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ABSTRACT 

The purpose of this study was to investigate rates of 

detected and undetected substance abuse among vocational 

rehabilitation applicants. The Substance Abuse Subtle 

Screening Inventory (SASSI) was administered to adults who 

applied to one Rehabilitation Services Administration (RSA) 

office during a consecutive four-month period. Subjects 

supplied demographic data and information regarding their 

disabilities. Assigned RSA disability codes, DSM III-R codes 

assigned by psychologists, and reasons for case closures were 

provided by counselors. 

Results of the study indicated a 41% rate of substance 

abuse among the 134 applicant-subjects. Within this sample, 

31% evidenced substance abuse problems in combination with 

other diSabilities, while 10% had only indications of 

alcoholism or drug abuse. Seventeen percent of the sample 

self-disclosed problems with alcohol or drugs. 

Among the 41 applicants in this sample who were 

deter.mined eligible to receive vocational rehabilitation 

services, the rate of undetected substance abuse was 27%. 

For purposes of this study, undetected substance abuse was 

defined by a self-disclosure, SASSI profile, or DSM III-R 

code indicat~ve of-substance abuse that was not reflected in 

the subject's assigned RSA disability code(s). 
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Further research is needed to deteDmine the scope of the 

problem of multidisabled substance abuse across all 

disability categories and to investigate the nature of the 

problems of multidisabled substance abusers. There is also a 

need for further research to deteDmine the most effective 

procedures for identifying multidisabled substance abusers 

among vocational rehabilitation clients, and to measure the 

impact of undetected substance abuse upon rehabilitation 

participation and outcomes. 



CHAPTER 1 

INTRODUCTION 

12 

Problems of substance abuse are widespread in the 

general population. The resulting adverse medical and social 

consequences are substantial. Substance abuse is also 

associated with numerous other diseases and disorders 

(Dickman & Phillips, 1983). Nearly half of all violent 

deaths in the United States are alcohol or drug related, and 

problems of fetal exposure to alcohol and drugs constitute a 

major health problem (Alcohol, 1990; Teplin, Abram, & 

Michaels, 1989; Lowenfels, 1982). Nationally, alcohol abuse 

is estimated to cost $128.3 billion annually (Alcohol, 1990). 

For purposes of this project, substance abuse is broadly 

defined to include the substance use disorders of alcohol 

abuse, alcohol dependence, drug abuse, or drug dependence. 

The Diagnostic and Statistical Manual of Mental Disorders 

III-R estimated that alcohol abuse affects 13% of the 

population of the United States, while 8% abuse other 

proactive drugs (APA, 1987). Recently published results of 

the National Health Interview Survey conducted in 1988 

estimated that 10.5 million Americans exhibit some symptoms 

of alcoholism, and an additional 7.2 million abuse alcohol 

(Schoenborn, 1991). The 1984 EPidemiologic CatChment Area 

Survey found a lifetime prevalence rate of alcohol abuse or 
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dependence of 13.7% and a drug abuse or dependence rate of 

5.9% (Helzer, 1988). The National Institute on Alcohol Abuse 

and Alcoholism (NIAAA) estimated the prevalence of alcoholism 

to be about 10% of adult Americans (Alcohol, 1990). Of 

individuals aged twelve and older included in the 1988 

National Household Sllrvey on Drug Abuse, 7.3% reported using 

illicit drugs within the past month (NIDA, 1988). 

One might expect substance abuse among the approximately 

36 million persons with disabilities to parallel rates for 

the general population. Among persons with some disabilities 

studies indicate considerably higher rates of.alcoholism and 

drug abuse (NIDHR, 1990; Greer, Roberts, & Jenkins, 1990). 

The research suggests that physically disabled individuals 

may have substance abuse problems at twice the rate of the 

general population (Boros, 1989; Buss, 1985). Substance 

abuse also impacts and exacerbates numerous other disabling 

conditions (Greenwood, 1984; Dickman & Phillips, 1983; 

Nussbaum, Kacsur, Schneidmuhl, & Shaffer, 1976). In a study 

of alcohol-related morbidity among disabled Medicare 

enrollees, alcohol-related discharge rates for physically 

disabled persons were more than double those in the National 

Hospital Discharge Survey (Dufour, Bertolucci, Cowell, & 

Stinson, 1989). 

Most physically disabled individuals with substance 

abuse problems appear to evidence these problems prior to the 
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onset of impainment (Boros, 1989; Rohe & DePompolo, 1985; 

Frisbie & Tun, 1984; O'Donnell, Cooper, Gesner, Shehan, & 

Asheley, 1981-1982). In a chemical dependency program for 

physically disabled persons, 80% of the clients with onset of 

disability after age 10 were dependent on alcohol or other 

drugs before onset of their disability (Schaschi & Straw, 

1989). 

In a study of clients in a comprehensive rehabilitation 

facility, prevalence rates of substance abuse were 25% to 30% 

for some subgroups of disabled persons (Rasmussen & DeBoer, 

1980-1981). Greer, Roberts, May, and Jenkins (1988) found 

that among disabled persons responding to the Preliminary 

Diagnostic Questionnaire, 21% reported problems with alcohol 

and 16% reported problems with drugs. Benshoff, Grissom, and 

Nelson (1990a) surveyed Rehabilitation Services 

Administration (RSA) personnel to detenmine the prevalence of 

substance abuse as a primary or secondary disability. 

Respondents revealed that 29% of their clients had a history 

of substance abuse. 

Alcohol abuse has been closely linked to trauma and 

spinal cord injuries. Prevalence rates of substance abuse 

among these subgroups vary between 40% and 68% for alcohol 

related accidents and from 54% to 68% for post-injury abuse 

(Alcohol, 1990; Jones, 1989; Heinemann, Doll, & Schnoll, 

1989a) . 
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Estimated rates of dually diagnosed individuals with 

both psychiatric and substance abuse problems range between 

20% and 50%, more than double the rate among the general 

population (Aliesan & Firth, 1990; O'Farrell, Connors, & 

Upper, 1983). For young mentally ill patients, the rate 

approaches or exceeds 50% (Brown, Ridgely, Pepper, Levine, & 

Ryglewicz, 1989). 

Rates of substance abuse among hearing impaired persons 

are presumed to parallel rates in the general population, but 

research is lacking (Boros, 1980-1981; Isaacs, Buckley, & 

Martin, 1979). Studies of multidisabled blind and visually 

impaired persons are inconclusive, but indicate substance 

abuse presents the greater problem (Glass, 1980-1981; 

Nelipovich & Buss, 1989; Nelipovich & Parker, 1981). 

Physical disability has been identified as a risk factor 

for alcohol and other drug abuse by numerous government 

agencies, but this "targeted status" has not resulted in 

prevention or treatment programming priorities (Stoil, 

1989b). The relationship between disability and substance 

abuse is complex. Substance abuse may cause injuries or 

medical complications (Soderstrum & Cowley, 1987; Chang & 

Astrachan, 1987). Disability-related stress, easily 

accessible drugs, isolation, low self-esteem, and depression 

can all precipitate substance abuse (Moore & Polsgrove, 

1991; Greer, 1986; Greenwood, 1984; Hepner, Kirshbaum, & 
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Landes, 1980-1981). Inherited predispositions, poverty, and 

inadequate preventative health care also increase the 

likelihood of both substance abuse and disability (Boyle, 

1990; Stoil, 1989b). 

During fiscal year 1988, the State-Federal 

Rehabilitation Services Administration (RSA) reported that 

9.2% of its clients had problems with alcoholism and 5.9% 

with drugs (Thayer, 1989). The substance abuse problems of 

many other disabled clients remain undetected. When 

substance abuse is not identified in the vocational 

rehabilitation process; treatment plans, services provided, 

and outcomes are negatively impacted (NIHR, 1982; Pires, 

1989). 

Statement of the Problem 

Substance abuse among persons with disabilities is a 

serious problem. Implementation of effective, unobtrusive 

methods of screening vocational rehabilitation applicants for 

substance abuse would facilitate early identification of 

disabled clients with substance abuse problems. Improved 

rehabilitation success rates would be the long-range benefit 

of early detection, realistic rehabilitation planning, and 

the provision of appropriate services for clients with 

disabilities and substance abuse problems. 

Using currently available statistics, it is not possible 

to determine how many multidisabled individuals apply for 



vocational rehabilitation services, what portion are found 

eligible, or the prevalence of undetected substance abuse. 

Research Questions 

17 

This study was designed to answer the question: What is 

the incidence of detected and undetected substance abuse 

among vocational rehabilitation applicants? The following 

supporting research questions were tested: 

1. What is the rate of substance abuse among vocational 

rehabilitation applicants as measured by the Substance Abuse 

Subtle Screening Inventory (SASSI)? 

2. At what rate do applicants for vocational 

rehabilitation services initially self-disclose substance 

abuse problems in writing? 

3. What is the rate of substance abuse among vocational 

rehabilitation applicants as indicated by the disability 

codes assigned by Rehabilitation Services Administration 

(RSA) personnel? 

4. What is the rate of substance abuse among vocational 

rehabilitation applicants as indicated by the DSM III-R 

code(s) assigned by a psychologist? 

5. How does the rate of substance abuse (as measured by 

the SASSI) compare to the rate indicated by disability codes? 

6. What is the relationship between an applicant's 

score on the SASSI and the disability code assigned by RSA 

personnel? 
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7. To what extent do disability codes reflect the dual 

diagnoses of alcoholism or drug abuse and an additional 

disability? 

8. How does the rate of substance abuse among 

vocational rehabilitation applicants compare to estimates of 

substance abuse among the general population? 

9. How does the rate of substance abuse among 

vocational rehabilitation applicants with other disabilities 

compare to the findings of previous studies relative to the 

rate of substance abuse among individuals with disabilities? 

10. Is the rate of substance abuse among eligible 

applicants lower than among applicants whose cases were 

closed? 

11. What are the comparative rates of detected and 

undetected substance abuse among eligible applicants and 

applicants whose cases were closed? 

Rationale for the Study 

undetected substance abuse among vocational 

rehabilitation applicants distorts the diagnostic and 

vocational evaluation processes and increases the probability 

that an incomplete or inappropriate Individual Written 

Rehabilitation Program (IWRP) will be executed. All too 

often, the substance abuse problems of individuals with 

disabilities are attributed to the person's disability rather 

than to the disease of substance abuse. 
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As Heinemann (1986) suggests, substance abuse can relate 

to rehabilitation in three ways: by causing disability, 

interfering with the rehabilitation process, or adversely 

affecting rehabilitation outcomes. Many daring, risk-taking 

individuals become rehabilitat.ion clients as the result of 

accidents that involve alcohol or drugs. For these 

previously active persons, post-injury passivity often leads 

to depression and increased drug activity despite warnings 

against dangerous drug interactions (Waller, 1987; 

O'Donnell et al., 1981). Treating the disease of substance 

abuse is as critical as attending to the physical and 

emotional needs of the client. 

Substance abuse interferes with prescribed medication. 

Many symptoms, formerly attributed to a disability, disappear 

when abuse ceases. Abusers also risk their lives by 

overdosing or by causing fatal drug interactions between 

their prescribed medications or treatment regimens and 

alcohol or drugs (Greer, 1986; Greenwood, 1984). 

Rehabilitation counselors have an ethical responsibility to 

be vigilant as to client behavior that may be self

destructive or potentially suicidal. Central nervous system 

depressants, often the "drugs of choice" of depressed 

individuals, interfere with motor activities. Clients who 

are "hung over" are also unmotivated and incapable of 



benefiting fully from a rehabilitation program (Glow, 1989, 

p. 79). 
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Individuals who are abusing substances often "discount" 

their problems, behave irresponsibly, or avoid situations 

that might result in the need to confront their abuse. 

Vocational rehabilitation applicants who do not keep 

appointments or who fail to follow through when referred for 

evaluations are not accepted as clients. Clients who are 

determined eligible for services because of other 

disabilities but deny or hide substance abuse will not have 

appropriate Individual Written Rehabilitation Programs or 

adequate treatment. Ensuring optimal success in 

rehabilitation is critical in terms of meeting client needs 

and conserving limited agency resources. All too often, 

client failure is attributed to negative personality traits, 

which may be unrecognized symptoms of substance abuse. 

In this study, one RSA office agreed to utilize the 

SASSI for research purposes only. This provided the data 

needed to analyze the instrument statistically. The SASSI'S 

effectiveness as a screening device with RSA clients will be 

further investigated in a future study correlating SASSI 

findings and numerous other variables with rehabilitation 

outcomes. The present research was designed to describe 

incidence data relative to vocational rehabilitation 

applicants, to investigate how substance abuse may be related 



to eligibility decisions, and to draw attention to the 

problem of undetected substance abuse among rehabilitation 

applicants. 

Contributions to Knowledge 

New and Improved Evidence 

21 

Important potential outcomes of this research include 

the collection of further evidence that substance abuse is a 

serious problem among individuals with disabilities. 

Substantiating the pervasiveness of this problem is a 

critical first step toward solving it. 

previously, most related research focused on particular 

disability groups with high rates of substance abuse. Only a 

few studies of Independent Living Center programs and 

Vocational Evaluation and Training Centers have investigated 

the substance abuse problems of disabled individuals across 

disability groups. 

The State-Federal RSA Program is the largest nationwide 

agency serving the vocational rehabilitation needs of 

disabled individuals. This study makes an initial 

contribution to knowledge by describing a sample of RSA 

applicants in terms of substance abuse. 

New and Improved Methodology and Instnunentation 

One objective of this project was to investigate the 

feasibility of using the SASSI as a screening device with 
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vocational rehabilitation applicants. A longer-ter.m goal is 

to conduct a follow-up study to deter.mine whether undetected 

substance abuse ultimately affects the rate of successful 

closure for individuals included in the current study. It is 

hypothesized that undetected substance abuse has significant 

negative consequences upon successful vocational 

rehabilitation, but this has not been proven. This study 

provides the foundation for further investigation. 

The SASSI appears to be a useful tool for detecting 

substance abuse among vocational rehabilitation clients. 

The possibility of including a paper-and-pencil instrument 

with other techniques for identifying substance abuse was 

explored in this study, and the SASSI'S ease of 

administration and scoring was demonstrated. RSA personnel 

may choose to incorporate the SASSI into a series of 

procedures to screen for substance abuse among applicants. 

New and Improved Policies and Procedures 

Ideally, this study will contribute knowledge to the-' 

field that will ultimately result in new RSA policies and 

procedures designed to better meet the needs of the clients 

it serves. Current unwritten policies of RSA agencies in 

most states require clients to be alcohol and drug-free for 

six months prior to receiving services. The South Carolina 

Rehabilitation Services Administration, which openly treats 

the substance abuse needs of its clients, reports more than 



five times the national rate of substance abuse problems 

among clients (Sales, 1989). There is a need for RSA 

personnel to reevaluate policies and procedures as more 

information regarding the substance abuse patterns and 

problems of persons with disabilities become available. 

In this era of severely limited resources, overlooking 

substance abuse is extremely detrimental to clients and to 

the Rehabilitation Services Administration agency 
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alike. Conditions for optimal client rehabilitation need to 

be achieved. Perhaps screening for substance abuse and 

supporting clients in their efforts to become drug and 

alcohol-free is a way to maximize rehabilitation success. 

Definition of Terms 

The following ter.ms are defined for this study. 

Multidisabled or Multiply disabled indicates the 

presence of two or more disabling conditions and was 

initially used to describe the disability of alcoholism in 

combination with a physical or mental disability. 

Dual Diagnoses or Dual Disorder refers to the presence 

of two disabling conditions and has been used to describe 

individuals disabled by both mental illness and substance 

abuse (APA, 1987). 

