and posttest mean scores revealed that both the 

experimental and comparison groups decreased in feelings of hopelessness. The pretest 

mean score for the experimental group was 3.20, while the posttest mean score was 1.83. 

The pretest mean score for comparison group was 3.47 with a posttest mean score of 

2.70. A non-significant finding here is not surprising, as both groups decreased in 



Texas Tech University, Sarah E. Skoog, August, 2016 

123 

hopelessness, with the mean differences of both groups in decrease (.6) not being at a 

significant level. 

Significance of the Study 

Inferences from Significance 

 The significance in the willingness to disclose past alcohol (FVA) and other drug 

use (FVOD) was important for the study. One of the purposes of the study was to 

determine if by treating addiction-related grief and loss the participants’ level of denial 

would decrease. Researchers report that denial may be the number one reason cited in the 

addictions field that substance abusers fail to seek treatment (Dare & Deringe, 2010). 

Assisting clients in letting go of their denial, therefore, would seem to be an essential 

aspect of addiction treatment. 

 Because participants in the experimental group found it easier to disclose their past 

alcohol and other drug use, an increase in acceptance of an existing substance use 

disorder is expected (Obembe, 2012). Furthermore, denial of the existence of an 

individual’s substance use disorder often serves to facilitate and enhance the progression 

of the substance use disorder, and may likely block treatment (Obembe, 2012).  

 A significant difference may be present due to the ARG treatment model’s focus 

on loss rather than simply on substance abuse consequences. One of the approaches taken 

in traditional treatment models is stating the consequences participants face as obvious 

outcomes influenced by substance using behaviors. By approaching the participants’ 

substance use disorder from a grief and loss perspective, the participants utilized a new 

framework where self-disclosures were of a very personal and loss-related nature. This 
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focus is supported in the literature regarding grief and loss in addiction. During active 

addiction, addicted individuals experience loss of personal identity, personal control and 

personal power (White, Laudet & Becker, 2006). Many in the study reported that the 

losses they experienced while in active substance use disorder were from very important 

aspects of their lives at one time (i.e. custody of children, the employment they used to 

provide for their family, the loss of family). When faced with personal losses versus 

consequences imposed by others, participants in the experimental groups responded more 

readily and honestly than did those of the comparison groups. In essence, it became more 

difficult for the participants in the experimental groups to deny having had a substance 

use disorder due to the personal nature of these losses and the accompanying acceptance 

of internal locus of control.  

 Significance may also be evident due to the treatment model (ARG) itself. The 

model emphasized that participants were the experts of their lives and  the losses they 

experienced in substance use were personal evidence of whether or not there was a 

substance abuse problem. These two main underlying characteristics of the treatment 

model (ARG) were consistently emphasized to the participants each week, and were 

characterized as being independent of the opinions, diagnoses and evaluations made by 

others. As such, substance use behaviors were seen as independent of  external 

consequences.   

The rationale behind the aforementioned approach taken with the treatment group 

was that denial is a primary defense mechanism for individuals suffering from substance 

use disorder (Howard et Al., 2002). Individuals suffering from substance use disorder 
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possess levels of defense that are extraordinarily high, and that are essential in 

maintaining and continuing their drug and alcohol use. Without denial, an individual with 

substance use disorder cannot justify the destruction in their lives, nor can he or she 

continue use and reconcile it to his or her own conscience. These levels of defense and 

denial commonly render the individual inaccessible by traditional modes of therapy and 

even persuasion (Howard et. Al, 2002). It was the hope of this study that the treatment 

approach would offer a new and alternative way to approach denial of the presence of a 

substance use disorder. As evidenced by significance in face valid alcohol use disclosure 

and face valid other drug use disclosure, the approach provided the participants the 

opportunity to overcome denial of past use. 

Inferences from Non-Significance 

 The dependent variables, obvious attributes, subtle attributes and defensiveness, 

did not show a significant change between experimental and comparison groups. 

Likewise, the variables positive reappraisal, avoidance of reaction to loss and loss of 

control, all three of which were measured by the Reaction to Loss Scale, and focused on 

loss, showed similar direction of change in both groups (despite not showing 

significance). This may be a result of the use of unreliable measurements for the use of 

measuring the effect of treating addiction-related grief and loss on these areas of recovery 

from substance use disorder. While both groups showed improvement in all six variables, 

or areas of recovery, the treatment models were so different that the results cannot be 

accounted for due to treatment.   
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 The variable, hopelessness, decreased as a result of both treatment models in the 

experimental and comparison group, which is not surprising. According to the literature, 

hope can be found as a result of entering treatment and upon receiving treatment for 

substance use disorder (Kellogg, 1993). The non-significant finding here is not surprising 

to the researcher. 

 Because the comparison group was exposed to the Minnesota Model, this also 

affected significance. The Minnesota Model is a well-researched, efficacious method of 

treatment for addictions (Anderson, McGovern & DuPont, 1999). To demonstrate 

significance, the ARG had to outperform this efficacious model. So while clients may 

have attained growth in non-significant areas, it simply was not enough growth to 

demonstrate significance when compared to this highly efficacious model.  

Research Recommendations 

The recommendations below were deduced from the researcher’s conclusions and 

continued need for further investigation. 

1. A reliable and valid instrument for measuring resolution of addiction-related 

grief and loss is needed in order to adequately evaluate the current model of 

treatment. It is recommended that the development of such measurement be 

completed in order to make necessary amendments to the model as deemed 

necessary. 

2. Further study is needed in order to determine if treating addiction-related grief 

and loss affects denial of substance use disorder. While the current study 

resulted in significant decrease in denial of past alcohol and drug use, 
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replications of the study in terms of denial are needed in order to verify and 

substantiate the current findings. 

3. Qualitative follow-up studies are recommended to reveal participant reactions 

to the study they participated in. This will contribute to the literature in 

providing a deeper description of the study’s strengths and weaknesses. 

4. Studies of the effect of treating addiction-related grief and loss on diverse 

cultural populations are recommended to further investigate the 

efficaciousness of the current model of treatment, the 6 Guidelines for 

Treating Addiction-Related Grief and Loss in diverse populations. 

5. Follow up studies with different comparison groups or even a comparison 

group (if ethically feasible), using a different less efficacious model of 

treatment (the Minnesota Model), are recommended in order to determine if 

there is significance in the 7 variables that did not result in significance for 

this study.  

6. Continued investigation of the treatment of addiction-related grief and loss is 

warranted based upon the current findings. The phenomenon of addiction-

related grief and loss is widely supported in the literature, but lacks published 

models of treatment. 

Limitations of the Study 

The participants for this study were recruited as they arrived at the agency 

providing substance abuse group counseling. The sample studied represented the 

sociological and cultural characteristics of the area. The outcomes herein were seen as 

being a reflection of the region, which limits generalization. Further studies investigating 
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the treatment of addiction-related grief and loss of a variety of samples are necessary to 

verify stabilization of treatment. 

A second limiting factor was the length of the investigative period. Participants 

were 

studied for eight weeks, meeting once a week for two hours. The program attended was 

referred to as an intensive outpatient program. The effects of treating addiction-related 

grief and loss over a longer period, a more intense format or in a residential treatment 

setting is unknown. Further studies investigating the effects of treating addiction-related 

grief and loss in different treatment settings is warranted in order to verify the stability of 

the treatment. 

 A third limiting factor was the combination of individuals suffering from alcohol 

abuse, drugs abuse and alcohol and drug abuse. A delineation of substance use disorder 

was not made for the current study. Further studies investigating the effects of treating 

addiction-related grief and loss on different types of addiction are warranted to verify 

effects on different types of addiction. 

 A fourth factor of limitation was the non-significant difference found between the 

experimental and comparison groups. This may be related to ambivalence incurred 

through involvement in past programs. Many of the participants in the comparison group 

reported that they had been in similar-type groups that focused on the disease of addiction 

coupled with the twelve-step principles for recovery. The ambivalence of their treatment 

as well as of the consequences they were facing may have strengthened their denial of 

past use. This may explain why the comparison group participants were less willing to 
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disclose their past alcohol and other drug use at the posttest phase of their involvement 

due to strengthened denial that a substance use disorder was present in their lives.  

 A fifth limiting factor was sample size. Sixty participants completed the current 

study, limiting generalization to the larger population. Additional studies are warranted to 

verify generalization of findings. 

 A final limiting factor was the inability to know whether the results were due to 

the group leaders’ counseling abilities, personalities, passion, and empathy or if the 

results were due to the treatment models. Replications of this study with new, different 

group leaders will help to resolve this limitation.  

  



Texas Tech University, Sarah E. Skoog, August, 2016 

130 

REFERENCES 

Alcoholics Anonymous. (2001). Alcoholics Anonymous, 4th Edition. New York: A.A. 
World Services. 

American Psychiatric Association. (2000). Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition, Text Revision.  Washington, DC: American 
Psychiatric Association. 

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition, Text Revision.  Washington, DC: American 
Psychiatric Association. 

Anderson, D. J., McGovern, J. P., & DuPont, R. L. (1999). The origins of the 
Minnesota model of addiction treatment–a first person account. Journal of Addictive 
Diseases, 18(1), 107-114. 

Bacharach, S. B., Bamberger, P., & Biron, M. (2010). Alcohol consumption and 
workplace absenteeism: The moderating effect of social support. The Journal of 
Applied Psychology, 95(2), 334–348. doi:10.1037/a0018018. 

Beck, A. T., Weissman, A., Lester, D., & Trexler, L. (1974). The measurement of 
pessimism: the hopelessness scale. Journal of consulting and clinical psychology, 
42(6), 861. 

Beechem, M. H., Prewitt, J. & Scholar, J. (1996). Loss-grief addiction model. Jounral 
of Drug Education, 26(2), 183-198. 

Belenko, S. & Spohn, C. (2015). Drugs, Crime and Justice. Thousand Oaks, CA: Sage 
Publications. 

Bellwood, L. R. (1975). Grief work in alcoholism treatment. Alcoholic Health and 
Research World, Exp. Issue, 8-11. 

Berridge, V. (1979). Morality and medical science: Concepts of Narcotic Addiction in 
Britain, 1820-1926. Annals Of Science, Vol.36(1), 67. 

Black, C. (2013). It will never happen to me: Growing up with addiction as youngsters, 
adolescents, adults. Hazelden Publishing. 

Blankfield, A. (1982). Grief and alcohol. American Journal of Drug and Alcohol 
Abuse, (9), 135-446. Doi: 10.3109/00952998209002645. 



Texas Tech University, Sarah E. Skoog, August, 2016 

131 

Blume, A. W. & Schmaling, K. B. (1996). Loss and readiness to change substance 
abuse. Addictive Behaviors, 21, 527-530. 

Bonanno, G. A., Wortman, C. B., Lehman, D. R., Tweed, R. G., Haring, M., Sonnega, 
J., Carr, D. & Nesse, R. M. (2002). Resilience to loss and chronic grief: A 
prospective study from preloss to 18-months postloss. Journal of personality and 
social psychology, 83(5), 1150 – 1164. 

Boss, P. (2006). Loss, trauma and resilience: Therapeutic work with ambiguous loss. 
New York, NY: W. W. Norton & Company.  

Bowlby, J. (1969). Attachment and Loss, Volume 1: Attachment. NY, NY: Basic 
Books. 

Brown, V. B., Melchior, L. A., Waite-O’Brien, N., Huba, G. J. (2002). Effects of 
women sensitive, long-term residential treatment on psychological functioning of 
diverse populations of women.  Journal of Substance Abuse Treatment, Vol. 23., 
133-144. 

Carso, E. A. (2015). Prisoners in 2014. Bureau of Justice Statistics. NCJ 248955.  

Cooley, E., Toray, T. & Roscoe, L. (2010). Reactions to loss scale: Assessing grief in 
college students. Omega: Journal of Death & Dying, 61(1), 25-51. 

Cooley, E., Toray, T., & Roscoe, L. (2013). Assessing effective coping with 
bereavement in college students: The reactions to loss scale. Omega: Journal Of 
Death & Dying, 68(3), 241—257. doi:10.2190/OM.68.3.d 

Corey, M. S., Corey, G. & Corey, C. (2010). Groups: Process and Practice. Belmont, 
CA: Brooks/Cole Cengage Learning. 

Dare, P. A. S. & Deringe, L. (2010). Denial I alcohol and other drug use disorders: A 
critique of theory. Addiction Research and Theory, 18(2), 181-193. 