Disability Code represents a designation of a functional 

disability within the RSA system. If more than one 

disability is present, the rehabilitation counselor has 



discretion in assigning the most functionally limiting 

disability as the "primary disability." Secondary and 

tertiary disability codes are also assigned as needed, but 

Federal statistics reflect only primary and secondary 

disability codes. 
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Substance abuse is used as an inclusive term to describe 

alcohol abuse or dependence or drug abuse or dependence. 

Alcoholism refers to problems with alcohol, including 

alcohol abuse and alcohol dependence. 

Drug abuse designates problems with illicit or 

prescription drugs, including drug abuse and drug dependence. 

Eligible Clients are those who meet each of RSA"s 

eligibility criteria. These include: a documented 

physical or mental disability that presents a substantial 

handicap; with the reasonable expectation that the provision 

of services will result in program and goal attainment 

(Wright, 1980). 

Case Closures designate individuals who either did not 

meet RSA's eligibility criteria, or whose case was closed for 

one of the following reasons: 

1. Did not follow-through 

2. Unable to locate or contact 

3. Handicap too severe or unfavorable medical 

prognosis 

4. Refused services or further services 



5. Death 

6. Institutionalization 

7. Transferred to another agency 

8. Failure to cooperate 

9 Transportation not feasible/available 

10. Intervening reason 

Assumptions underlying the Study 

For purposes of this study, the following assumptions 

were made. 
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1. Subjects were able to read and understand the SASSI 

items. (The reading level is at the 4.3 grade level.) 

2. Subjects provided honest responses to the SASSI 

items. 

3. Subjects completed the demographic data for.m 

accurately. 

4. If there was evidence of abuse or dependence, 

counselors assigned RSA disability codes and psychologists 

assigned DSM III-R codes indicative of substance abuse. 

Limitations of the Study 

Applicants were not randomly sampled over a wide 

geographical area. Instead, they were sampled over a 

continuous four-month period within one RSA office. These 

subjects may not be representative of the entire population 



of vocational rehabilitation applicants. Thus, the results 

of this study may not generalize beyond this population. 
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To date, studies relating to substance abuse among 

individuals with other disabilities have been primarily 

conducted in isolated settings such as a treatment, 

vocational evaluation, or training facility. Subjects 

consisted of the available population of clients, many of 

whom had similar disabilities. The current research will 

contribute to the literature based on the variety of 

disabilities represented in the subject pool, the visibility 

of RSA programs and procedures, and the large number of 

persons served. 

The sample size (N = 134) provided ample cases for 

analysis of the major research questions. The number of 

subjects in each disability category were not sufficient to 

draw conclusions as to the rate of substance abuse by 

disability group. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

A review of relevant literature is presented herein. 

This chapter begins with estimates of the prevalence of 

substance abuse among the general population, including a 

discussion of assumptions involved in deriving these figures. 

The second section focuses upon estimates of substance 

abuse among people with disabilities, identification of 

federal initiatives, and relevant literature. Disability 

categories are addressed separately in terms of the 

prevalence of substance abuse and associated problems. 

Selected theories explaining the etiology of substance 

abuse among people with disabilities are discussed. Problems 

encountered in the process of identifying substance abuse 

among people with disabilities are reviewed, and the 

development and validation of the Substance Abuse Subtle 

Screening Inventory (SASSI) is described. 

Finally, the State-Federal Rehabilitation Services 

Administration's experience in the provision of services to 

individuals with an abuse diagnosis is reported. 



Prevalence of Substance Abuse 

Among the General Population 
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The 1966 National Household Survey indicated that 53.4% 

of this random sample of u.S. citizens reported using alcohol 

within the past month (NIDA, 1988). Rates in the age 18-25 

category indicated that 65.3% had used alcohol within the 

last month, and between ages 26-34, the reported rate was 

64.2%. A total of 7.3% reported using illicit drugs within 

the past month. However, for individuals aged 18-25, that 

figure was 17.8%, and in the 26-34 age range, 13% reported 

using illicit drugs within the past month. A large number of 

vocational rehabilitation clients are included in these young 

adult categories. 

Results of the Epidemiologic Catchment Area Survey 

(Helzer, 1988) indicated that 13% of the sample had a 

diagnosis of alcohol abuse or dependence. Of this group, 47% 

met the criteria for at least one other psychiatric disorder, 

primarily drug related. Among individuals who had abused 

only marijuana, 36% also abu~ed alcohol. Of those who abused 

drugs other than marijuana, the rate of alcoholism was 55%. 

National prevalence rates are based on surveys of 

substance abuse which rely heavily on the assumption that 

respondents accurately self-report their use and misuse. 

Considering the perceived social desirability of particular 

responses, the major role denial plays in substance abuse, 
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and the difficulty individuals encounter in reporting their 

drug-taking activity, the accuracy of self-report prevalence 

surveys of alcohol and drug use has been questioned (Heien & 

Pittman, 1989). 

The criterion validity of self-report methods of 

screening for substance abuse has received considerable 

attention. In their study involving recall of up to 365 

days, Cooper and Robinson (1981) found a high level of 

reliability between individual's self-reports and official 

records. Polich (1982), through correlations among blood 

alcohol levels, collateral reports, and self-report measures, 

concluded that most types of self-reports are valid and are 

not likely to be biased by underreporting errors. 

Hesselbrock, Babor, Hesselbrock, Meyer, and Workman (1983) 

found that self-reported drinking behavior correlated with 

estimates made by collateral informants and other measures. 

Sobell and Sobell (1975) also found that self-reports of 

life-history data provided under specified interview 

procedures were highly reliable and valid, as assessed by 

official records and documents. 

In contrast, Watson, Tilleskjor, Hoodencheck-Schow, 

Pucel, and Jacobs (1985) found subjects tended to 

underestimate drinking compared to collateral reports of 

uncontrolled consumption. When the client abstained or drank 

in a controlled manner, reports collaborated each other. 



Popham and Schmidt (1981) also contended that the errors in 

self-report data were not linear; rather, underreporting 

increased with consumption. NIAAA listed procedures for 

minimizing response bias and enhancing validity in 

administering self-report questionnaires and interviews 

(Alcohol, 1990). However, these techniques have not been 

applied within most population surveys. 

Substance Abuse Among People with Disabilities 

30 

More than 36 million people in the United States are 

estimated to have physical or mental disabilities. If it is 

assumed that these individuals are at equal risk compared to 

their nondisabled peers, "a conservative alcohol dependence 

prevalence rate of 10% would result in more than 3.6 million 

people with disabilities also experiencing alcohol abuse 

problems II (NIDRR, 1990, p. 1). Similarly, a conservative 

drug abuse prevalence rate of 5% would result in more than 

1.8 million people with disabilities experiencing problems 

with drug misuse. In an effort to quantify the magnitude of 

this problem, it would appear logical to compare the 

prevalence of substance abuse rates among individuals with 

disabilities to rates in the general population. However, 

the research indicates the prevalence of substance abuse 

among some disability groups exceeds the rates found in the 

general population. 



Federal Initiatives on Behalf 

of Multidisabled Persons 
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National legislation to address this problem has been 

ongoing since 1979 when multiply disabled alcoholics were 

identified as a priority population by the Comprehensive 

Alcohol Abuse and Alcoholism Prevention, Treatment, and 

Rehabilitation Act (Stoil, 19B9b). In response to this 

legislation, the National Institute on Alcohol Abuse and 

Alcoholism (NIAAA) initiated a new emphasis to promote 

services for alcoholics with additional disabilities. This 

initiative lapsed due to budget cuts in 19B1 and has not been 

reactivated (Stoil, 19B9b; Deluca, 19BO-19B1). Physical 

impairment has been formally identified as one of several 

risk factors for alcohol and other drug abuse. The Antidrug 

Abuse Act of 19B6 directed the Federal Office of Substance 

Abuse Prevention to target support for prevention activities 

to physically impaired persons, but resources were directed 

toward other targeted groups (Stoil, 19B9b). The National 

Information Center on Substance Abuse Prevention for Persons 

with Disabilities was established in 1991. It functions as 

an information and referral source, operated as a part of the 

Regional Alcohol and Drug Awareness Resource (RADAR) network 

(News Release, 1991). Unfortunately, the "targeted status" 

of multidisabled individuals has not resulted in increased 

funding for research within this population. 
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OVerview of the Lj terature 

Benshoff, Janikowski, Taricone, and Brenner (1990b) 

examined major rehabilitation journals, 1978-1988, and found 

only 20 articles addressing alcohol and drug issues. Within 

this tim.e frame, the focus of articles relating to substance 

abuse shifted from attitudes of counselors toward working 

with alcoholics (Allen, Peterson, & Keating, 1982; Goodyear, 

1983) to the nature of alcoholic vocational rehabilitation 

clients (Marson, 1978; Dudek, 1983; Hunter & Salomone, 1987). 

A growing number of relevant articles and a special issue of 

the Journal of AQPlied Rehabilitation counseling (1990) have 

appeared since 1988. A variety of rehabilitation settings 

are currently described in the literature and an increasing 

number of articles relating to multiply-disabled clients. 

Many articles in the rehabilitation literature are 

descriptive (Stoil, 1989b; Moore & Polsgrove, 1991; Glow, 

1989), though the trend is toward more research studies 

(Buss, 1985; Benshoff et al., 1990). 

Most of the literature relating to the characteristics 

of multiply disabled clients, and problems encountered in 

identifying and treating these individualS emanates from 

specialty interests within the fields of medicine (Boyle, 

1990; Kircus & Brillhart, 1990; Teplin, Abram, & Michaels, 

1989; Rohe & DePompolo, 1985), substance abuse (Meyers, 

Branch, & Lederman, 1988; Kaplan, 1985; Helzer, 1988), 
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psychology {Vetter, ~985; Motet-Grigoras & Schuckit, ~986; 

Heinemann, Mamott, & Schnoll, ~990}, specific disabilities 

{Sparadeo, Strauss, & Barth, ~990; Miller, ~989; Lett, ~988}, 

and rehabilitation education {Greer, Roberts, & Jenkins, 

~990; Livingston, Randell, & Wolkstein, ~990; Ewan & Whaite, 

~983}. The majority of these articles describe research 

studies or present research-based analyses. 

Some difficulties encountered in the process of 

reviewing the relevant research are noteworthy. Individual 

research projects define their own parameters. Although 

standardized definitions of alcoholism, alcohol abuse, drug 

dependence, and drug abuse are gaining acceptance, a rate of 

use described as infrequent in one study may be considered 

heavy in another. Studies often use the incidence of 

substance abuse among the general population as a yardstick 

for comparison, but the rates quoted vary widely. Studies 

are further complicated by the diversity of techniques 

utilized to measure substance abuse. Some methods of 

obtaining data were inadequate, or their conclusions 

misleading. Though many research efforts have focused upon 

specific disability populations, others have utilized 

heterogeneous samples {Rasmussen & DeBoer, ~980-~98~, Greer 

et al., ~988; Hepner et al., ~980-~98~}. Inadequate 

descriptions of samples can also lead to erroneous 

conclusions. 



Problems of Substance Abuse 

Related to Specific Disabilities 

A variety of factors related to substance abuse may be 

unique to specific disabilities. These variables include: 

estimated prevalence rates, etiology, rationale for abuse, 

nature of the interaction between substance abuse and the 

disability, or disability factors impacting upon the 

treatment process. Some of the interactions between 

substance abuse and specific disabilities appearing in the 

literature are reviewed. 

Arthritic Diseases 
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According to Nashel (1989), most arthritis can be traced 

to infection, metabolic abnormalities, or injury to the 

immune system, without consideration for the role of alcohol 

use. However, "because alcohol so often is an inCiting 

element in the development of gouty arthritis, abstinence is 

a crucial part of the management of this disorder" (p. 125). 

Nashel (1989) warned of the risk of an acute hemorrhage 

when anti-inflammatory medications are used to treat gout in 

an alcoholic patient. Persons suffering from alcoholism are 

more likely to be anemic and experience problems with blood 

clotting. "Anti-inflammatory medications also tend to 

inhibit normal blood coagulation and thus may pose an 

additional danger to [alcoholic] patients" (p. 126). 
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Blindness and Visual Impairment 

When individuals are blind or visually impaired and also 

have substance abuse problems, "there is a often a tendency 

to respond to individuals on the basis of their dominant 

characteristic, their visual disability" (Glass, 1980-1891, 

p. 20). 

Among a random sample of 32 rehabilitation counselors 

from geographically dispersed states, Nelipovich and Parker 

(1981) found half of the respondents had no success placing 

visually impaired substance abusers in employment. 

Nelipovich and Buss (1989) suggested that if the visual 

impairment has been accepted and accommodations made prior to 

substance abuse becoming a problem, then treatment should be 

directed toward the substance abuse. If the substance abuse 

predisposed the visual impairment, then treatment should 

first help the individual to accept and adjust to his/her 

visual impairment, followed by treatment for the abuse. 

Deafness and Hearing Impairment 

Limited research suggests that the incidence of 

substance abuse among people who are deaf or hearing impaired 

parallels that of the general population (Lane, 1989). In 

one study of adult deaf persons (Isaacs et al., 1979) "no 

significant differences were found between deaf and hearing 

samples on patterns of drinking or other parameters of 

alcohol use" (p. 463). 
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Hard-of-hearing individuals may become increasingly 

isolated as they progressively lose more hearing. They often 

experience intense frustration in their efforts to 

communicate. These factors may increase the incidence of 

alcoholism among .this population (Kerns, 1989). 

Watson, Boros, and Zrimec (1979-1980) suggested that 

feelings of low self-esteem, isolation, loneliness, and 

frustration also contribute to the incidence of alcoholism 

among persons who are deaf. Hetherington (1979) and Boros 

(1980-1981) discussed the tremendous peer pressure exerted by 

the Deaf Community upon its' members. To a point, the Deaf 

Community condones and encourages drinking through its 

activities but rejects those who overindulge. 

Successfully integrating persons with hearing 

impairments into existing treatment programs is difficult. 

Ability to meet their unique communication needs is critical, 

as are knowledge of deafness, and an understanding of 

relevant psychosocial factors (Lane, 1989; McCrone, 1982; 

Boros, 1980-1981; Watson, et a1., 1979-80; Hetherington, 

1979) . 

EPilepsy 

According to Stoi1 (1989a), an estimated 20-25% of newly 

diagnosed adult cases of epilepsy had no risk factors other 

than a history of alcohol abuse. Little and Gayle (1980) 

stated that the relationship between alcoholism and epilepsy 
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was difficult to describe. They reported that rates of 

alcoholism among seizure patients varied between studies, 

ranging from 15% to 31%, while rates of seizures among 

alcoholics were estimated to range from 1% to 13%. A problem 

exists relative to interpreting such data because individuals 

identified as seizure patients may be persons experiencing 

alcoholic withdrawal with no underlying chronic seizure 

condition. The role of head trauma, often alcohol related, 

further complicates the relationship between epilepsy and 

alcoholism (Little & Gayle, 1980). 

Mental Illness 

Among people with severe and chronic mental illness, 

reported rates of substance abuse ranged from 20% to 50% 

(Aliesan & Firth, 1990; Lett, 1987). The reported substance 

abuse rate for young people with psychiatric problems ranges 

between 50% and 60% (Brown et al., 1989; Bergman & Harris, 

1985; Blumberg, Cohen, Heaton, & Klein, 1971). Davis (1984) 

found significantly higher rates of substance abuse among 

psychiatric patients, as compared to similar medical and 

surgical patients. He described these individuals as being 

prone to polydrug abuse and combined drug and alcohol abuse. 