Dayton, T. (2005). The use of psychodrama in dealing with grief and addiction-related 
loss and trauma. Journal of Group Psychotherapy, Psychodrama & Sociometry, 
58(1), 15-34. 

Denny, G. M. & Lee, L. J. (1984). Grief work with substance abusers. Journal of 
Substance Abuse Treatment, Vol. 1, 249-254. 

De Shazer, S. (1988). Clues: Investigating solutions in brief therapy. New York, NY: 
W.W. Norton & Company. 



Texas Tech University, Sarah E. Skoog, August, 2016 

132 

Dick, D. M., Smith, G., Olausson, P., Mitchell, S. H., Leeman, R. F., O'Malley, S. S., 
& Sher, K. (2010). Review: understanding the construct of impulsivity and its 
relationship to alcohol use disorders. Addiction biology, 15(2), 217-226.  

Downey, L., Rosengren, D., & Donovan, D. (2000). To thine own self be true: Self-
concept and motivation for abstinence among substance abusers. Addictive 
Behaviors, 25, 743–757. 

el-Guebaly, N. (2012). The meanings of recovery from addiction: Evolution and 
promises. Journal of Addiction Medicine, 6(1), 1-9. 

Fisher, G. L. & Harrison, T. C. (2013). Substance Abuse: Information for School 
Counselors, Social Workers, Therapists and Counselors. Upper Saddle River, NJ: 
Pearson. 

Forsyth, J., Finlay, C., & Parker, J. (2003). Anxiety sensitivity, controllability, and 
experiential avoidance and their relation to drug of choice and addiction severity in a 
residential sample of substance-abusing veterans. Addictive Behaviors, 28(5), 851-
870. doi:10.1016/S0306 -- 4603(02)00216-2 

Frankl, V. (1963). Man’s Search for Meaning: An Introduction to Logotherapy. New 
York, NY: Pocket. 

Friedman. M.A. (1984). Grief reactions: Implications for treatment of alcoholic clients. 
Alcoholism Treatment Quarterly. l(1), 55-69. 

Froeschle, J. G., Smith, R. L., & Ricard, R. (2007). The efficacy of a systematic 
substance abuse program for adolescent females. Professional School Counseling, 
10(5), 498-505. 

Furr, S. R., Johnson, W. D. & Goodall, C. S. (2014). Grief and recovery: The 
prevalience of grief and loss in substance abuse treatment. Journal of Addictions & 
Offender Counseling, 36, 43-56. doi: 10.1002/j.2161-1874.2015.00034.x. 

Furr, S. R. (2000). Structuring the group experience: A format for designing 
psychoeducational groups. Journal for Specialists in Group Work, 25(1), 29-49. 

Gahlinger, P. M. (2004). Illegal Drugs: A Complete Guide to their History, Chemistry, 
Use and Abuse. NY, NY: Penguin Group. 

Glasser, W. (1985). Control theory: A new explanation of how we control our lives (1st 
ed.). New York, NY: Harper & Row. 



Texas Tech University, Sarah E. Skoog, August, 2016 

133 

Goldberg, M. (1985). Loss and grief: Major dynamics in the treatment of alcoholism. 
Alcoholism Treatment Quarterly, 2, 37-45. 

Grant, B. F., Dawson, D. A., Stinson, F. S., Chou, S. P., Dufour, M. C., & Pickering, 
R. P. (2004). The 12-month prevalence and trends in DSM-IV alcohol abuse and 
dependence: United States, 1991–1992 and 2001–2002. Drug and alcohol 
dependence, 74(3), 223-234. 

Green, S. B., & Salkind, N. J. (2003). Using SPSS for Windows and Macintosh: 
Analyzing and Understanding Data (3rd ed.).Upper Saddle River, NJ: Prentice Hall. 

Haberstroh, S. (2007). Facing the music. Journal of Creativity in Mental Health, 1(3-
4), 41-55. 

Hasin, D. S., Stinson, F. S., Ogburn, E., & Grant, B. F. (2007). Prevalence, correlates, 
disability, and comorbidity of DSM-IV alcohol abuse and dependence in the United 
States: Results from the National Epidemiologic Survey on Alcohol and Related 
Conditions. Archives of general psychiatry, 64(7), 830-842. 

Henkel, D. (2011). Unemployment and substance use: a review of the literature (1990-
2010). Current Drug Abuse Reviews, 4(1), 4-27. 

Hinkle, D. E., Wiersma, W., & Jurs, S. G. (2003). Applied Statistics for the Behavioral 
Sciences. Boston, MD: Houghton Mifflin Company. 

Holden, R. C. (1988). Test-retest reliability of the hopelessness scale and its items in a 
university population. Journal of Clinical Psychology, 44(1), 40-43. 

Howard, M., McMillen, C., Nower, L., Elze, D., Edmond, T. & Bricout, J. (2002). 
Denial in addiction: Toward an integrated stage and process model – Qualitative 
findings. Journal of Psychoactive Drugs, 34(4), 371-382. 

Jennings, P. S. (1991). To surrender drugs: A grief process in its own right. Journal of 
substance abuse treatment, 8(4), 221-226. 

Johnson, B., Ruiz, P., & Galanter, M. (2003). Handbook of Clinical Alcoholism 
Treatment. Philadelphia, PA: Lippincott Williams & Wilkins. 

Kaczkowski, V. R. & Zygmond, M. J. (1991). Grief resolution in the recovery of 
individuals who are addicted to alcohol. Journal of Mental Health Counseling, 13, 
356-367. 

Kellerman, J. L. (1977). Grief: A Basic Reaction to Alcoholism. Center City, MN: 
Hazleden Foundation. 



Texas Tech University, Sarah E. Skoog, August, 2016 

134 

Kubler-Ross, E. (1969). On Death and Dying.  NY, NY: The Macmillan Company. 

Laudet A. B., Morgen, K., & White, W. L. (2006). The role of social supports, 
spirituality, religiousness, life meaning and affiliation with 12-step fellowships in 
quality of life satisfaction among individuals in recovery from alcohol and drug 
problems. Alcoholism Treatment Quarterly, 24(1-2), 33-73. 

Lazowski, L. E., Miller, F. G., Boye, M. W., & Miller, G. A. (1998). Efficacy of the 
Substance Abuse Subtle Screening Inventory--3 (SASSI--3) in Identifying Substance 
Dependence Disorders in Clinical Settings. Journal Of Personality Assessment, 
71(1), 114. 

Lejuez, C. W., Magidson, J. F., Mitchell, S. H., Sinha, R., Stevens, M. C., & De Wit, 
H. (2010). Behavioral and biological indicators of impulsivity in the development of 
alcohol use, problems, and disorders. Alcoholism: Clinical and Experimental 
Research, 34(8), 1334-1345. 

Leshner, A. I. (1997). Addiction is a brain disease, and it matters. Science, 278(5335), 
45-47. doi: 10.1126/science.278.5335.45. 

Lyons, G., Deane, F., & Kelly, P. (2010). Forgiveness and purpose in life as spiritual 
mechanisms of recovery from substance use disorders. Addiction Research And 
Theory, 18(5), 528-543. doi:10.3109/16066351003660619 

Mann, K., Hermann, D. & Heinz. A. (2000). One hundred years of alcoholism: The 
Twentieth Century. Alcohol and Alcoholism (Oxford, Oxfordshire), Vol. 35(1), 10-
15. 

Markel, H. (2011). An Anatomy of Addiction: Sigmund Frued, William Halsted, and 
the Miracle Drug Cocaine. NY, NY: Pantheon Books. 

Martin, S. & Privette, G. (1989). Process model of grief therapy in an alcohol treatment 
program. The Journal for Specialists in Group Work, 14(1), 46-52. 

Mathis, G. M., Ferrari, J. R., Groh, D. R., & Jason, L. A. (2009). Hope and substance 
abuse recovery: The impact of agency and pathways within an abstinent communal-
living setting. Journal of groups in addiction & recovery, 4(1-2), 42-50. 

McGovern, T. F. (1983). The Effects of an Inpatient Alcoholism Treatment Program, 
With Two Variations, On Measurements of Depression, Hopelessness, Loss and 
Grief. (Doctoral Dissertation).  

McGovern, T. F. (1986). Hopelessness in the alcoholic patient. Alcohol, Vol.3, 93-94. 



Texas Tech University, Sarah E. Skoog, August, 2016 

135 

McGovern, T. F. (1986). Loss identification in the treatment of alcoholism. Alcohol, 
Vol. 3(2),  95-96. 

Merriam-Webster. (n.d.). Guilt, Shame, Hopelessness. Merriam Webster.com. 
Retrieved Jan.31, 2015 from: http://www.merriam-webster.com/dictionary. 

Meyer, A. S., McWey, L. M., McKendrick, W., & Henderson, T. L. (2010). Substance 
using parents, foster care, and termination of parental rights: The importance of risk 
factors for legal outcomes. Children and Youth Services Review, Vol.32(5)., 639-649.      
doi:10.1016/j.childyouth.2009.12.011 

Miller, F. G., Roberts, J., Brooks, M. K., & Lazowski, L. E. (1997). SASSI-3 User's 
Guide: A Quick Reference for Administration and Scoring. Bloomington, IN: Baugh 
Enterprises. 

Miller, F. G., Roberts, J., Brooks, M. K. & Lazowski, L. E. (2003). The Adult SASSI-3: 
A Quick Reference for Administration and Scoring. Springville, IN: The SASSI 
Institute. 

Moss, D. A. (2005). Unresolved grief and loss issues related to substance abuse 
(Doctoral Dissertation). Available from ProQuest Information and Learning 
Company. (UMI No. 3174154) 

Narcotics Anonymous (1988). Van Nuys, CA: World Service Office. 

National Institute of Drug Abuse. (2010). Drugs, Brains, and Behavior: The Science of 
Addiction. NIH Pub No. 10-5605. 

National Institute of Drug Abuse. (2014). Drugs, Brains and the Behavior of 
Addictions. NIH Pub No. 14-5605.14-5605  

Obembe, S. B. (2012). Practical Skills and Clinical Management of Alcoholism and 
Drug Addiction. Waltham, MA: Elsevier. 

O’Connor, L. E., Berry, J. W., Inaba, D. L., Weiss, J. & Morrison, A. (1994). Shame, 
guilt and depression in men and women in recovery from addiction. Journal of 
Substance Abuse Treatment, Vol.11(6), 503-510. 

Owens, P. (2000). Minnesota model: Description of counseling approach.  The 
National Institute on Drug Abuse, NIH Publication No. 00-4151. 

Prochaska, J. O., DiClemente, C. C., & Norcross, J. C. (1992). In search of how people 
change: Applications to addictive behaviors. American psychologist, 47(9), 1102.  

http://dx.doi.org.lib-e2.lib.ttu.edu/10.1016/j.childyouth.2009.12.011


Texas Tech University, Sarah E. Skoog, August, 2016 

136 

Rawson, R. A., & McCann, M. J. (2005). The matrix model of intensive outpatient 
treatment. Behavioral Health Recovery Managment, 1-37. 

Rose, M. E. & Cherpitel, C. J. (2011). Alcohol: Its History, Pharmacology and 
Treatment. Center City, MN: Hazleden Publishing. 

Rounsaville, B. J., Bryant, K., Babor, T., Kranzler, H., & Kadden, R. (1993). Cross 
system agreement for substance use disorders: DSM-III—R, DSM-IV and ICD-10. 
Addiction, 88(3), 337-348. doi:10.1111/j.1360-0443.1993.tb00821.x 

Schneider, J. M. (1984). Stress, Loss, Grief. Balitmore, MD: University Park Press. 

Schulden, J. D., Thomas, Y. F., & Compton, W. M. (2009). Substance abuse in the 
United States: Findings from recent epidemiologic studies. Current psychiatry 
reports, 11(5), 353 – 359. 

Segal, G. M. A. (2013). Alcoholism, disease, and insanity. Philosophy, Psychiatry and 
Psychology, Vol. 20(4). 297-315. 

Shallcross, L. (2011). Don’t turn away. Counseling Today, 53(12), 30-38. 

Skolnick, V. (1979). The addictions as pathological nourning: An attempt at 
restitutions of early losses. American Journal of Psychotherapy, (33), 281-289. 

Skoog, S. & Froeschle Hicks, J. G. (2014). The party’s over: Treating grief during 
recovery for alcoholic women. In G. R. Walz & J. C. Bleuer, & (Eds.). VISTAS 2014. 
Article 42. Retrieved from 
http://counselingoutfitters.com/vistas/VISTAS_Home.htm. 