In a study of psychiatric inpatients, Alterman, Erdlen, 

Laporte, and Erdlen (1982) found that 40% had histories of 

alcohol abuse and 18% had histories of drug abuse or combined 

alcohol and drug abuse. In a similar population MCKelvy, 
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Kane & Kellison (l98?) found 32% abused alcohol, and 4.6% 

abused drugs. In a 1983 study, O'Farrell et al., found that 

60% of psychiatric admissions had dual diagnoses of mental 

illness and substance abuse. Straussman (l985) , surveying 

participants in a "club" for mentally ill individuals, found 

the rate of substance abuse, primarily alcohol related, to be 

between 20% and 25%. 

Brown et al., (l989) provided hypotheses relative to the 

etiology of the dual disordered population. They reported 

that some individuals attempt to self-medicate their mental 

illness. Alcohol and/or drug abuse may also precipitate 

psychiatric problems. Finally, they contended "the same 

psychological or biological vulnerabilities [may] underlie 

susceptibility to both mental illness and substance abuse, or 

a COmbination of mechanisms is involved" (p. 655). Helzer 

(l988) concluded from the findings of the Epidemiologic 

Catchment Area Survey that "alcoholism is associated with all 

of the major psychiatric disorders" (p. 409). 

Lett (l988) considered lack of detection as the most 

important problem relating to dual disorders. The literature 

describes numerous problems encountered by dual-diagnosed 

clients who endeavor to access existing treatment options. 

Interdisciplinary teams of substance abuse and mental health 

professionals are needed to meet the complex and varied needs 



of dual-disordered clients (Aliesan & Firth, 1990; Brown & 

Backer, 1988; Bachrach, 1987; Straussman, 1985). 

posttraumatic Stress Disorder (PTSD) is a poorly 

understood and complicated disorder. Gottheil (1986, p. 5) 

stated that 
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Veterans who are currently being seen with both 
addictive and posttraumatic stress disorders are 
presenting some very complex and difficult conceptual 
and treatment issues, and relevant literature is rather 
sparse. 

Gottheil suggested that clinically it may be helpful to 

consider substance abuse as an effort on the part of the PTSD 

client to "cope with stress through the use of drugs" (p. 5). 

Mental Retardation 

Fetal alcohol syndrome is a proven cause of mental 

retardation, and family abuse also increases the risk of use 

and abuse by offspring (Rivinus, 1988). While some mentally 

retarded people do experience problems related to alcohol and 

drug use (Krishef & DiNitto, 1981; DiNitto & Krishef, 1983-

1984), the prevalence of substance abuse has been found to be 

lower among mentally retarded persons than in the general 

population (Delaney & Poling, 1990; Edgerton, 1986). DiNitto 

and Krishef (1983-1984) found that 7% of the mentally 

retarded individuals included in their study reported 

drinking daily but did not indicate either abuse or 

dependence. Krishef (1986) found that the mentally retarded 



population he studied did not differ significantly from the 

general public in terms of substance misuse. 
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Wenc (1980) observed that mentally retarded persons who 

were moved into less restrictive community environments 

were assimilated with varying degrees of success. He 

described the socializing role bars play in the lives of many 

individuals who are retarded. However, Krishef (1986) found 

that only one-third of the drinking subgroup in his study 

drank in bars. 

Physical Disabilities 

This section describes studies that included persons 

with diverse physical disabilities in their samples. 

Rasmussen and DeBoer (1980-1981) surveyed 273 clients in a 

rehabilitation facility primarily utilizing a self-report 

questionnaire. In addition, the enrollment records and 

medical files of a random sample of clients were also 

examined. The findings indicated that 48% reported drinking 

alcohol 12 or more times a year. The higher the incidence of 

reported drinking, the more frequently clients tended to 

drink alone. Marijuana use six or more times a year was 

reported by 28%. This study has been interpreted to indicate 

that "62% had serious problems with alcohol use and that half 

of this subgroup met DSM-III criteria for a diagnosis of 

alcoholism" (NIDRR, 1990). In a study of 885 individuals 

with physical disabilities, Buss (1985) found 15% were in the 
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moderate drinkers category, and 10% were in the heavy 

drinkers category. In a study of clients in the Independent 

Living Center (ILC) in Berkeley, Hepner et al. (1980) found 

25% of the clients abusing alcohol and other drugs, and 41% 

felt that drugs prescribed for them had been unnecessary. A 

more recent study by Meyers, Branch, and Lederman (1988) 

found a sample of independently living adults with major 

disabling conditions "made moderate use of alcohol, tobacco, 

and cannabis" (p. 678). Substance abuse impacts one's 

effectiveness in the conduct of life activities. "This 

problem can become crucial when effective management of a 

disability requires close attention to self-care" (Hadley & 

Hadley, 1983, p. 140). According to Frieden (1990), it would 

"seem logical to expect many ILC's to provide services and 

advocacy to clients who have an additional problem of 

substance abuse" (p. 34). Instead, lack of training, 

available staff, limited funds, and anticipated 

underutilization of services have resulted in ILC's 

"lack [ing] a guiding principle on how, or even if, to address 

substance abuse issues" (p. 35). 

Among disabled college students, Dean, Fox, and Jensen 

(1985), found that disabled and nondisabled students "use 

alcohol and drugs in similar ways" (p. 649). Moore and 

Siegal (1989) utilized a computerized instrument to survey 

college students with physical disabilities. The overall 
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alcohol and drug use levels of respondents were comparable to 

general college populations described in other studies. 

Among subjects who were abusing mood-altering drugs, abuse 

usually predated disability. Motet-Grigoras and Schuckit 

(1986) studied disabled and nondisabled male students and 

non-academic staff at the University of California, San 

Diego. Their findings revealed statistically significant 

differences in the "mean age when subjects took their first 

drink, the percentage who reported drinking episodes that 

lasted two days or more, and the number of citations for 

being drunk or disorderly" (p. 234). This study revealed 

more use of alcohol and associated problems among people with 

disabilities and found that a higher percentage of men with 

disabilities used drugs. These individuals also reported 

more family histories of alcoholism or drug misuse. 

Spinal Cord Injuries 

Spinal cord injury (SCI) is often associated with drug 

and alcohol consumption (Heinemann et al., 1990). Studies 

indicate that from 39% to 62% of persons with SCI were 

involved in drug- or alcohol-related accidents (Heinemann et 

al., 1990; Rohe & Basford, 1989; Heinemann et al., 1988a; 

Frisbie & Tun, 1984; O'Donnell, 1981-1982). 

Rohe and Basford (1989) correlated clinical subscales of 

the Minnesota Multiphasic personality Inventory (MMPI) with 

blood alcohol concentration (BAC) levels tested at time of 
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arrival in an emergency room. Only the MacAndrews Alcoholism 

Scale was significantly related to high or low BAC. 

Similarly, Mawson, Jacobs, Winchester, and Biundo (1988) 

attempted to measure sensation-seeking behaviors among 

patients with SCI. Only IImodest but statistically 

significant differences were found between SCI subjects and 

control{s}1I (p. 1039). 

pre-injury drinking patterns have been found to relate 

strongly to intoxication at the time of injury (Heinemann et 

al., 1989a). Estimates of pre-injury substance abuse for SCI 

patients ranged from 49% to 79% (Heinemann et al., 1988a; 

Frisbie & Tun, 1984). 

Both spinal cord injuries and alcoholism are more 

pervasive among younger people. Young people are more likely 

to be injured as a result of one of three of the four major 

causes of SCI, vehicle accidents, penetrating wounds, and 

sports injuries; while older people are more likely to be 

injured by falls (Heinemann et al., 1990). Heinemann's 

(1990) sample of 18-25 year olds reported significantly 

greater exposure to amphetamines, marijuana, cocaine, and 

hallucinogens as compared to a like-age national sample. In 

a study of older veterans, Kirubakaran, Kumar, Powell, TYler, 

and Ar.matas (1986) found rates of substance abuse among 

patients with SCI to be lower than those of a national 

sample. 



After their accidents, 49% to 62% of SCI patients have 

been reported to continue to abuse substances (Heinemann 
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et al., 1989a). In a study by Heinemann et al., (1988a), 49% 

of the sample of 103 persons with recent spinal cord injuries 

received scores on the Michigan Alcoholism Screening Test 

(MAST) indicative of problematic alcohol use. Pre-injury 

alcohol use was also studied. "The mean weekday quantity of 

alcohol consumed was 5.9 drinks, with a range of one to 24 

drinks per drinking episode during the six months before 

disability onset" (p. 621). Of this sample, 49% had MAST 

scores suggestive of alcoholism, but only 5% were identified 

by specific diagnoses in their medical records (Heinemann, 

1988a). In a later study, Heinemann, et al., (1989b) found 

pre-injury drinking had a direct negative impact on the time 

SCI patients spent in rehabilitation, educational, and 

vocational activities while in the hospital. 

Anderson (1980-1981) discussed some of the problems 

unique to treating the substance abuse needs of clients with 

SCI. These problems included the need to identify accessible 

facilities, schedule treatment activities to allow time for 

personal maintenance, treat concurrent problems of decubitus 

ulcers, and bladder or kidney infections, and help patients 

deal with problems of low self-esteem and acceptance of 

disability. 



Screening SCI patients and providing treatment for 

substance abuse problems is of critical importance 

(Heinemann, 1990). According to Heinemann et al., (1989a) 

the probable consequences of undetected substance abuse 

include neglect of self-care, which may lead to increased 

morbidity, complication of psychological and social 

adjustment, and interference with productive activity. 

Frisbie & Tun (1984) found that 79% of their sample of 101 

SCI patients had histories of heavy drinking. After injury, 

33 patients abstained, and 12 reduced their consumption 

significantly. Treatment for substance abuse among the SCI 

population has proven effective in reducing the problem 

(Frisbie & Tun, 1984; Sweeney & Foote, 1982; Anderson, 1980-

1981) . 

Traumatic InjuJ;y 
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Trauma is ranked as the country's fourth leading cause 

of death and the leading cause of physician contacts 

(Bradley, 1989). Loss of life due to injuries ranks higher 

than cancer, heart disease, or cerebrovascular disease as a 

premature cause of death (Chang & Astrachan, 1987). Alcohol 

abuse has been closely linked to physical trauma resulting 

from auto accidents, falls, industrial accidents, burns, 

swimming and boating accidents, and pedestrian injuries 

(Teplin et al., 1989; Shipley, Taylor, & Falvo, 1990; 

Alcohol, 1990). Lowenfels (1982) noted that "a linear 



increase in blood alcohol levels causes a geometric rise in 

the chance of being involved in an accident" (p. 343). 
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Of the 379 emergency room patients included in Chang and 

Astrachan's (1987) study, 43 people were explicitly suspected 

or identified as substance abusers. In Soderstrum and 

Cowley's 1987 survey of staff at 354 trauma centers, two

thirds of the respondents estimated that the majority of 

their patients had abused alcohol. Blood Alcohol 

Concentration (BAC) levels were routinely tested by 55.2% of 

the centers, but less than one-third employed alcoholism 

counselors. Presenters at the Alcohol Research Utilization 

System (ARUS) Symposium agreed that alcoholics are at risk 

for greater severity of traumatic injury than non alcoholics 

(Bradley, 1989). Tep1in et al., (1989) found that "being 

involved in an accident was significantly predictive of a 

high BAL" and that "patients presenting with psychiatric 

problems had overall higher levels of intoxication than other 

patients" (p. 441). Genti1e110 et al., (1988) found trauma 

victims highly responsive to intervention for their 

alcoholism at the time of discharge. 

Head Injury 

The National Head Injury Foundations' Substance Abuse 

Task Force (White Paper, 1988) reported that 70% of fatal 

injuries involve head trauma. Between 29% and 68% of all 

head injuries have been found to occur during intoxication 
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(Sparadeo, et al., 1990; Miller, 1989; Jones, 1989; Sparadeo 

& Gill, 1989). In a study of falls, Honkanen, Drtama, 

Kuosmanen, Linnoila, Alha, and Visuri (1983) found "head 

injuries were significantly more often alcohol-involved than 

were other injuries" (p. 238). 

Alcohol complicates head injury and physical recovery. 

Cognitive deficits produced by chronic alcohol 

abuse interact with the neuropsychological impairment itself 

and negatively impact on recovery (Miller, 1989). Brooks, 

Symington, Beattie, Campsie, Bryden, and MCKinlay (1989) 

found significant interactions between severity of injury 

(post-traumatic amnesia) and alcohol use at the time of 

injury. From the results of their research regarding the 

contribution of traumatic head injury to neuropsychological 

deficits, Hillbom and Holm (1986) concluded that "traumatic 

brain injuries that may cause significant intellectual 

impairment may easily remain unrecognized in alcoholics" 

(p. 1348). Jones (1989) described how the psychosocial 

consequences of traumatic head injury complicate the process 

of detecting substance abuse and providing appropriate 

treatment. 

Kreutzer (1990a) enumerated reasons why abstaining from 

alcohol and drugs is so important for the brain injured 

client. The effects of alcohol and illicit drugs contribute 

to greater cognitive and psychomotor impairment and may 
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interact dangerously with prescription drugs, increase the 

likelihood of seizures, and negatively impact good nutrition. 

Kreutzer (1990b) found more than 20% of a sample of 

outpatients to be in the moderate to heavy drinking category, 

and suggested findings indicate the need for "additional 

education, treatment, and prevention programs" (p. 3). 

Theories Specific to the Etiology of Substance Abuse 

Among People with Disabilities 

Etiological theories of substance abuse have been 

developed in an effort to explain why people use alcohol and 

drugs and why patterns of abuse or dependence develop in 

some individuals and not others. As Schuckit and Haglund 

point out, "although the theories make sense and probably 

contribute to the . . . picture, they do not explain the 

entire problem" (1982, p. 19). 

Within this section, possible explanations for the 

elevated prevalence rates of substance abuse among some 

disability groups will be explored in terms of four 

etiological theories of substance abuse. personality, 

Tension-Reduction, Psychodynamic, and Sociocultural theories 

of substance abuse were selected for discussion because each 

potentially contributes to a greater understanding of why 

some people who have disabilities abuse alcohol, or illicit 

or prescription drugs. 
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Personality Theories 

The general consensus of personality studies is that 

"a variety of personality attril?utes have been purported to 

be associated with alcoholism, but no single type is seen in 

a majority of alcoholics" (Schuckit & Haglund, 1982, p. 20). 

Attempting to explain behavior associated with substance 

abuse solely in terms of personality factors would be 

misleading. However, there is growing evidence that 

particular personality characteristics may predispose some 

individuals to both substance abuse and disability. 

According to Pires (1989) "those who experience 

traumatic inju~ . . . may well be from a population of 

people who have a biologically based risk-taking personality" 

(p. 295). Malec (1985) reviewed previous studies and 

believed they "suggest the presence of typically non

pathological personality traits that both predispose persons 

to traumatic inju~ and may also assist them in adjustment to 

disabilities" (p. 166). He found persons involved in 

traumatic injuries resulting in motor loss, such as 

quadriplegia or paraplegia, "appeared more extroverted 

than did rehabilitation patients with non-traumatic injuries 

or with traumatic injuries resulting in chronic pain" 

(p. 170). Extreme extroverts were characterized as 

"outgoing, socially gregarious, tending to learn by 
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discovering environmental contingencies through actively and 

repeatedly challenging the environment" (p. 170). 

Mawson et al., (1988) found modest but significant 

differences between spinal cord injured persons and matched 

controls on two subscales of Zuckerman's Sensation-Seeking 

Scale (SSS). Individuals with high Sensation Seeking Scale 

(SSS) scores tend to be 

more extroverted, thrill-seeking, active, impulsive, 
antisocial, nonconformist, and less anxious than low 
scorers. Strong sensation-seeking tendencies could be 
associated with an increased risk of injury, alcohol and 
drug abuse, criminality, and other forms of impulsive 
behavior (p. 1039). 