Steed, L. (2001). Further validity and reliability evidence for Beck Hopelessness Scale 
scores in a nonclinical sample. Educational And Psychological Measurement, 61(2), 
303-316. doi:10.1177/00131640121971121. 

Streifel, C. & Servaty-Seib, H. (2006). Alcoholics anonymous: Novel applications of 
two theories. Alcoholism Treatment Quarterly, 24, 71-91. 

Streifel, C. & Servaty-Seib, H. (2009). Recovering from alcohol and other drug 
dependency: Loss and spirituality in a 12-step context. Alcoholism Treatment 
Quarterly, 27, 184-198. 

Sussman, S., Lisha, N., & Griffiths, M. (2011). Prevalence of the addictions: A 
problem of the majority or the minority?. Evaluation & the health professions, 34(1), 
3-56. 

http://counselingoutfitters.com/vistas/VISTAS_Home.htm


Texas Tech University, Sarah E. Skoog, August, 2016 

137 

Taïeb, O., Révah-Lévy, A., Moro, M. R., & Baubet, T. (2008). Is Ricoeur's notion of 
narrative identity useful in understanding recovery in drug addicts? Qualitative 
Health Research, 18(7), 990-1000. 

Velting, D. M. (1999). Personality and negative expectancies: Trait structure of the 
Beck Hopelessness Scale. Personality and Individual Differences, 26(5), 913-921. 

Verdejo-García, A., & Pérez-García, M. (2008). Substance abusers' self-awareness of 
the neurobehavioral consequences of addiction. Psychiatry research, 158(2), 172-
180. 

Warner, L. A., Kessler, R. C., Hughes, M., Anthony, J. C., & Nelson, C. B. (1995). 
Prevalence and correlates of drug use and dependence in the United States: Results 
from the National Comorbidity Survey. Archives of general psychiatry, 52(3), 219. 

White, W., Laudet, A., & Becker, J. (2006). Life meaning and purpose in addiction 
recovery. Addiction Professional, 7, 56-59. 

Zarkin, G. A., Cowell, A. J., Hicks, K. A., Mills, M. J., Belenko, S., Dunlap, L. J., 
Houser, K.A., & Keyes, V. (2012). Benefits and costs of substance abuse treatment 
programs for state prison inmates: Results from a lifetime simulation model. Health 
economics, 21(6), 633-652. 

Zuckoff, A., Shear, K., Frank, E., Daley, D. C., Seligman, K. & Silowash, R. (2006). 
Treating complicated grief and substance use disorders: A pilot study. Jounral of 
Substance Abuse Treatment, (30), 205-211. 

  



Texas Tech University, Sarah E. Skoog, August, 2016 

138 

APPENDIX A 

RECRUITMENT STATEMENT 

 Hi. My name is Sarah. I am inviting you to participate in my research study.  The 
length of your treatment will be 8 weeks long and will consist of one session per week 
that lasts for 2 hours.  You will be randomly assigned to either a comparison group or a 
treatment group, by drawing your name out of a hat. The day and time of the session that 
you are assigned to will be given to you after the drawing.  At the end of the study you 
will receive a certificate of completion for your mandating body.  There will be no 
negative consequences should you decide not to participate.  If you choose not to 
participate, you are still allowed to receive the treatment program offered here at the 
same location and receive the same certification with no association to this study. Even 
those who do not finish the entire group, receive a certificate indicating the number of 
hours attended. This is true whether you join the research group or the original group for 
which you were referred. Thank you for your consideration. Please keep the consent form 
that I have provided it.  It has more information about the study.  

Additionally, the comparison group will not receive the treatment of addiction-
related grief in the investigative process.  If you are assigned to the comparison group, 
you will be offered the treatment of addiction-related grief at the end of the investigative 
process and offered the same certificates upon completion as those in the treatment 
group.  There are no risks anticipated for this study. 
     Would you like to participate? 
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APPENDIX B 

INFORMED CONSENT FOR ADULTS 

What is this project studying?  
 You have been asked to take part in a research study of treating the grief from 
non-death loss that individuals experience as a result of being in active substance use, 
abuse and/or addiction and, the effect that the treatment has on your recovery.  During 
your use, you most likely experienced some form of loss.  Examples of loss include loss 
of: jobs, relationships, possessions, children, freedom or money. Other examples of loss 
include your self-respect, the goals you had, the plans you have made, the direction in 
your life, meaning in your life, purpose for your life, and the like.  This treatment seeks to 
help you in your recovery from this point in your life on. 
 
What would I do if I participate?  
 If you choose to participate in the study, you will be asked to attend group, on a 
specific day and time, one time a week for 8 weeks.  You, and your group members, will 
discuss the topics introduced each night.  Your honesty and openness in group will be 
encouraged.  You will be asked to attend group in a sober state of mind and simply share 
your experiences with the topics being discussed.  You will be asked to take pre-test and 
post-test assessments that are considered to be easy to read and understand.  The 
assessments are completed using pencil and paper, and do not entail writing long, open 
essays.  We are simply interested in your experiences, thoughts and feelings associated 
with loss that occurs in active substance use disorder (also known as substance abuse or 
addiction). 
 
How will I benefit from participating?  

It is the hope of the investigators that the treatment you will receive will benefit 
you in your recovery.  Additionally, the information that you share during the treatment 
process will benefit others in the future.  Should you choose to participate in this study, 
your time investment will be shorter than if you attend the program you originally came 
here for.  This program lasts 8 weeks, and you come only once a week.  The Level II 
group your were referred to lasts 12 weeks and entails you coming twice a week for 2 
hours. 
 
Can I quit if I become uncomfortable?  
Yes, your participation in this study is voluntary.  If you become uncomfortable, we ask 
that you inform the co-principal investigator.  She will then privately discuss with you the 
issues that you are dealing with.  Individual counseling will be available to you if you 
choose to use it.  You may quit this study at any time; however, we hope that you choose 
to complete the study as your experiences are valuable. Should you quit the treatment 
group, you will be allowed into the program for which you were originally referred and 
will receive a certificate upon completion. There are no repercussions for choosing to 
return to the original group. Even those not finishing all sessions in either group receive a 
certificate indicating the number of hours completed. 
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How long will participation take?  

 Participation in this study will consist of you coming to your assigned group once 
a week, for 8 weeks.  Each weekly session lasts 2 hours. Of course, should you decide to 
end your participation, you may do so at any time. We hope that you complete the 
program, as your experiences are very valuable to the profession.  
 
How are you protecting privacy?  
1. Your participation in this study is confidential. None of the information gathered or 

used in the study will identify you by name. 
2. The researcher will never know which assessments you completed. You will not 

place your name on the pre-test and it will be given by a counselor who is not 
participating in this research project. This counselor will assign a code that is 
unknown to the researcher and you will use this code to identify yourself on the 
pretest. Tests will be turned in using a box placed at the back of the room. The 
researcher will not know which pre-test you completed and will not be able to 
identify your name with the assigned code. The counselor will not have access to the 
pre-test you completed since the researcher will collect tests in the box at the back of 
the room. The researcher will then lock your measures that have been given a code, in 
a locked filing cabinet.  The assessments will remain in the locked filing cabinet for 
the remainder of the study. 

3. When you complete the post-test measures, the group counselor will repeat #2, and 
code your assessments to match your pre-test assessments.   

4. The co-principal investigator will never know which assessments you completed. 
5. You will be given a folder that contains the treatment materials. The work that you do 

during the treatment period is yours to keep, and you will keep your work in your 
folder. However, during the treatment period, you will leave your folder at the facility 
and it will be also locked up each week. 

6. No other persons have the right to see your assessments or your treatment work.  All 
will be locked up during the treatment period. 

7. At the end of the study, you will be given your folder to take with you.  At that point, 
it will be up to you show/not show other people your treatment work. 

8. If information is revealed about child abuse or neglect, or potentially dangerous 
future behavior to others, the law requires that this information be reported to the 
proper authorities. 

 
I have some questions about this study. Who can I ask?  

The study is being run by Dr. Janet Froeschle-Hicks, Counselor Education at 
Texas Tech 

University. If you have questions, you can call her at 806-834-3611.  The co-principal 
investigator is Sarah Skoog, M.Ed.  You may contact her at any time at 806-544-8882. 
TTU also has a Board that protects the rights of people who participate in research. You 
can ask them questions at 806-742-2064. You can also mail your questions to the Human 
Research Protection Program, Office of the Vice President for Research, Texas Tech 
University, Lubbock, Texas 79409 or email them to hrpp@ttu.edu.  



Texas Tech University, Sarah E. Skoog, August, 2016 

141 

 
 
____________________________________  
 _______________________ 
Signature        Date 
 
____________________________________ 
Printed Name 
 
This informed consent is not valid after: ____________________________ 
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APPENDIX C 

INTRODUCTION TO ADDICTION-RELATED GRIEF AND LOSS 

ARG SESSION #1  

When we are in active use (drinking or using drugs), we experience loss. You may not 
realize it yet, but has most likely happened I your life while you were drinking and/or 
using. 
 

 

According the the research, there are 3 different types of loss related to substance abuse 
or addiction. They are: 

1. External Loss – External losses are losses that have occurred 
outside of yourself. Examples of these types of losses include 
loss of job, home,money, freedom,custody of children 
marriage, etc. 

2. Internal Loss – Internal losses are the losses that have 
occurred inside of you, or internally. Examples of this type of 
loss include loss of trust, self-repsect, self-worth, confidence, 
integrity, dreams, purpose in life, direction in life, etc. 

3. Spiritual Loss – Spiritual loss in the loss of a spiritual life as 
you  may have once had. You may have kept your belief 
system in a Higher Power or God, but perhaps did not practice 
your beliefs as you once did. Examples of spiritual loss include 
stopping prayer time, not being as involved in religion, not 
talking to your Higher Power like you once did, los in faith, 
etc. 

 
Although we cannot “undo” the losses that occurred while in active substance abuse or 
addiction, we CAN work to improve or regain some of what is lost. The only loss that we 
absolutely cannot change is the loss of time; the time that we spent getting our substance, 
using it, and recovering from it. We must begin to use the time we have now to maximize 
our lives….STARTING TODAY! 
 
 
 
Instructions: Discuss with the group the tuypes of losses that you all have experienced 
while in active use. Remember to give feedback and encouragement to your fellow group 
members. 
 (Boss, 2006; Skoog & Froeschle, 2014) 
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APPENDIX D 

ARG SESSION #2/ MODULE #1 – LOSS AWARENESS 

Addiction-Related Grief and Loss – Loss Awareness 

 

Instructions:  
1) First, with your group  members and the group leaders, help make a list of losses 

on the white board experienced by you and your group members. 
2) On this worksheet, list the losses that you experienced personally while you were 

in active addiction. Typically, these are non-death losses; however, if you have 
expeirneced the death of a loved on while in active addiction, list this loss as well. 

 
 

1¶ _____________________________________________________________ 
 

2¶ _____________________________________________________________ 
 

3¶ _____________________________________________________________ 
 

4¶ _____________________________________________________________ 
 

5¶ _____________________________________________________________ 
 

6¶ _____________________________________________________________ 
 

7¶ _____________________________________________________________ 
 

8¶ _____________________________________________________________ 
 

9¶ _____________________________________________________________ 
 

10 _____________________________________________________________ 
  
 (Boss, 2006; Skoog & Froeschle, 2014) 
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APPENDIX E 

ARG SESSION #2 / GUIDELINE #1 – DIALETICAL THINKING 

Dialetical Thinking 

Dialectical thinking is defined as being able to hold two opposing ideas, views, beliefs, 
etc. at the same time. For example, “When I was drinking, I was not a very good mother. 
BUT TODAY, because I am sober, I am a great mother.” 
 
The idea here is leanr how to be able to accept both truths – #1 - “when I was drinking I 
was not a very good mother; and, #2 -  “BUT TODAY because I am sober, I am a good 
mother”. 
 
Using your loss list, write your own dialiectical sentences. Make sure these are sentences 
that you are comfortable sharing with the group. 
 

 
1¶ _____________________________________________________________ 

 
2¶ _____________________________________________________________ 

 
3¶ _____________________________________________________________ 

 
4¶ _____________________________________________________________ 

 
5¶ _____________________________________________________________ 

 
6¶ _____________________________________________________________ 

 
7¶ _____________________________________________________________ 

 
8¶ _____________________________________________________________ 

 
10 _____________________________________________________________ 

  
 (Boss, 2006; Skoog & Froeschle, 2014) 
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APPENDIX F 

ARG SESSION #3 / GUIDELINE #2 – TEMPERING MASTERY 

Tempering Mastery 
 

Termpering – to calm or slow down; to hold steady. 
 