Most trauma patients were involved in alcohol or other drug

related accidents and were experiencing problems related to 

their alcohol and other drug use before onset of physical 

impairment (Schaschi & Straw, 1989; Heinemann, 1986; 

O'Donnell et al., 1981-1982; Sweeney & Foote, 1982; Anderson, 

1980-1981) . 

Individuals who have been drinking or using drugs for 

many years tend to show elevated Depression Scales on the 

MMPI. Schuckit and Haglund (1982) warned that this may be 

the result of many years of misuse rather than indicative of 

preexisting depression. Regardless, there is an apparent 

link between depression and substance abuse and between 

depression and disability. Turner and Wood (1985) concluded 

that a number of recent investigations found people with 

disabilities to be significantly more depressed or more 
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distressed, while other studies failed to find differences 

between non disabled and disabled samples. When controlling 

for both age and gender, Turner and Noh (1988) found risk for 

significant depression to be three times higher among people 

with disabilities. They also found modest but significant 

association between "level of life events and occurrence of 

psychological distress" (po 25). They concluded that 

"disability constitutes a chronic strain which often may have 

important mental health implications" (po 25). Turner and 

McLean (1989) found disabled individuals to be at substantial 

risk for anxiety, depressive symptoms, and for major 

depressive disorder. 

Tension Reduction TbeohY 

Studies focusing on the ability of alcohol to reduce 

tension have been used in attempts to explain both onset of 

drinking behavior and progression of alcohol use from social 

drinking to alcohol abuse or dependence. (Blane & Leonard, 

1987; Schuckit & Ragland, 1982). The rehabilitation 

literature describes chronic frustration and stress as 

salient qualities of some disabilities. Alcohol and drugs 

are repeatedly mentioned as possible ways of relieving these 

disability related tensions. 

According to Glass (1980-1981), adaption to a physical 

disability can be conceptualized within the framework of 

stress theory. For individuals with disabilities, alcohol is 
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described as a means for easing and dulling tensions that 

cannot be discharged through ordinary active "exhaust" 

mechanisms because of functional limitations (Vash, 1981; 

NIHR, 1982). Brubeck (1981) described individuals with 

disabilities as an oppressed minority for whom alcohol and 

other drugs that promise relief, highs, and numbness can seem 

attractive. The high level of ·frustration experienced by 

individuals who are deaf may increase the incidence of 

alcohol abuse among the hearing impaired population (Kearns, 

1989). Turner and McLean (1989) hypothesized that "the 

elevated difficulty in performing social and occupational 

roles that tends to be experienced by ~isabled individuals 

constitutes a significant sour.ce of enduring stress that 

challenges adaptive capacities" (p. 25). 

Schneier and Siris (1987), reviewing previous studies of 

substance abuse among individuals diagnosed as schizophrenic, 

found their drug choices were not random. Drugs that 

counteracted the negative effects of their prescribed 

medications and mental illness were routinely selected. In a 

study by Bergman and Harris (1985),40% of psychiatric 

patients reported using marijuana and/or alcohol as self

medication to reduce tension, anxiety, or pain and to aid 

relaxation. 
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Psychodynamic Theories 

Psychodynamic theories explain why some individuals 

fulfill self-destructive needs through·the misuse of alcohol 

or drugs. These theories also address the use of alcohol as 

protection against low self-esteem or for achievement of 

feelings of power (Schuckit & Haglund, 1982). Each of these 

features of psychodynamic theories of the etiology of 

substance abuse may help to explain why abuse or dependence 

upon alcohol or dr~gs develop among some individuals with 

disabilities. 

Alcoholism and drug abuse are considered a kind of 

chronic suicide (Hopkins, 1971). Addiction can also be a way 

of striking out against the world. "In his anger at the 

unfair constraints society has placed upon him, he deals with 

frustration through self-destructiveness" (Franchendese & 

Glass, 1978, p. 20). Heinemann (1986) noted that indirect 

and direct self-destructive behavior associated with alcohol 

or other drug abuse can also follow disability onset. 

Hopkins (1971) concluded that suicide and other self

destructive behavior are common, and are significantly higher 

for people with disabilities, and that the rate does not vary 

significantly with the severity of the disability. Tweed, 

Shem, and Ciarlo (1988) found that "as individuals 

experience increasing levels of dependent/ invasive 

disability, they are increasingly likely to be 
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demoralized and to have engaged in suicidal ideation or 

action" (p. 151). Turner and Wood (1985) demonstrated the 

importance of both social support and mastery in treating and 

preventing the demoralization that accompanies severe 

disability. In Rasmussen and DeBoer's 1980-1981 study, 35% 

of the disabled respondents said they were often bored, 

unhappy, or dissatisfied with their lives. Vash (1981) 

described alcohol as a means for "fighting boredom, and 

escaping confrontation with other aspects of disability that 

have not been accepted" (p. 235). 

Sociocultural Theories 

Sociocultural theories regard substance abuse as a 

result of downward social mobility. "This can result from an 

inability of the individual to participate in opportunities 

of the community, which might generate frustrations and 

result in substance abuse" (Schuckit & Haglund, 1982, p. 21). 

Society creates deviants by the selection of attributes or 

norms which are considered desirable (Smith-Hanen, 1976). 

This may aptly describe the status of some individuals with 

disabilities. Francendese and Glass (1978) question, 

What happens to the person who sees himself as competent 
when he is continually denied the opportunity to 
perform? It is a vicious cycle: society judges him as 
incapable because he does not work (have a family, run a 
household, etc.) and denies him the opportunity to do so 
because he is incapable (p. 917). 



55 

According to Bowe (1980-1981), many disabled people feel 

useless, rejected by society, unwanted, and inferior. 

The daily frustration of coping with all of the 
rejection, the uselessness, and the disability itself 
produces a lot of anger and a sense of self-rejection 
that has been shown by a number of surveys to lead 
people to abuse dangerous drugs, including alcohol 
(p. 59). 

Society has an underlying attitude of "cultural 

permissiveness toward alcohol use as a coping device" 

(Glass, 1980-1981, p. 22). Family and friends may "openly or 

covertly encourage a disabled person to abuse alcohol or 

drugs, feeling he has a right to feel sorry for himself or he 

deserves to have some fun" (Francendese & Glass, 1978, 

p. 915). O'Donnell et al., (1981-1982) suggested that family 

members may feel guilt or failure and often assist their 

disabled family member to gain relief from pain and 

frustration by using alcohol or drugs. 

Drug or alcohol abuse may also be the direct result of 

medical intervention (Hepner, et al., 1980-1981; Greer, 

1986). prescription drugs are generally more accessible to 

individuals with disabilities. Physicians who "overidentify" 

or feel guilty as a result of not being able to cure the 

person with a disability may compensate by over prescribing 

drugs as a token of concern (Greer, 1986; Hepner et al., 

1980-1981; Hopkins, 1971). Gorski (1980) reported that if a 

medication becomes less effective over time, doctors 



routinely prescribe larger dosages instead of considering 

substitutes. The physician who feels frustrated by 
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disabled patients may give them a refillable prescrj.ption so 

they will stay away. "Physicians will prescribe medications 

because of real medical factors [such as] pain or severe 

spasms, and because many physicians share general societal 

attitudes toward disabled persons including pity, guilt, and 

fear" (Hepner et al., 1980 -1981) . 

Sociocultural theories also address the use of alcohol 

and drugs to enhance sociability or group identification 

(Cox, 1990). In a study of psychiatric patients, Bergman and 

Harris (1985) found two-thirds of those who used marijuana 

and/or PCP did so to be part of a peer group. Drugs were an 

important part of their social life, and peer pressure 

encouraged these patients to use. One-quarter of the 

disabled subjects in Rasmussen and DeBoer's (1980-1981) study 

stated that they do not mix well socially. In a study of 

clients in a rehabilitation facility, enjoyment and a desire 

to enhance one's sociability were the most-cited reasons 

(indicated by over half the sample) for using alcohol and 

drugs (Heinemann, 1986). Alcoholism and other drug abuse can 

also constitute one means of personal withdrawal (Greenwood, 

1984; Glass, 1980-1981). 



Etiological TYPologies 

TYPologies for investigating the etiology of substance 

abuse were found in the rehabilitation literature. 

Application of these typologies can be helpful in planning 

appropriate individual treatment for multidisabled clients 

and also as a basis for analysis, planning, and decision 

making relative to the needs of the population as a whole. 
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Glass (1980-1981) differentiated "Type A" and "Type B" 

alcoholics. TYPe A individuals have a substance abuse 

problem which predates severe disability. Their "principal 

problem solving technique is problem drinking" (p. 22). This 

person is described as having a history of life problems 

underlying abuse. Physical disability "is likely to have the 

effect of worsening episodes of anxiety, tension, depression, 

and stress with which Type A has never been able to cope 

effectively" (p. 22). Glass describes the Type B person as 

one who developed a problem following the onset of a serious 

disability. The Type B person "may also be limited in 

his/her repertoire of coping skills, but the pattern of 

problem drinking behavior is not as habituated a response" 

(p. 22). 

Stoil (1989b) described the etiology of alcoholism and 

drug abuse among physically impaired persons using three 

categories of causation: (a) physical impairment itself 

triggers alcoholism and other drug abuse, (b) both physical 
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impairment and substance abuse derive from an underlying 

problem, or (c) people develop physical impairments as a 

result of injuries (trauma) or other medical complications of 

alcoholism or drug abuse (p. 1). 

As Greer (1990) suggested, "one of the primary 

theoretical considerations is if the disability per se 

predisposed the individual to substance abuse" (p. 39). 

Based on recent research, Greer (1990) concluded that 

"substance abuse is often a precursor of acquired disability, 

rather than vice versa" (p. 39). Stoil (1989b) appears to be 

the only author who specifically applied etiological theories 

of substance abuse to people with disabilities. He mentions 

the availability of alcohol, early social drinking 

experiences, and peer pressures as important factors in the 

onset of heavy drinking and alcohol abuse among nondisabled 

persons. Stoil utilized the (1985) Buss study to prove his 

point. "Disabled people, whose severity of impairment or 

lack of coping skills prevented them from participating in 

activities outside the home, have a lower rate of substance 

abuse than either mainstreamed or nondisabled people" (1989b, 

p. 3). 

Stoil (1989b) contended that most disability-related 

substance abuse occurs among individuals whose physical 

impairment followed the onset of substance abuse and that 

"the cases in which alcohol or other drug abuse is initiated 



as a destructive coping response to infirmity appear to be 

relatively rare" (p. 3). 

59 

Theories of the etiology of substance abuse provide 

diverse perspectives from which to view the substance abuse 

problems of some people with disabilities. Consideration of 

these theories facilitates understanding of factors which 

motivate some people with disabilities to misuse substances. 

This knowledge can have important implications for treatment. 

However, etiological theories do not explain why some people 

with disabilities misuse substances, or why many more do not. 

Problems of Identifying Substance Abuse 

Among people with Disabilities 

Detecting substance abuse among individuals who do not 

disclose their misuse is difficult. The process of detection 

is more complicated when additional physical and mental 

disabilities are present (Lett, 1988; Brown & Backer, 1988; 

Straussman, 1985). Intrinsically, alcoholism and drug abuse 

are diseases of denial. NIDRR (1990) stated that 

individuals are likely to "deny, hide, or downplay" their 

substance abuse problems (p. 1). 

Greenwood (1984) mentioned the tendency to focus on the 

more obvious primary disability, allowing the secondary 

disability to go undetected. Lett (1988, p 16) elaborated: 

"Frequently . . . two disorders co-exist for long periods of 

time and are therefore extremely difficult to view 



independently." According to Schaschi and Straw (1989), 

problems created by alcohol and drugs are frequently 

attributed to the more visible impairment, and "there is 

often an erroneous assumption that all of the problems 

experienced by people with physical impairments are related 

primarily to the impairment" (p. 150). 
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Ina study by Dahlhauser, Dickman, Emener, and Lewis 

(1984), interviews conducted by trained and untrained 

counselors in a mental health facility were compared. A 

trained counselor found 60.8% of the presenting problems to 

be related to substance abuse, while an untrained counselor 

attributed only 6.1% to alcohol or drugs. Dahlhauser et al., 

reported that "lack of awareness and sensitivity [regarding 

issues of substance abuse] may cause counselors to focus on 

marginally relevant symptomatology rather than addressing 

primary aspects of presented problem(s)" (p. 33). 

As Benshoff (1990) conunented, "many rehabilitation 

practitioners encounter substance abuse problems in their 

clients on a daily basis and are required to identify and 

treat primary substance abuse problems often without an 

understanding of such issues" (p. 11). Most masters-level 

rehabilitation education programs offer at least one elective 

course in substance abuse, but the needs of multidisabled 

individuals may not be included in its curriculum. Greer 

(1989) noted that with very few exceptions, publications used 
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in rehabilitation education "tend to avoid the topic of 

multiple disabilities, including the pairing of physical 

impainnent with alcohol or other drug dependence" (p. 147). 

Thus, individuals trained as generalists or specialists in 

other areas within rehabilitation are not likely to receive 

specific training which prepares them to meet the challenges 

of identifying and treating multidisabled clients. 

Brown and Backer (1988) outlined a model program for 

training counselors in the areas of mental health and 

substance abuse. Stude (1990) suggested that a variety of 

interdisciplinary experiences with substance abuse personnel 

be included in rehabilitation counselor training programs. 

Livingston (1990) recommended a work-study model for 

providing professional rehabilitation education. 

Greer (1990) emphasized that rehabilitation counselor 

education programs need to prepare individuals to work 

effectively with multidisabled clients. He suggested that 

necessary program components include relevant coursework, the 

development of appropriate field-experience sites for 

practicums, "the collection and development of curricular 

material," and "an affective education component" (Greer, 

1986, 1990, p. 42). 

Dickman and Phillips (1983) concluded that 

rehabilitation counselors "need more alcoholism awareness 

training to make sure that their own attitudes are 
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nonjudgmental" (p. 44). In addition to problems of negative 

rehabilitation counselor attitudes toward individuals with 

substance abuse problems (Greer, 1986; Goodyear, 1983; Allen, 

et al., 1982) counselors may implicitly condone or "enable" 

chemical abuse by their attitudes (Kircus, 1990; Pires, 1989; 

Greer, 1986). Greer (1986) suggested that "counter-enabling 

education must start by introducing members of the 

rehabilitation team to the basic signs and symptoms of 

alcohol or drug abuse" (p. 36). As Dickman and Phillips 

(1983) pointed out, "the rehabilitation counselor requires 

tools for diagnosis" (p. 40). 

Instruments are often long, cumbersome, and 

inappropriate for use with persons suffering acute symptoms 

or disabling conditions which interfere with information 

processing. Skillfully conducted standardized interviews may 

be used before screening instruments are administered to 

confirm interview findings, or after screening instruments 

have indicated a problem {Connors, 19?9}. 

Cooper and Robinson {198?} asserted that "the assessment 

of chemical dependency has lagged substantially behind the 

development of treatments" {po 180}. Some of the instruments 

commonly used include the Michigan Alcoholism Screening 

Test {MAST}, the MacAndrew Alcoholism Scale {MAC}, and the 

Substance Abuse Proclivity Scale {SAPS}. The MAC and SAPS 

are derived from the MMPI. Few items on these measures 
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involve self-reporting, but the entire MMPI must be 

administered (Alcohol, 1990). After testing a variety of 

methods of screening for harmful alcohol consumption, Babor, 

Kranzler, and Lauerman (1989) concluded that "that no single 

procedure is universally suitable for the early 

identification of harmful drinkers" (p. 139). 

Sobell, Sobell, and Samuels (1974) noted that "self

report accuracy is important not only to the field of 

alcoholism, but to all disciplines which depend on such 

information" (p. 276). Most studies addressing the validity 

of self-reported substance use have focused upon populations 

of problem drinkers or alcoholics. Heinemann et al., (1988b) 

studied spinal cord injured (SCI) clients. They found a 

significant relationship between self-reports and toxicology 

analyses, but results did not agree in 34% of the cases. In 

the process of conducting interviews with clients who are 

suspected of substance abuse or who are in treatment for 

their problems, the vocational rehabilitation counselor 

values accurate self-reports from clients. However, the 

counselor cannot rely entirely on self-report techniques to 

identify or monitor substance abuse among clients. 

The Substance Abuse Subtle Screening Inventory (SASSI) 

unlike most of the substance abuse self-report screening 

instruments which rely solely on face validity, the SASSI was 

developed utilizing construct validity (Knot & O'Neill 1990). 
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Only a few items require self-reports. Cooper and Robinson 

(1987), who utilized the SASSI with a college population, 

described the SASSI as "showing definite potential as a 

short, inexpensive assessment tool that can differentiate 

among chemical abusers, social drinkers, and general 

psychiatric clients, independent of the respondent's level of 

honesty in answering the questionnaire" (p. 183). 

The SASSI has been utilized as a screening device in a 

variety of settings, including university student health and 

mental health centers, departments of corrections, court

ordered substance abuse programs, psychiatric units, and 

spinal cord injury and obesity treatment programs (Creager, 

1989) . 

The SASSI was developed by Dr. Glenn A. Miller utilizing 

an empirical approach to develop items for assessment. The 

intent was to utilize subtle items which "would not mobilize 

resistance in the test taker . and [would] accurately 

identify abusers regardless of their sex, drug of choice, or 

socioeconomic level" (Miller, 1988, p. 3-3). 

Initially, 1,000 potential items were tested using a 

sample of abusers and a sample of control subjects. Items 

which did not differentiate abusers from non-abusers were 

eliminated. During the next phase of the project, 100 to 200 

prescreened items were administered to small criterion 

groups. These included community groups in adult education, 



church groups, volunteers in community action programs, two 

residential alcoholic treatment centers, a half-way house, 

two illicit drug abuse residential programs, and a central 

evaluation unit of a community agency (Miller, 1988). 
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Later, a 600-item pool was administered in a door-to-door 

mail-in study. An additional study using the same item pool 

compared 50.drug abusers in a long-term ,treatment program and 

50 volunteer controls from social service agencies. Group 

members were matched on variables of age, education, social 

background, and level of general maladjustment so that 

responses would indicate differences in drug usage rather 

than other variables. Of items used in this study, "76 

significantly differentiated (p < .05) the combined male and 

female abusers from the combined control group using 

chi square analysis" (Miller, 1988, p. 3-9). 

The remaining item pool was administered to 89 

individuals in residential alcohol and drug treatment 

programs, as well as male and female control groups. The 

subjects completed the items under standard instructions and 

then "were asked to answer the items to convey a sense of 

being candid but to conceal any evidence of their chemical 

abuse history" (Miller, 1988, p. 3-12). At this point in the 

development of the SASSI, items discriminated between abuser 

and control groups but were found to be vulnerable to faking. 
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Finally, items were subjected to discriminate analysis, 

and subscales of items on the SASSI were differentiated. The 

Subtle Attributes (SAT) scale was composed of items on which 

both faking and honest abusers differed in the same direction 

from non-abusers. The Obvious Attribute (OAT) scale 

consisted of items which distinguished non-abusers from 

alcohol and drug abusers but which caused abusers to change 

under "fakegood" instructions. The Denial (DEN) scale 

contained items which differentiated faking abusers from 

honest abusers and nonabusers. The Alcohol or Drug Abuse 

(ALD) subset was found to do a reasonably good job of 

differentiating honest alcohol abusers from illicit drug 

abusers, but less well in differentiating faking alcoholics 

from drug abusers (Miller, 1988, p. 3-22). 

The DAN scale was later developed to differentiate 

individuals who were defensive abusers from defensive non

abusers. The co-dependent (FAM) scale was added last. The 

modified SASSI was then used on 78 abusers and 64 significant 

others in a family-oriented treatment program. These 

individuals were in earlier stages of abuse than the samples 

from residential treatment programs. Individuals in a ten

day detoxification program (N = 224) were also sampled. 

Analysis of SASSI data from the above samples indicated that 

68% of early stage defensive abusers were identified by the 

SASSI (Miller, 1988, p. 3-29). 
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When the current decision rules were utilized on the 

samples from which they were drawn, "88% of the clients in 

the detox sample, 68% of primary and family member abusers, 

and 92% of family nonabusers were correctly classified" 

(Miller, 1988, p. 4-3). Cross-validation studies of each of 

the SASSI subscales were carried out using profiles which, 

because of omitted items, had not been used in the original 

analysis. Subjects included 197 detox patients, 44 primary 

abusers, and 21 non-abusers in family-oriented outpatient 

treatment. Results of this analysis revealed that the SASSI 

successfully identified 81% of the detox clients, 57% of the 

primary abusers, 71% of the family member abusers, and 92% of 

the family non-abusers. 

In his doctoral dissertation, Klikunas (1989) evaluated 

the construct validity of the SASSI. His subjects consisted 

of 50 alcoholics, 50 "normals," 50 psychiatric outpatients, 

50 co-dependent family members, and 38 drug addicts. All 

participants were administered the SASSI, the Michigan 

Alcoholism Screening Test (MAST), and the MacAndrew Alcohol 

Screening Scale (MAC). Statistically, the SASSI was 

significantly superior to the other two scales in identifying 

normals and co-dependents. The SASSI and the MAC were 

superior to the MAST in correctly classifying psychiatric 

outpatients. The MAST correctly identified more alcoholics 

and drug addicts but identified a large percentage of 



nonabusers as abusers (Klikunas, 1989). The SASSI was 

accurate more than 90% of the time in screening out the 

control groups (Creager, 1989). 

Rehabilitation Services Administration 

The State-Federal Cooperative Rehabilitation Services 

Administration (RSA) is the largest rehabilitation service 

delive~ system nationwide, providing direct services to 

people with disabilities in offices located throughout the 

u.S. and its territories. 
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RSA treatment of individuals with substance abuse 

problems is of critical importance. It is also the federal 

agency most likely to encounter individuals with disabilities 

who choose not to disclose their substance abuse problems. 

An individual with multiple disabilities is more likely to 

reveal a substance abuse problem to the Social Security 

Administration or Veterans Administrations because doing so 

can result in enhanced benefits. Vocational rehabilitation's 

requirement of being alcohol and drug-free for six months 

prior to receiving services is common throughout the nation 

(Sales, 1989). This dissuades the multidisabled client from 

disclosing substance abuse problems to RSA personnel, fearing 

all services will be denied. 

According to Dickman and Phillips (l983) , "alcoholism is 

a hidden, serious factor in many other disabled populations 

and can easily sabotage the rehabilitation process, if not 
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detected" (p. 44). Initially, rehabilitation counselors 

conduct intake interviews as part of the eligibility process. 

While RSA has not adopted formal procedures for screening 

applicants for substance abuse, the well-trained and vigilant 

counselor will use the intake interview as an opportunity to 

assess psychosocial indicators of substance abuse. However, 

"rehabilitation counselors who are generalists are often 

unaware of symptoms of substance abuse" (Stude, 1990, p. 13). 

Counselors who do not want to deny needed services to 

clients will also be unlikely to confront them regarding 

suspected substance abuse (NIDRR, 1990; NIHR, 1982; Greer, 

1986). "Fears of adding an additional stigma and/or 

complicating the treatment plan are factors leading 

rehabilitation professionals to overlook behaviors which 

would be diagnostically significant to personnel in the 

fields of substance abuse" (Greer, 1990, p. 41). 

Based upon diagnostic information collected by the 

counselor, primary, secondary, and tertiary disability codes 

are assigned to clients. These reflect the client's most 

functionally limiting condition as the primary disability. 

When substance abuse is present in combination with other 

disabilities, alcoholism or drug abuse is often designated as 

the primary disability because of its severe implications for 

rehabilitation. Although three disability codes may be 

assigned if needed, national RSA data reflect only two. 
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Thus, a multiply disabled client who is misusing both alcohol 

and drugs and has an additional physical or mental impairment 

is not accurately described in the federal statistics. 

Based on diagnostic information, the rehabilitation 

counselor and client jointly develop and formally agree upon 

an Individualized Written Rehabilitation Program (IWRP). 

This treatment plan will not address the full extent of the 

client's needs if substance abuse problems remain undetected 

or unaddressed during the IWRP process. 

According to Federal Rehabilitation Services 

Administration (RSA) data for fiscal year 1988, a total of 

22,612 clients with primary disabilities of alcoholism or 

drug abuse were successfully rehabilitated. 

10.6% of all clients rehabilitated in 1988. 

This represents 

Approximately 

half of the clients with primary disability codes designating 

alcoholism or drug abuse had no identified secondary 

disability. Mental illness and substance abuse were the most 

common secondary disabilities reported. When alcoholism or 

drug abuse was identified as a secondary disability, mental 

illness and substance abuse were also the most frequently 

occurring primary disabilities. 

The mean cost of providing services to clients 

rehabilitated in 1988 was $2,017.80. On average, it cost 

considerably less to rehabilitate clients with diagnoses of 

alcoholism ($1,326.40) and drug abuse ($1,158.90) than those 
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with other disabilities. Successfully rehabilitated clients 

were primarily employed in industrial, service, professional, 

and clerical jobs. Both "earnings at closure" and "hours 

working at closure" exceeded the mean for all rehabilitated 

clients. 

During 1988 a total of 20,1·97 clients with primary or 

secondary disability codes indicative of alcoholism and 

12,288 indicative of drug abuse. were successfully 

rehabilitated. Table 1 provides data relative to the 

incidence of alcoholism or drug abuse among successful 

rehabilitants singularly, in combination, and with other 

disabilities. 

In 1988 a total of 11,454 successfully rehabilitated 

clients were described as multidisabled by alcoholism and an 

additional disability other than drug abuse. Clients 

described as multidisabled by drug abuse and an additional 

disability other than alcoholism totaled 4,039. These 

success rates for multidisabled clients represent .003% 

of the conservatively estimated 3.6 million persons in our 

nation with alcoholism and additional disabilities and .002% 

of the conservatively estimated 1.8 million persons with drug 

abuse and other disabilities (NIDRR, 1990; Heinemann, 1986). 

In 1988, a total of 11,340 clients with primary 

disability codes indicative of alcoholism failed to be 

successfully rehabilitated, and an additional 15,238 



Table 1 

Federal RSA Data for Fiscal Year 19BB: 

Combinations of Alcoholism and Drug Abuse as primary and 

Secondary Disabilities 

SeconCla:ry 

disability 

Alcoholism 

Drug abuse 

Other 

None 

Prima:ry disability 

Alcoholism Drug abuse Other 

o 1,438 3,646 

3,176 o 1,633 

7,818 2,406 o 

7,287 3,725 125,027 
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applicants were not accepted as clients. Among the total of 

41,691 individuals with primary disability codes indicative 

of alcoholism whose cases were closed in 1988, 36.25% were 

successfully rehabilitated. 

Similarly, in 1988 a total of 4,612 clients with primary 

disability codes indicative of drug abuse failed to be 

successfully rehabilitated, and an additional 7,624 

applicants were not accepted as clients. Of the total of 

19,715 individuals with a primary disability code indicative 

of drug abuse whose cases were closed in 1988, 37.93% were 

successfully rehabilitated. These figures compare to an 

overall RSA success rate of 55% for 1988, when all 

disabilities were considered together. 

It is not known how many additional clients in the RSA 

system have undetected problems of substance abuse or how 

many multidisabled individuals apply for services but fail to 

follow through. Improved detection and reporting procedures 

are needed to identify multidisabled clients, to enhance 

understanding of the nature and scope of their problems, and 

to assure their needs are being met. More cost-effective 

service delivery and improved rehabilitation success rates 

for all clients would be important benefits of detecting 

substance abuse among vocational rehabilitation clients. 



Sununary 

This chapter has presented an overview of some of the 

relevant literature. Estimated rates of substance abuse in 

the general population and among people with disabilities 

were reported. The etiology of substance abuse relevant to 

persons with disabilities was also explored. 
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Problems of identifying substance abuse among 

individuals with additional disabilities were enumerated, and 

the process of developing and validating the Substance Abuse 

Subtle Screening Inventory was described. Finally, RSA's 

experience in treating clients with substance abuse diagnoses 

was explored. 



CHAPTER 3 

RESEARCH METHODOLOGY 
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This chapter will describe the methods used to address 

the research question: What is the incidence of detected and 

undetected substance abuse among vocational rehabilitation 

applicants? The subjects, setting, instrumentation, research 

design, procedures, treatment of data, and analysis of the 

SASSI instrument will be addressed. 

Description of the Subjects 

One Rehabilitation Services Administration (RSA) office 

in Arizona was asked to paLticipate in this study. Subjects 

consisted of 134 adults who applied for services within a 

consecutive four-month period, April through July, 1991. 

Subjects represented 95% of those individuals who applied for 

RSA services during the data collection period. Four persons 

completed the application process, but chose not to 

participate in the study. At the conclusion of the study 

three subjects lacked documentation upon which to base an 

eligibility decision, and were not included. 

A profile of the subjects was constructed from 

information they supplied (see Appendix C). Variables 

included: age, sex, ethnicity, education, primary, 

secondary, and tertiary disabilities, age at onset, and cause 

of disability. 
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Table 2 

Descriptiye Demographic Data 

Rehabilitation Applicants (N = 134) 

Percent 

Gender 

Male 58 

Female 42 

Ethnicity 

Asian 0 

Black 4 

Hispanic 9 

Native American 4 

White 80 

Other 3 

Age range 

18 - 24 years 20 

25 - 34 35 

35 - 44 23 

45 - 54 15 

55 - 64 7 



Table 2 

Descriptiye Demographic Data (Continued) 

Age 

Mean 

Range 

SD 

Education 

Mean grade completed 

Completed high school 

Mode 

Range 

SD 

Cause of primary disability 

Accident 

Disease 

Congenital 

Unknown 

35 years of age 

18 - 62 years 

11. 046 

12.4 years 

66% 

12 years 

8 - graduate school 

1.977 

Percent 

37 

20 

23 

20 

77 



Figure 1. 

Histogram - Age at Onset of Primary pisability 
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Table 3 

Self-DisclQsed Disability Data 

Disability 

category 

Visual impairment 

Hearing impairment 

Orthopedic 

Back 

Mental illness 

Alcohol 

Drugs 

Mental retardation 

Epilepsy 

% Primary 

disability 

1.5 

1.5 

24.5 

15.5 

7.5 

7.5 

5.0 

1.0 

4.0 

Learning disabilities 17.0 

Other neurological 3.0 

Cardiac 3.0 

Other 6.0 

None 3.0 

% Secondary 

disability 

1.5 

.5 

6.0 

7.5 

4.5 

4.5 

3.0 

.0 

1.5 

2.5 

0.5 

.0 

4.5 

63.5 

79 

% Tertiary 

disability 

0.5 

.0 

.0 

.5 

1.5 

1.0 

3.0 

.0 

.5 

.0 

.0 

.0 

1.0 

92.0 
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Description of the Setting 

The SASSI instrument was administered by RSA personnel 

after the group orientation meeting held each Friday at the 

RSA office. The supervisor administered the instrument 

fourteen out of the seventeen weeks spanning the study. In 

his absence one other individual administered the SASSI. 