Mastery – the need to master addiction and recovery; the need to “fix” the losses that 
have occurred. 
 
Here, the idea that we can master our addictions or master our recovery needs to be 
addressed. There is no cure for addiction – only treatment. There is no finish line for 
recovery – it is ongoing. 
 
From your list of losses, list below the 5 most significant to you. In the next column, 
write if you were high or drunk when the loss occurred. In the third column, list the cause 
of the loss. In the last column, say whether you believe you can “undo or change” the 
loss. 
 
 
        Name of Loss                High/Drunk               Cause of Loss              Undo or 
Change? 
 
 
 

   

 
 
 

   

 
 
 

   

 
 
 

   

 
 
 

   

Discuss: Why do we feel like we have to “fix” everything? Discuss with your group 

members. 

 (Boss, 2006; Skoog & Froeschle, 2014) 
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APPENDIX G 

ARG SESSION #3 / GUIDELINE #2 – STRENGTHS & COMPETENCIES 

Strengths and Competencies 

Instructions: In the first column make a list below of your strengths when you were 
young BEFORE YOU EVER USED OR DRANK ALCOHOL. 
 
Then, in the space between the columns write your “interruption”, whether it was 
alcoholism, drug addiction, substance abuse, etc. 
 
And finally, in the second column, indicate whether you feel you still have those same 
strengths today by using a check mark.  
 
Strengths When Young  INTERRUPTION                      Strengths 
Today 
 

_______________________      -

________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 



Texas Tech University, Sarah E. Skoog, August, 2016 

147 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

_______________________     

 ________________________ 

Discuss: How can you use these strengths to forgive yourself today? 

(Boss, 2006; Skoog & Froeschle, 2014) 
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APPENDIX H 

ARG SESSION #4 / GUIDELINE 3 – RECONSTRUCTING IDENTITY 

Reconstructing Identity 

Instructions: For each area of wellness on the wellness wheel, write a short description 
of what each area includes when healthy. We will do this collaboratively. 
 
 

 

                   

 

 

                               WELLNESS WHEEL 

 

 

 

 

 

 

 

 

(Skoog & Froeschle, 2014) 
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APPENDIX I 

SESSION 4 CONTINUED 

Instructions: Now, for each area of wellness, list the losses that you have experienced 
while in active addiction. 

 

 

 

                   

 

 

 

   WELLNESS WHEEL 

 

 

 

 

 

 

 

(Skoog & Froeschle, 2014) 
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APPENDIX J 

ARG SESSION #6 / GUIDELINE 5 – REVISING ATTACHMENTS 

Revising Attachments After ARG 

Instructions:  

1) Discuss what the different worlds consist of in your life. 
2) List the attachments to people, places and things that you lost in active 

addiction in their respective worlds. 
 

 

 

 

 

 

 

 

 

 

 

 

 

(Boss, 2006; Skoog & Froeschle, 2014) 

  

OUTER WORLD 

MIDDLE WORLD 

INNER WORLD 



Texas Tech University, Sarah E. Skoog, August, 2016 

151 

APPENDIX K 

ARG SESSION #6 / GUIDELINE 5 CONTINUED 

Instructions:  

1) Now, list the attachments to people, places and things that are in your 
life today, in sobriety. Are you regaining some of the attachments that 
were once in your life that were healthy?  

2) Discuss how your attachments have changed. Were there some losses 
that were not necessarily negative? 

 

 

 

 

 

 

 

 

 

 

 

(Skoog & Froeschle, 2014) 

  

OUTER WORLD 

MIDDLE WORLD 

INNER WORLD 
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APPENDIX L 

ARG SESSION #7 / GUIDELINE #6 – DISCOVERING HOPE 

Discovering Hope – Behavior Over Time Graph 

Now that you have come this far, hope should be in the air! The weeks prior 
to tonight all build up to provide you with hope for the future and for your 
recovery from addiction. 
 
Instructions: First, let’s discuss the following: 
 

1) On a scale from 1-10, where were you in terms of hope for your future 
at the beginning of this process? 

2) On a scale from 1-10, where are you in terms of hope for your future 
TODAY? 

3) What do you think will need to happen to get you to a 10 in hope? 
4) How will you know that you are at an 8, 9 or 10 in terms of hope? 

What will it look like for you? 
 

5) Next, on the graph below, draw a line from beginning to end that 
reflects your growth in loss awareness over the last 7 weeks. 

 

 

 

 

 

 

 

 

(Boss, 2006; Skoog & Froeschle, 2014) 

High Awareness of Addiction-Related Loss 

Low Awareness of Addiction-Related Loss 
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APPENDIX M 

ARG SESSION #7 CONTINUED 

Next, on the graph below, draw a line from beginning to end that reflects 
your growth and change regarding symptoms of addition-related grief over 
the last 7 weeks. 
 
 
    
 

 

 

 

 

 

 

 

 

 

Discuss among your group members your graphs, including a 
description of why your line looks the way it does. 

 

 

 

(Boss, 2006; Skoog & Froeschle, 2014) 

Low Symptoms of Addiction-Related Grief 

High Symptoms of Addiction-Related Grief 
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APPENDIX N 

SUBSTANCE USE DISORDER DIAGNOSTIC CRITERIA (DSM-5) 

Instructions: Place an “X” next to the criteria (or event) that you have 
experienced while in active use. If you like, the “Examples” column is for 
you to take notes. 
 
               Criteria                X   Examples 

1. The substance is often taken 
in larger amouns or over a 
longer period than was 
intended. 

  

2. There is a persistent desire or 
unsuccessful efforts to cut 
down or control substance 
use. 

  

3. A great deal of time is spent 
in activities necessary to 
obtain the substance, use the 
substance, and recover from 
its effects. 

  

4. Craving, or a strong desire or 
urge to use the substance, is 
present. 

  

5. Recurrent stubstance use 
resulting in a failure to fulfill 
major role obligations at 
work, schoo, or home. 

  

6. Continued substance use 
despite having persistent or 
recurrent social or 
interpersonal problems 
caused or exacerbated by the 
effect of the substance. 

  

7. Important social, 
occupational or recreational 
activities are given up or 
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reduced because of the 
substance. 