Both were trained by the researcher following the procedures 

outlined in the SASSI Manual (Miller, 1988). 

Group size ranged from three to twenty subjects. 

Adequate space was provided for each subject to complete the 

paper-and-penci1 task. The instrument was administered in a 

large, well-lighted conference room, with long tables and a 

sufficient number of chairs. 

Subjects were given as much time as they needed to 

complete the instrument. Some finished within a few minutes, 

while others required up to thirty minutes to respond to all 

items. Under most circumstances, the SASSI requires ten 

minutes to complete (Miller, 1985). With permission from the 

publisher, an audiotaped version of the SASSI was available 

for subjects who had difficulty reading the instrument. The 

tape was never used, but secretarial staff assisted three 

individuals by reading items. 

Research Instrumentation 

The substance Abuse Screening Inventory (SASSI) was 

utilized in this study as a tool to screen for substance 
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abuse among vocational rehabilitation applicants. The SASSI 

is a 52-item inventory developed by Dr. Glenn A. Miller (see 

Appendix A). It provides an indirect method of screening for 

substance abuse among individuals who are likely to be 

denying the problem. A sample of the first five SASSI items 

are as follows: 

T F 
T F 
T F 

T F 
T F 

People generally like to help others. 
I usually go along and do what others are doing. 
At least one of my parents was often depressed, 

unhappy or insecure when I was a child. 
I have never been in trouble with the police. 
I was always well behaved in school. 

The subject is asked to fill in the square in the column 

headed liT" if the statement tends to be true for them, and in 

the column headed "F" if the statement tends to be false. 

The SASSI Manual suggests ways of handling unique situations 

that may arise (Miller, 1988). A readability index was used 

to detenmine that the SASSI is written on a 4.3 grade-level 

(Right Writer, 1990). 

The inventory requires approximately one minute to score 

with the use of a printed plastic overlay (Miller, 1985b). 

The instrument is accompanied by Male and Female Profile 

Charts (Miller, 1983} , to be used to graph subscale totals 

(see Appendix B). The six SASSI subscales are: Obvious 

Attributes (OAT), Subtle Attributes (SAT), Denial (DEN), 

Defensiveness (DAN), Alcohol or Drug Abuse (ALD), and Co

Dependence (FAM). The scorer proceeds through a series of 



decision rules before classifying an individual as a non

abuser or abuser. 

Several T score patterns are indicative of substance 

abuse. These include: an OAT or SAT T score 70 or above, 

both OAT and SAT T scores 60 or above, both SAT and DEN T 

scores 60 or above, or a DAN raw score 6 or above (Miller, 

1985, p. 6-12). In addition, if two of the following are 

true, the subject is classified as an abuser: (a) OAT raw 

score of 8 or more, (b) SAT raw score of 5 or over, or (c) 

DEN score of 8 or more (Miller, 1991). 
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Because of the relational quality of the SASSI subscales 

and the applicable scoring procedures, a total SASSI score 

was not contrived. Clinical interpretations of the SASSI 

were also not used in the analysis. 

Rehabilitation Services Administration personnel 

administered the SASSI following the procedures outlined in 

the SASSI Manual (Miller, 1988). This research and testing 

was conducted in accordance with applicable RSA policies and 

procedures, and in compliance with the University of 

Arizona's Human Subjects Guidelines. The researcher had no 

direct contact with subjects and was not provided clients' 

names or RSA-assigned client numbers. 

General Design of the Study 

This cross-sectional descriptive study was designed to 

survey the rate of substance abuse among Vocational 
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rehabilitation applicants (Borg & Gall, 1989). It describes 

the degree to which applicants self-disclosed, or were 

identified by the SASSI instrument or RSA personnel as having 

a substance abuse problem. The relationship between client 

eligibility and substance abuse was also explored. 

Procedures 

1. The SASSI instrument was administered to vocational 

rehabilitation applicants following an orientation meeting. 

2. Applicants completed a form providing demographic 

information (see Appendix C) . 

3. Each applicant was assigned to a counselor, who was 

responsible for their case management. 

4. A period of two to three months lapsed between the 

time a perspective client initially applied, and their 

eligibility was determined. Meanwhile, a general medical 

examination was conducted. Dependent on the applicant's 

presenting problem(s) and rehabilitation goals, other 

information was also requested from medical specialists, 

psychologists, or vocational evaluators; and the necessa~ 

diagnostics conducted at agency expense. Some individuals 

require a period of extended evaluation before an appropriate 

eligibility decision can be reached. 

5. Counselor judgement formed the basis for eligibility 

decisions, supported by medical staff. 



6. After eligibility decisions were made for each 

client, the RSA Supervisor collected pertinent client 

information and communicated it to the researcher. 
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7. If the subject was deter.mined eligible, the 

following information was collected: the disability code(s} 

assigned by RSA; designation as severely or non-severely 

disabled according to RSA guidelines; and DSM III-R code(s}, 

if the client had a psychological examination (APA, 1987). 

8. If the subject's case was closed, the reason for 

ineligibility or closure was specified. If a RSA code or 

DSM III-R code was assigned, it was also recorded. In many 

instances, codes were not available because closure occurred 

prior to gathering diagnostic information. 

Treatment of Data 

Research questions are stated. A description of the 

analysis conducted is provided for each: 

1. What is the rate of substance abuse among vocational 

rehabilitation applicants as measured by the Substance Abuse 

Subtle Screening Inventory (SASSI)? 

Using the overlay key, SASSI items were scored by adding 

the number of marked items included in each subsca1e. Totals 

were recorded on a Male or Female Profile Chart. Decision 
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rules were applied, and a determination made as to whether 

the SASSI indicated the subject was a non-abuser or substance 

abuser. The incidence of substance abuse for the sample, as 

measured by the SASSI, was calculated. 

For purposes of this study, the SASSI was utilized 

without the Risk Prediction Scales which often accompany it. 

In isolation, SASSI results may indicate a problem with 

alcohol or drugs; but it is not possible to ascertain if the 

individual is in recovery or needs treatment. 

Clinical interpretations of SASSI subscale scores 

separate chemical abuse and dependence, and may indicate 

whether the problem is alcohol or drug related. For purposes 

of this study, clinical interpretations were not used. 

2. At what rate do applicants for vocational 

rehabilitation services initially self-disclose substance 

abuse problems in writing. 

Demographic information forms were examined to determine 

the rate at which applicants disclosed alcohol abuse/ 

dependence or drug abuse/dependence as a primary, secondary, 

or tertiary disability. 

3. What is the rate of substance abuse among vocational 

rehabilitation applicants, as indicated by the disability 

codes assigned by Rehabilitation Services Administration 

(RSA) personnel? 
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RSA disability codes were analyzed to determine the rate 

at which primary, secondary, and tertiary disability codes 

reflected a diagnosis of alcohol abuse/dependence or drug 

abuse/dependence. 

4. What is the rate of substance abuse among vocational 

rehabilitation applicants as indicated by the DSM III-R 

code{s) assigned by a psychologist? 

DSM III-R codes were analyzed to determine to what 

extent they reflected the diagnosis of substance abuse by a 

psychologist. 

S. How does the rate of substance abuse (as measured by 

the SASSI) compare to the rate indicated by disability codes? 

Rates of substance abuse among eligible and closed cases 

were delineated according to the method of identification: 

self-disclosure by the client, SASSI score indicative of 

substance abuse, RSA assigned disability code(s), and/or DSM 

II-R code{s). Rates of indication of substance abuse were 

then compared to the rate of identification reflected in RSA 

assigned disability codes. 

6. What is the relationship between an applicant's 

score on the SASSI and the disability code assigned by RSA 

personnel? 

Comparisons were made between SASSI-identified subjects, 

and assigned RSA codes. 
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7. To what extent do disability codes reflect the dual 

diagnoses of alcoholism or drug abuse and an additional 

disability? 

Using a frequency distribution, disability codes were 

analyzed separately to determine to what extent they 

reflected the singular diagnosis of alcohol abuse/dependence, 

drug abuse/dependence, or the combination of alcohol and drug 

abuse/dependence. In addition, analysis was conducted to 

determine the rate at which problems with alcohol or drugs 

appear in combination with another disability category. 

8. How does the rate of substance abuse among 

vocational rehabilitation applicants compare to estimates of 

substance abuse among the general population? 

A frequency distribution was utilized to describe the 

rate at which any indication of substance abuse appears in 

combination with another disability. Results of this 

analysis were used to compare the rate of substance abuse 

evidenced in this sample with several estimated rates of 

substance abuse among the general population. 

9. How does the rate of substance abuse among eligible 

vocational rehabilitation applicants with other known 

disabilities compare to the findings of previous 

studies relative to the incidence of substance abuse among 

individuals with other disabilities? 
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Results of the previous analysis were utilized to 

compare the rate of multiple disabilities in this sample with 

rates described in several previous research studies. Rates 

of substance abuse were determined for the three disability 

categories represented by a sufficient number of subjects in 

this study: mental illness, orthopedic, and back problems. 

However, most disabilities were not "evenly distributed" 

among subjects, and sample sizes representing particular 

disabilities were too small to warrant analysis. Regardless 

of sample size, results of this investigation would have been 

distorted because disabilities frequently do not occur in 

isolation and their interactive nature defies quantification. 

More than one-third {36%} of the subjects included in this 

sample self-disclosed more than one disability, and 8% 

mentioned three disabilities. 

10. Is the rate of substance abuse among eligible 

applicants lower than among applicants whose cases were 

closed? 

A frequency distribution was used to determine the rates 

of substance abuse identified by self-disclosure, the SASSI, 

and RSA assigned disability codes for eligible and closed 

cases. 

For persons with at least 01'~ indication of substance 

abuse, a 2 x 9 contingency table was utilized to describe the 

relationship between indication of substance abuse and 
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eligibility. Categories included: (a) self-disclosure only; 

(b) SASSI score only; (c) disability code only; (d) DSM III-R 

only; (e) self-disclosure and SASSI score; (f) self

disclosure and disability code; (g) self-disclosure and DSM 

III-R; (h) SASSI score and disability code; (i) SASSI score 

and DSM III-R; or (j) disability code and DSM III-R; and (k) 

self-disclosure, SASSI score, disability code, and DSM III-R 

code (Minimum, 1979; Statview, 1986). 

11. What are the comparative rates of detected and 

undetected substance abuse among eligible applicants and 

applicants whose cases were closed? 

A 2 x 2 contingency table was utilized to describe the 

relationship between eligibility status and detection of 

substance abuse. For purposes of this study, undetected 

substance abuse was defined as either self-disclosure or a 

SASSI score indicative of substance abuse, which is not 

reflected in the individual's RSA assigned disability code or 

DSM III-R code. Detected substance abuse was evidenced by 

the individual's primary, secondary, or tertiary disability 

code assigned by a counselor. 

Analysis of the SASSI Instrument 

Contingency tables and two group ~-tests were utilized 

to analyze the SASSI instrument (Borg & Gall, 1989; Hintze, 

1990). Relationships between disabilities other than 

substance abuse and individual SASSI items were analyzed. 
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The impact of this variance upon mean SASSI scores was 

investigated. These procedures were necessary because it was 

not known if or how disability might impact SASSI 

perfonnance. 

Conclusion 

This research did not involve "labeling" anyone as a 

substance abuser or non-abuser. Individual SASSI scores will 

remain confidential. At the conclusion of this project, only 

collective results of the study will be published and 

shared with RSA personnel. Later, data will be relinquished 

to the university of Arizona researcher who has the 

responsibility for conducting the intended follow-up study, 

and maintaining the same level of confidentiality. 



CHAPTER 4 

RESULTS AND DISCUSSION 
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The purpose of this study was to investigate rates of 

undetected and detected substance abuse among vocational 

rehabilitation applicants. The first section of this chapter 

reports the findings of this study. Research questions are 

restated, and related analyses and results are presented. 

Descriptions of SASSI-related analyses follow, with 

accompanying results. The second section of this chapter 

discusses the study's findings. 

Results 

Research Ouest ion 1 

What is the rate of substance abuse among 

vocational rehabilitation applicants as measured by the 

Substance Abuse Subtle Screening Inventory (SASSI)? 

The SASSI identified 46 of the 134 applicant-subjects as 

having significant problems with alcohol or drugs. Thus, the 

rate of substance abuse measured by the SASSI was equal to 

34% of the total sample. 

Research Question 2 

At what rate do applicants for vocational rehabilitation 

services initially self-disclose substance abuse problems in 

writing? 
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A total of 23 (17%) of the applicant subjects self

disclosed alcoholism and/or drug abuse as disabilities. 

seventeen subjects (12.6%) self-disclosed substance abuse as 

their primary disability. Problems with only alcohol or 

drugs were self-disclosed by 11 subjects, while the remaining 

12 subjects self-disclosed other disabilities in addition to 

substance abuse. Table 4 illustrates this distribution. 

Research Question 3 

What is the rate of substance abuse among vocational 

rehabilitation applicants as indicated by the disability 

codes assigned by Rehabilitation Services Administration 

(RSA) personnel? 

A total of 24 applicants for vocational rehabilitation 

services were assigned primary, secondary, or tertiary 

disability codes indicative of alcoholism or drug abuse. 

This represents an identified substance abuse rate of 30% 

among the 80 applicants who were assigned RSA disability 

codes. 

Of the 41 applicants determined eligible to receive 

services, 8 subjects (19.5%) were assigned disability codes 

indicative of alcoholism or drug abuse. RSA disability codes 

were also assigned to 39 of the 93 applicants whose cases 

were closed because of intervening reasons, lack of follow 

through, or ineligibility decisions. Sixteen of the 39 RSA

coded applicants whose cases were closed reflected primary, 
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Table 4 

Patterns of Self-pisclosed Alcoholism and Drug Abuse 

# of 

cases 

5 

2 

1 

3 

1 

1 

1 

1 

1 

1 

1 

2 

1 

1 

1 

Prima:ry 

disability 

Alcoholism 

Drug abuse 

Alcoholism 

Drug abuse 

Alcoholism 

Drug abuse 

Drug abuse 

Alcoholism 

Alcoholism 

Alcoholism 

Orthopedic 

Orthopedic 

Orthopedic 

Epilepsy 

Epilepsy 

Seconda:ry 

disability 

None 

None 

Drug abuse 

Alcoholism 

Back 

Back 

LD 

Drug abuse 

Drug abuse 

Drug abuse 

Alcoholism 

Alcoholism 

Orthopedic 

Mental illness 

Other 

Tertia:ry 

disability 

None 

None 

None 

None 

None 

None 

None 

Back 

Mental illness 

Epilepsy 

None 

Drug abuse 

Drug abuse 

Drug abuse 

Alcoholism 



secondary, or tertiary disability codes indicative of 

alcoholism or drug abuse. This represents an identified 

substance abuse rate of 41% among RSA-coded case closures. 

Disability codes were not assigned to the remaining 54 

applicants because of insufficient diagnostic information 

(see Tables 5 and 6) . 

Research Question 4 

What is the rate of substance abuse among vocational 

rehabilitation applicants as indicated by the DSM III-R 

code(s) assigned by a psychologist? 

94 

vocational rehabilitation counselors referred 23 of the 

134 applicants for psychological examinations. Each of these 

subjects was assigned one or more DSM III-R codes by a 

licensed psychologist (APA, 1987). These DSM III-R codes 

were analyzed to deter.mine the extent to which they reflected 

a diagnosis of substance abuse. A frequency distribution 

revealed that among individuals who received psychological 

examinations, seven subjects were assigned DSM III-R codes 

indicative of substance abuse. This represents 30% of the 23 

subjects referred for psychological examinations and 5% of 

the total sample. In each case, this diagnosis was reflected 

in the subject's RSA-assigned disability code. Six of these 

seven subjects also self-disclosed their substance abuse 

problem. 
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Table 5 

RSA-Coded Substance Abuse Among Eligible Clients (n = 4l) 

# of 

cases 

2 

l 

l 

l 

2 

l 

Prima:ry 

disability 

Alcoholism 

Alcoholism 

Drug abuse 

Alcoholism 

Orthopedic 

Mental illness 

Seconda:ry 

disability 

Drug abuse 

Orthopedic 

Epilepsy 

Mental illness 

Mental illness 

Epilepsy 

Tertia:ry 

disability 

None 

None 

Orthopedic 

Mental illness 

Alcoholism 

Drug abuse 



Table 6 

RSA-Coded Substance Abuse Among Closed Cases (n = 39) 

# of 

cases 

5 

3 

2 

1 

1 

1 

1 

1 

1 

Primary 

disability 

Alcoholism 

Alcoholism 

Drug abuse 

Drug abuse 

Back 

MR 

Epilepsy 

Back 

Orthopedic 

Secondary 

disability 

Drug abuse 

None 

None 

Alcoholism 

Alcoholism 

Alcoholism 

Drug abuse 

Drug abuse 

Drug abuse 

Tertiary 

disability 

None 

None 

None 

Epilepsy 

Drug abuse 

Drug abuse 

Alcoholism 

Alcoholism 

None 
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Research Question 5 

How does the rate of substance abuse (as measured by the 

SASSI) compare to the rate indicated by disability codes? 

The SASSI identified 46 subjects or 34% of the sample of 

RSA applicants as having significant substance abuse 

problems. Among the 80 subjects who were assigned RSA codes, 

30% were identified as having substance abuse problems. 

A total of 24 subjects or 18% of the total sample was 

actually assigned a primary, secondary, or tertiary 

disability code indicative of substance abuse. Thus, the 

SASSI identified approximately twice as many subjects as were 

assigned RSA disability codes indicative of substance abuse. 

Research Question 6 

What is the relationship between an applicant's score on 

the SASSI and the disability code assigned by RSA personnel? 

Of the 46 SASSI-identified subjects, 15 were assigned 

RSA codes indicative of substance abuse. Eleven of these 

subjects also self-disclosed their substance abuse problems. 

Four subjects identified by the SASSI were determined 

eligible to receive services, three of whom were assigned an 

RSA code indicative of substance abuse. Each of these 

subjects had self-disclosed a substance abuse problem. 

Nine subjects not identified by the SASSI were assigned 

RSA disability codes indicative of alcoholism or drug abuse. 



Four of these applicants had self-disclosed a problem with 

alcohol or drugs. 

Research Question 7 
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To what extent do RSA disability codes reflect the dual 

diagnoses of alcoholism and/or drug abuse abuse and an 

additional disability? 

Using a frequency distribution, disability codes were 

analyzed separately to determine to what extent they 

reflected the singular diagnosis of alcoholism or drug abuse 

or the combination of alcoholism and drug abuse. Three 

subjects were assigned disability codes indicative only of 

problems with alcohol, and two were assigned disability codes 

indicative only of problems with drugs. Seven subjects were 

assigned RSA disability codes indicative of the combination 

of alcoholism and drug abuse. 

Tables 7 illustrates RSA-assigned disability codes 

indicative of substance abuse. Half of these 24 assigned 

disability codes were indicative of alcoholism or drug abuse 

in combination with another disability. Thus, 9% of the 

total sample were assigned RSA disability codes indicative of 

only substance abuse, and 9% of the sample were dually 

diagnosed as evidenced by RSA assigned disability codes. 



99 

Table 7 

Frequency Distrjbution: RSA-Coded Substance Abuse 

# of 

cases 

3 

2 

7 

1 

1 

1 

1 

1 

1 

1 

1 

2 

1 

1 

Primary 

disability 

Alcoholism 

Drug abuse 

Alcoholism 

Drug abuse 

Alcoholism 

Drug abuse 

Alcoholism 

Back 

Back 

MR 

Epilepsy 

Orthopedic 

Mental Illness 

Orthopedic 

Secondary 

disability 

None 

None 

Drug abuse 

Alcoholism 

Orthopedic 

Epilepsy 

Mental Illness 

Alcoholism 

Drug abuse 

Alcoholism 

Drug abuse 

Mental Illness 

Epilepsy 

Drug abuse 

Tertiary 

disability 

None 

None 

None 

Epilepsy 

None 

Orthopedic 

Mental Illness 

Drug abuse 

Alcoholism 

Drug abuse 

Alcoholism 

Alcoholism 

Drug abuse 

None 
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Research Question B 

How does the rate of substance abuse among vocational 

rehabilitation applicants compare to estimates of substance 

abuse among the genel.·al population. 

A frequency distribution comparing self-disclosures, 

SASSI scores, RSA disability codes, and DSM III-R codes was 

utilized to determine the rate at which an indication of 

substance abuse appeared in isolation or in combination with 

other disabilities. RSA codes were used for purposes of this 

analysis. Self-disclosed disabilities were utilized if no 

RSA code had been assigned. 

Utilizing the combined methods of identification, the 

overall rate of substance abuse among this sample of 

vocational rehabilitation applicants was found to be 41%. 

Ten percent of this total represented subjects whose 

disabilities were limited to alcoholism or drug abuse. The 

remaining 31% represented subjects with disabilities in 

addition to substance abuse. Nineteen percent of the total 

sample evidenced one disability in addition to substance 

abuse, and 12% evidenced two disabilities in addition to 

substance abuse. Table 8 illustrates this frequency 

distribution, and table 9 summarizes these findings. 
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Table 8 

Frequency Distribution: Substance Abuse and Disabilities 

Substance abuse & disabilities 

Alcoholism only 

Alcoholism & drug abuse 

Back problems & SA 

Mental illness & SA 

Orthopedic & SA 

Learning disabilities & SA 

Mental retardation & SA 

Epilepsy & SA 

Neurological & SA 

MI, orthopedic, & SA 

Cardiac, MI, & SA 

HI, orthopedic, & SA 

Back, orthopedic, & SA 

Orthopedic, other, & SA 

Back, MI, & SA 

MR., other, & SA 

Epilepsy, orthopedic, & SA 

Epilepsy, MI, & SA 

Back, neurological, & SA 

Other, VI, & SA 

Frequency 

5 

8 

8 

5 

4 

4 

2 

2 

1 

3 

2 

2 

2 

1 

1 

1 

1 

1 

1 

1 

Percent 

3.73 

5.97 

5.97 

3.73 

2.99 

2.99 

1.49 

1.49 

0.75 

2.24 

1.49 

1.49 

1.49 

0.75 

0.75 

0.75 

0.75 

0.75 

0.75 

0.75 



Table 9 

FreQUency Distribution; Summary of Multidisabled 

Substance Abuse 
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Multidisabled substance abuse 

Disability 

Visual impairment 

Hearing impairment 

Orthopedic 

Back injury 

Mental illness 

Mental retardation 

Epilepsy 

Learning disability 

Other neurological 

Cardiac 

Other 

Observed 

frequency 

1 

2 

13 

12 

12 

3 

4 

4 

2 

2 

3 

Total 

3 

3 

37 

26 

31 

6 

8 

21 

3 

3 

18 

Percent 

of total 

33 

67 

35 

46 

38 

50 

50 

19 

67 

67 

17 
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Estimated rates of alcohol abuse and dependence in the 

United States range between 10% and 13.7% (Alcohol, 1990; 

APA, 1987; NIDA, 1988; Helzer, 1988). Rates of drug abuse 

and dependence in the general population are estimated to 

range from 5.9% to 8% (APA, 1987; Helzer, 1988; NIDA, 1988). 

The 10% rate of substance abuse-only problems found in 

this sample is lower than combined national estimates of 

alcohol and drug abuse. However, the rate of substance abuse 

among subjects with other disabilities (31%) is significantly 

higher than the rate estimated for the general population 

(NIDA, 1988; Helzer, 1988; Alcohol, 1990). 

Research Question 9 

How does the rate of substance abuse among vocational 

rehabilitation applicants with other disabilities compare to 

the findings of previous studies relative to the rate of 

substance abuse among individuals with disabilities? 

A total of 31% of this sample of RSA applicants with 

disabilities was identified by self-disclosure, the SASSI, 

RSA codes, or DSM III-R codes as also having a substance 

abuse problem. This is approximately twice the minimum rate 

estimated for the general population and is consistent with 

estimates of substance abuse among persons with physical 

disabilities (Boros, 1989; Buss, 1985; Dufour et al., 1989) 

and among general rehabilitation populations (Rasmussen & 

DeBoer, 1980; Greer, 1988; Benshoff et al., 1990a). 
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Research Question 10 

Is the rate of substance abuse among eligible applicants 

lower than among applicants whose cases were closed? 

The rate of indication of substance abuse among eligible 

applicants exceeded the rate among applicants whose cases 

were closed. 

The SASSI, RSA codes, and DSM III-R codes all identified 

rates of substance abuse between 30% and 34% in this sample 

of vocational rehabilitation applicants but did not 

necessarily identify the same subjects. 

Table 10 summarizes the rate at which the SASSI, self

disclosure, RSA codes, and DSM III-R codes independently 

indicated substance abuse among eligible and closed cases. 

Qf the 46 SASSI-identified subjects, 14 were determined 

eligible to receive services. Eight of the 23 applicants who 

self-disclosed substance abuse problems were found eligible. 

Eight of the 24 applicants who were assigned disability codes 

indicative of substance abuse were determined eligible to 

receive services, and six of the seven subjects who were 

assigned DSM III-R codes indicative of substance abuse were 

found eligible. 

Overall, 55 subjects or 41% of the total sample 

evidenced some indication of substance abuse when the four 

methods of identification were combined. Among the 41 

eligible clients, 19 (46%) had some indication of substance 



Table 10 

Method of Indication of Substance Abuse and Eligibility 

Method of 

indication Eligible 

SASSI 14 

Self-disclosure 8 

RSA codes 8 

DSM III-R codes 6 

Closed 

32 

15 

16 

1 

Total 

frequency 

(46 of 134) 

(23 of 134) 

(24 of 80) 

(7 of 23) 
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Total 

rate 

34% 

17% 

30% 

30% 
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abuse. Among the 93 applicants whose cases were closed, 36 

(39%) had some indication of substance abuse. Thus, the 46% 

rate of indication of substance abuse among eligible clients 

exceeded the 39% rate among closures. 

Relationships between indications of substance abuse and 

eligibility were investigated using a 2 x 9 contingency 

table. The total chi-square statistic for this analysis was 

significant at the .01 level with 8 degrees of freedom, 

evidencing a close relationship between indication of 

substance abuse and eligibility (see Table 11). With the 

exception of SASSI indications of substance abuse, the method 

of identification of substance abuse and eligibility were 

closely related. The SASSI identified 23 subjects whose 

substance abuse was not corroborated by an additional method 

of identification. Agreement among indications of substance 

abuse was highest between self-disclosure and SASSI 

indications (19 cases) and between self-disclosure, SASSI, 

and RSA codes (11 cases). The eight applicants identified by 

RSA codes, or the SASSI and RSA codes, were not determined 

eligible for services, but six of the seven subjects who 

received psychological examinations were accepted as clients. 

Eight of the 23 clients Wh0 self-disclosed substance abuse 

problems, half of whom had psychological examinations, were 

determined eligible to receive services. 
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Table 11 d Eligibility (p = .0133 wi 8 dfl . ~l· Indications of Substance Arnlse an Cont1ngency T e. 

Indication 

SASSI only 

RSA code only 

Self-disclosure & SASSI 

Self-disclosure & RSA code 

SASSI & RSA code 

RSA code & DSM III-R code 

Self-disclosure, RSA, & DSM 

Self-disclosure, SASSI, & RSA 

ALL 

Eligible 

Observed 

frequency 

10 

0 

1 

1 

0 

1 

3 

1 

2 

% of 

column 

52.63 

00.00 

5.26 

5.26 

0.00 

5.26 

15.79 

5.26 

10.53 

Closed 

Observed 

frequency 

13 

4 

7 

0 

4 

0 

0 

7 

1 

% of 

column 

36.11 

11.11 

19.44 

.00 

11.11 

.00 

.00 

19.44 

2.78 

Total 

% 

41.82 

7.27 

14.55 

1.82 

7.27 

1.82 

5.45 

14.55 

5.45 



ReSearch Question 11 

What are the comparative rates of detected and 

undetected substance abuse among eligible applicants and 

applicants whose cases were closed? 
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A 2 x 3 contingency table was utilized to compare rates 

of detected and undetected substance abuse among eligible 

subjects and applicants whose cases were closed. For 

purposes of this analysis, detected substance abuse was 

identified by the individual's RSA assigned disability codes. 

Undetected substance abuse was defined as either self

disclosure or a SASSI score indicative of substance abuse 

which was not reflected in the subject's RSA assigned 

disability codes. The total chi-square statistic 

(p = .6996 with 2 df) indicated no significant relationship 

between detection of substance abuse and eligibility (see 

Table 12) . 

Among the 41 applicants determined eligible to receive 

vocational rehabilitation services, 11 (27%) represented 

cases of undetected substance abuse. Among the 93 applicants 

whose cases were closed, 20 (21.5%) had indications of 

substance abuse which were not reflected in RSA-assigned 

disability codes. However, among the 39 RSA-coded case 

closures, only five (12.8%) of the SASSI-identified subjects 

were not identified by RSA code. Thus, the overall rate of 

undetected substance abuse among RSA-coded subjects was 20%. 



Table 12 

Detection of Substance Abuse and Eligibility 

Detection 

of abuse 

RSA-coded SA 

Undetected SA 

None indicated 

p = .6996 wi 2 df 

Eligible 

Observed % of 

frequency column 

8 

11 

22 

19.51 

26.83 

53.66 

Closed 

Observed % of 

frequency column 

16 

20 

57 

17.20 

21.51 

61.29 
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Total 

% 

17.91 

23.13 

58.96 



SASSI Analysis and Results 

Contingency tables and ~-tests were used to analyze 

SASSI items and subscale scores to determine whether 

disabilities other than substance abuse significantly 

impacted SASSI performance. 
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A primary disability category was assigned to each 

applicant based on the RSA disability code. If no code had 

been assigned, the self-disclosed primary disability was 

utilized. The 55 subjects with no indication of substance 

abuse were eliminated from this analysis. The total n 

equaled 79. Categories included (a) sensory impairments 

(vision and hearing), (b) orthopedic, (c) back injuries, (d) 

mental illness, (e) mental retardation, (f) learning 

disabilities, and (g) other (neoplasms, endocrine, allergic, 

metabolic, diabetes, blood, respiratory, and digestive 

problems) . 

Contingency tables were constructed comparing each SASSI 

item with the assigned primary disability categories. 

Significant correlations were found between disabilities 

other than substance abuse and five SASSI items. Table 13 

illustrates the observed frequency of true responses to these 

SASSI items by disability category. The items and their 

accompanying chi-square statistic are as follows: 
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Table 13 

Contingency Table; Disabilities Other Than Substance Abuse and SASSI Items 

Observed Frequency of ~ Responses 

SI Ortho Back MI MR LD Other 

Abbreviated SASSI item n = 03 n = 19 n = 14 n = 11 n = 03 n = 13 n = 16 

1- ... avoided people I 1 19 9 8 1 10 13 

didn't wish to speak to . 

2. • • . drunk too much.· 2 13 8 3 0 4 3 

3. ••. rarely been punished. 1 9 10 4 2 9 14 

4. ..• been so full of pep .•. 0 0 1 6 0 1 7 

didn't need to sleep ... 

5. ..• sat about when I should 2 15 6 7 1 8 3 

have been working. 