8. Recurrent substance use in 
situations in which it is 
physically hazardous. 

  

9. Substance use is continued 
despite knowledge of having 
a persistent or recurrent 
physical or psychological 
problem that is likely to have 
been caused or exacerbated 
by the substance. 

  

10. Tolerance, as defined by 
either of the following: 

a. A need for markedly 
increased amouns of 
the substance to 
achieve the desired 
effect; or, 

b. A markedly diminished 
effect with continued 
use of the same amount 
of the substance. 

  

11. Withdrawal, as manifested by 
either of the following: 

a. The characteristic 
withdrawal symptoms 
appear when substance 
is not injested; or, 

b. The substance is taken 
to relieve or avoid 
withdrawal symptoms. 
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APPENDIX O 

DRUGS AND THE BRAIN  

EXACT GRAPHIC NOT INCLUDED DUE TO COPYWRIGHT LAW 

  

(National Institute on Drug Abuse, 2014) 
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APPENDIX P 

THE TWELVE STEPS OF ALCOHOLICS ANONYMOUS 

1. We admitted that were powerless over alcohol-that our lives had become 
unmanageable. 
 

2. Came to believe that a Power greater than ourselves could restore us to sanity. 
 

3. Made a decision to turn our will and our lives over to the care of God as we 
understood Him. 
 

4. Made a searching and fearless moral inventory of ourselves. 

5. Admitted to God, to ourselves, and to another human being the exact nature of our 
wrongs. 
 

6. Were entirely ready to have God remove all of these defects of character. 

7. Humbly asked Him to remove our shortcomings. 

8. Make a list of all persons we had harmed, and became willing to make amends to 
them all. 
 

9. Made direct amends to such people wherever possible, except when to do so 
would enjure them or others. 

 
10.  Continued to take personal inventory and when we were wrong promptly 

admitted it. 
 

11. Sought through prayer and meditation to improve our conscious contact with God, 
as we understood Him, praying only for the knowledge of His will for us and the 
power to carry that out. 

 
12. Havind had a spiritual awakening as a result of these Steps, we tried to carry this 

message to alcoholics and to practice these principles in all our affairs. 
 

(Alcoholics Anonymous World Services, Inc., 1952) 
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APPENDIX Q 

PERSONAL DRINKING (SOCRATES 8A)  

CASAA Research Division* 8/95  

INSTRUCTIONS: Please read the following statements carefully. Each one describes a way that 
you might (or might not) feel about your drinking. For each statement, circle one number from 1 
to 5, to indicate how much you agree or disagree with it right now. Please circle one and only one 
number for every statement.  

 

EXACT GRAPHIC NOT INCLUDED DUE TO COPYWRIGHT LAW 
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APPENDIX R 

STAGES OF CHANGE 

 

EXACT GRAPHIC NOT INCLUDED DUE TO COPYWRIGHT LAW 

 

(Prochaska & DiClemente, 1983) 
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APPENDIX S 

IDENTIFYING TRIGGERS 

Because the behavior you want to change has come to play a major or large role in your 
life, you may need to make some lifestyle changes. Take a look at the following areas in 
your life: 
 

• Availability: If the things that prompt your behavior are readily available, 
you may want to change your environment. 

 
• Activities: If you spend a lot of time engaging in the behavior, you may 

need to find other ways to spend your time. 
 

• Relationships with peers: In some cases, a change in social relationships 
may be necessary to change behaviors. If you decide that associating with 
certain people is too risky, then you might decide that a change in your 
circle of friends is necessary. 

 
The following questions and general categories of triggers are intended to ehlp you 
complete this exercise. 
 
Questions: 

• Where and when does your behavior occur? 
• What other people are present on these occasions and how do they affect your 

behavior? 
• What do you accomplish by engaging in the behavior? That is, what purpose does 

it serve for you? 
 
General Categories of Triggers: 

• Emotional State (angry, depressed, happy, sad, tired) 
• Physical State (relaxed, tense, tired, aroused) 
• Presence of Others (when the behavior occurs are certain people present?) 
• Availability 
• Physical Setting (work, party, ex-sponsor’s house, happy hour) 
• Social Pressure (are you forced or coerced into doing things you don’t want to 

do?) 
• Activities (work, working at home, playing sports, watching TV, playing cards, 

gambling) 
• Thoughts (remember times you engaged in the behavior, things that remind you 

of past use) 
 
Instructions: On the back of this paper, make a list with your group, of the triggers that 
might cause you problems in the future. 
(Sobell & Sobell, 2011)  
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APPENDIX T 

IDENTIFYING TRIGGERS CONTINUED - CYCLE OF RELAPSE 

 

 

 

 

 

 

 

 

 

 

 

 

 

(  ) 

  

1.EVENT 

(MATCH) 

8. THOUGHT, 
FEELING, 

CONTINUED 
BEHAVIOR 

6.FEELING 
(RE: 

BEHAVIOR) 
5.BEHAVIOR 

(REACTION) 

4.THOUGHT 

(MIND TRAP) 

7.OUTCOME 
(CONSEQUENCE) 3.FEELING 

2.TRIGGER 

(SPARK) 
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APPENDIX U 

SPIRITUALITY 
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APPENDIX V 

REVISING ATTACHMENTS 

Change-Plan Worksheet  

EXACT GRAPHIC NOT INCLUDED DUE TO COPYWIGHT LAW 
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APPENDIX W 

RELAPSE WARNING SIGNS 

 

(http://hamrah.co/wp-content/uploads/2014/02/Relapse-Warning-Signs-Hamrah-

Web.jpg)  

1. Emotional confusion
2. Extreme thinking
3. Return to denial
4. Defensive behaviors
5. Pessimism & escape
6. Compulsive & impulsive
7. Obsessions
8. Addictive thinking
9. Withdrawal symptoms

•1. Mental 
Changes

1. Self reliance
2. Pride
3. Denial
4. Self-
defeating 
attitude
5. Rationalism

•2. 
Attitude 
Changes

RELAPSE
•3.

Behavior 
Changes
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APPENDIX X 

RELAPSE PREVENTION PLAN 

Five Warning Sings that I Might Use: 

1. 

2. 

3. 

4. 

5. 

Five People Who I can call to help me get through a craving. 

1. 

2. 

3. 

4. 

5. 

Five things I can do to get my mid off of using. 

1. 

2. 

3. 

4. 

5. 
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