1. I have avoided people I did not wish to speak to. 

(p= .0322 wi 6 df) 

2. I have sometimes drunk too much. 

(p= .0129 wi 6 df) 

3. I have rarely been punished. 

(p= .0512 wi 6 df) 

4. At times I have been so full of pep that I felt I 

didn't need to sleep for days at a time. 

(p = .0006 wi 6 df) 
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5. I have sometimes sat about when I should have been 

working (Miller, 1985). 

(p = .0167 wi 6 df) 

Although five of the SASSI items varied significantly 

with disabilities, these responses were not found to impact 

upon mean SASSI subscale scores. Two sample L-tests were 

used to determine whether mean scores on SASSI subs cales 

varied significantly between groups of subjects with no 

indication of substance abuse (n = 79) and subjects with any 

indication of substance abuse (n = 55). The probability of 

the difference of means was found to be significant at the 

.01 level for five of the six SASSI subscales. The 

difference of means for the ALD scale, which distinguishes 

individuals who are likely to abuse alcohol versus drugs, 

would not be expected to vary. The ALD scale was not 

utilized in the process of applying decision rules. 
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Discussion 

This study was designed to survey the rate of detected 

and undetected substance abuse among vocational 

rehabilitation applicants. The relationship between 

identification of substance abuse and client eligibility was 

also explored. This section compares demographic qualities 

of this sample to state and federal statistics and discusses 

the results of analyses conducted in response to the research 

questions. 

Generally, the demographic profile of this sample was 

comparable to the population of vocational rehabilitation 

applicants represented by state and federal statistics (see 

Table 14). However, minority subjects were underrepresented 

in this sample, age at time of application slightly exceeded 

state and federal averages, and level of educational 

attainment was found to be lower. 

A total of 55 subjects or 41% of this sample was 

collectively identified by either the SASSI, self-disclosure, 

RSA-assigned disability codes, or DSM III-R codes as having 

substance abuse problems. Ten percent of these subjects were 

identified as having problems with alcohol and/or drugs only, 

while 31% were identified as having disabilities in addition 

to substance abuse. 
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Table 14 

Comparative pemographic pata 

Demographic Arizona Federal 

variable Sample FY-1990 FY-1988 

Gender 

% Male 58.0 62.0 56.0 

% Female 42.0 38.0 44.0 

Ethnicity 

% As ian/ 

Pacific Islander .0 1.0 1.0 

% Black 4.0 6.0 18.0 

% Native American/ 

Alaska Native 4.0 3.0 .6 

% White 80.0 87.5 80.4 

% Hispanic origin 9.0* 17.0 7.5 

% Unknown/other 3.0 2.0 .0 

Mean age at application 35.0 33.0 33.0 

Education 

Mean grade completed 12.0 11.0 11.5 

% completed 12 grades 66.0 72.0 72.0 

Mode 12.0 12.0 12.0 

* Listed as a separate category in this study 
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The rate of substance abuse among persons with 

disabilities has been estimated to be 30%, approximately 

double that of the general population (NIDHR, 1990; Greer et 

al., 1990). Thus, the 31% rate of substance abuse found 

within this sample of multidisabled vocational rehabilitation 

applicants is consistent with previous estimates described in 

the literature. 

The rate of self-disclosed substance abuse was equal to 

17% of the total sample. This lower rate of self-disclosure 

was a predicted finding. A conscious choice not to disclose 

substance abuse for fear services would be withheld or denial 

of substance abuse problems are two probable explanations for 

the lower rate of self-disclosed substance abuse (Sales, 

1989; Greer, 1986; Kircus & Brillhart, 1990). 

Within this study, self-disclosure was found to be the 

primary means of detecting substance abuse. Of the 24 

subjects who were assigned RSA codes indicative of substance 

abuse, 15 had self-disclosed their problem. Six of the seven 

subjects identified by DSM III-R codes had also self

disclosed substance abuse. 

Analysis of self-disclosures of substance abuse 

illustrated correlations among self-disclosures, SASSI 

scores, assignment of RSA codes, and eligibility. Self

disclosure of substance abuse as a primary disability or 

problems related to the disease itself impacted eligibility. 
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Ninety percent of the applicants who self-disclosed 

alcoholism as a primary disability and 86% of the applicants 

who self-disclosed drug abuse as a primary disability were 

not accepted as clients. Of the 17 subjects who self

disclosed alcoholism or drug abuse as primary disabilities, 

only two were found eligible to receive services. The six 

applicants who self-disclosed substance abuse as secondary or 

tertiary problems were all determined eligible, and half were 

coded with substance abuse as the primary disability. 

Generally, substance abuse was more frequently assigned as 

the primary RSA disability code within this study. As 

Benshoff et al., (1990a) have suggested, this occurs because 

substance abuse is usually the more functionally limiting 

disability, especially in terms of employment. 

When self-disclosures and SASSI outcomes were compared, 

the SASSI was found to have identified all individuals who 

self-disclosed primary and secondary disabilities of 

alcoholism or drug abuse, half of the secondary and tertiary 

substance abuse, but no tertiary-only, self-disclosed 

substance abuse. While these findings do not necessarily 

prove the SASSI's effectiveness in detecting substance abuse 

among rehabilitation populations, they describe a close 

relationship between SASSI performance and self-disclosed 

substance abuse in this sample. These findings also support 

the accuracy of self-reported substance abuse among subjects 



who chose to self-disclose their problems (Cooper et al., 

1981; Polich, 1982; Hesselbrock et al., 1983; Sobell & 

Sobell, 1975). 
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Applicants who self-disclosed only tertiary substance 

abuse problems and who were not identified as abusers by the 

SASSI were accepted as clients. Presumably, the SASSI 

identified applicants with more severe problems. Only three 

SASSI-identified and RSA coded subjects were determined 

eligible. 

Had SASSI results been available to counselors, 

additional substance abuse problems might have been detected. 

However, it is possible that the SASSI measures qualities of 

subjects who are likely to self-disclose substance abuse 

problems rather than accurately identifying subjects with 

substance abuse problems. 

A total of 31 subjects or 23% of the total sample was 

found to have indications of substance abuse which were not 

reflected in their RSA assigned disability codes. Fifteen 

subjects with indications of substance abuse were not 

assigned any RSA disability code. Eleven of the remaining 16 

cases were determined eligible to receive services, and five 

cases were closed. 

These 16 subjects may either represent cases of 

undetected substance abuse, false-positive SASSI 

identifications, inaccurate self-disclosures, or cases of RSA 
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identified substance abuse which were not coded. 

Although counselors involved in this study were aware that 

undetected substance abuse was being measured, there are 

several reasons RSA codes may not have been applied to 

designate substance abuse. Counselors could have been 

hesitant to utilize RSA codes indicative of substance abuse 

if they had doubts about the nature or severity of the 

client's substance abuse problem or concerns regarding 

possible negative consequences of IIlabelingll the client. 

Anticipated difficulty in writing or executing an IWRP which 

appropriately addressed the client's treatment needs or lack 

of client consent may have also resulted in counselor's not 

assigning RSA codes indicative of alcoholism or drug abuse 

(Rehab Brief, 1982, 1990; Greer, 1986, 1990). 

The rate of undetected substance abuse among eligible 

clients in this study was comparable to DiNitto and Schwab's 

(1991) finding that 25% of the SASSI-identified clients were 

unidentified by Texas Rehabilitation Commission personnel. 

The SASSI identified 10 of the 23 subjects referred for 

psychological examinations as having problems with alcohol or 

drugs. DSM III-R codes indicative of substance abuse were 

assigned to three of these applicants, all of whom also self

disclosed substance abuse problems. The remaining seven 
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subjects, designated as cases of undetected substance abuse, 

were all determined eligible to receive services. Thus, 

seven of the total of 11 cases of undetected substance abuse 

among eligible clients were referred by counselors for 

psychological examinations, but substance abuse was not 

identified and DSM III-R coded by the psychologist. 

The rate of psychological referrals within the total 

sample was 17%. The rate of referral among eligible clients 

with undetected substance abuse was 64%. This finding 

indicates that counselors sought additional diagnostic 

information relative to most cases of undetected substance 

abuse among eligible clients. 

RSA codes were not assigned unless some disability

related information was available upon which to base a 

diagnosis. It was concluded that SASSI-identified applicants 

might be less likely to follow through than other subjects 

and that it was less likely for RSA disability codes to be 

assigned to these applicants. However, of the 46 SASSI

identified subjects, 29 (63%) were assigned disability codes 

as compared to 51 (58%) of the 88 SASSI-unidentified 

applicants. When a contingency table was utilized to compare 

the reasons for closure between substance abuse identified 

and non-identified subjects, no significant differences were 

found. 
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Among the total of 55 applicants with indications of 

substance abuse in this sample, 19 were determined eligible 

to receive services. Eight cases were closed because the 

applicant did not meet RSA's eligibility criteria. The 

remaining 28 cases were closed for the following reasons: 

no follow-through (18 cases), disability too severe 

(3 cases), unable to contact (2 cases), no cooperation 

(2 cases), intervening reason (2 cases), and refused services 

(1 case). Most applicants with indications of substance 

abuse whose cases were closed self-selected themselves out of 

the vocational rehabilitation process, rather than failing to 

meet RSA eligibility criteria. 

Among the 24 RSA-coded cases of substance abuse, half 

represented applicants with only' alcohol or drug problems, 

and half were assigned disability codes indicative of other 

disabilities in addition to substance abuse. The ratio was 

similar among self-disclosures, with 12 applicants indicating 

only problems with alcohol or drugs and 11 mentioning 

additional disabilities. 

However, when assigned disability codes were combined 

with self-disclosures, 10% of the total sample evidenced 

problems only with alcohol or drugs, and 31% had indications 

of disabilities in addition to substance abuse. Three 

distinct disabilities were identified for 12% of the sample. 
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Although problems of alcoholism and drug abuse were 

identified in combination with each of the major disability 

categories, only the orthopedic, back injury, and mental 

illness categories were large enough to permit analysis. 

When all methods of identification were combined, the rate of 

indication of substance abuse among applicants with 

orthopedic problems was found to be 35%, and the rate among 

subjects with back injuries was 46%. While the literature 

addresses rates of substance abuse among persons with 

physical disabilities, these groups have included individuals 

with diverse disabling conditions (Boros, 1989; Rasmussen & 

DeBoer, 1980-1981; Buss, 1985; Hepner et al., 1980-1981). 

The rate of indication of substance abuse among 

applicants with mental illness was found to be 38%. This 

rate is within the 20% to 50% range identified by previous 

studies (Aliesan & Firth, 1990; Lett, 1987; McKelvy, 1987). 

In the Texas Rehabilitation Commission study funded by the 

Texas Commission on Alcohol and Drug Abuse, clients with back 

injuries, disabilities affecting limbs, and mental disorders 

were also found to have higher rates of substance abuse than 

other disability categories (DiNitto & Schwab, 1991). 

Explanations for the comparatively high rates of 

identified substance abuse among individuals with back 

injuries, orthopedic problems, and mental illness may relate 
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to etiological factors or to similarities between the SASSI 

profiles of persons with these disabilities and individuals 

who abuse substances (Stoil, 1989; DiNitto & Schwab, 1991). 

Subjects included in this study were asked to indicate 

the age at onset of each disability they self-disclosed so 

this information could be utilized to investigate the 

etiology of substance abuse in relation to other disabilities 

(Stoil, 1989; Glass, 1980-1981; Brown et al., 1989). 

However, few subjects provided data for more than one 

disability, and fewer than half of the 55 subjects with 

indications of substance abuse self-disclosed the problem. 

It is not possible to ascertain within this sample of 

vocational rehabilitation applicants whether the elevated 

~ates of substance abuse preceded, precipitated, or actually 

caused additional disabilities (Stoil, 1989; Schaschi & 

Straw, 1989; Heinemann, 1986). The same factors that 

precipitated additional disabilities may also have triggered 

substance abuse, or these disabilities may be totally 

unrelated (Brown et al., 1989; pires, 1989; Malec, 1985; 

Mawson et al., 1988). Finally, elevated substance abuse 

rates associated with orthopedic problems, back injuries, and 

mental illness may have been a response to these 

disabilities, i.e., a negative or self-destructive coping 

mechanism, a method of self-medicating pain or intolerable 

symptoms, or a means of reducing tension and stress (Vash, 
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1981; Blane & Leonard, 1987; Schneier & Siris, 1987; Bergman 

& Harris, 1985; Heinemann, 1986; Franchendese & Glass, 1978}. 

Analysis of the SASSI instrument was conducted to 

determine whether disabilities other than substance abuse 

evoked patterned item responses and how this impacted SASSI 

profiles. Of the 23 subjects identified only by the SASSI, 

14 self-disclosed back injuries, orthopedic problems, or 

mental illness as primary disabilities (see Table 15). 

Applicants with disabilities other than substance abuse 

provided significantly different responses to five SASSI 

items. However, when SASSI subscale scores for groups of 

subjects with and without indications of substance abuse were 

compared using two sample ~-tests, the probability of the 

difference of means was significant at the .01 level for the 

subscales utilized in identifying substance abuse. The means 

for the ALD scale, used to evaluate a potential alcohol 

versus drug problem clinically, did not vary significantly. 

These findings seem to indicate that although five SASSI 

items were vulnerable to patterned responses which appeared 

to vary according to disability-related factors other than 

substance abuse, the SASSI profiles of persons with 

disabilities were not impacted by this variance. 
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Table 15 

Self-Disclosed Disability and Identification of Substance Abuse 

Self-disclosed S C SD-S SD-C S-C C-D SD-C-D SD-S-C ALL 

Hearing impairment 1 0 0 0 0 0 0 0 0 

Orthopedic 6 1 0 1 0 1 1 0 2 

Back injury 5 2 0 0 1 0 0 0 0 

Mental illness 3 0 0 0 1 0 0 0 0 

Alcoholism 0 0 4 0 0 0 0 5 1 

Drug abuse 0 0 4 0 0 0 0 3 0 

Mental retardation 0 0 0 0 1 0 0 0 0 

Epilepsy 0 0 0 0 0 0 2 0 0 

Learning disability 3 0 0 0 0 0 0 0 0 

Neurological 1 1 0 0 1 0 0 0 0 

Cardiac 1 0 0 0 0 0 0 0 0 

Other 1 0 0 0 0 0 0 0 0 

None 2 0 0 0 0 0 0 0 0 

23 4 8 1 4 1 3 8 3 

SD = Self-disclosure, S = SASSI, C = RSA code, D = DSM III-R code 
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Sunnnary 

This chapter has discussed the findings of this study 

related to detected and undetected substance abuse among 

vocational rehabilitation applicants. The implications of 

these findings for future research and practice are addressed 

in Chapter 5. 
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CHAPTER 5 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

This chapter includes a summary of the findings of this 

research study, as well as conclusions and recommendations 

for further research. 

Summary 

The Rehabilitation Services Administration has had 

considerable success rehabilitating individuals with 

substance abuse problems. When persons with physical or 

mental disabilities apply for rehabilitation services, the 

tendency is to focus on the obvious disability and overlook 

the possibility that substance abuse may also be a problem. 

However, if substance abuse problems are not detected, they 

are likely to sabotage the rehabilitation process and'result 

in unsuccessful case closures. 

The rehabilitation literature has provided counselors 

with information deigned to help them work effectively with 

clients who are alcoholics (Connors, 1979; Dahlhauser, 

Dickman, Emener, & Lewis, 1984: Dickman & Phillips, 1983; 

Hadley & Hadley, 1983; Marson, 1978). Problems of detecting 

and treating substance abuse among persons with other 

disabilities have only recently become an area of concern. 

To date, related research has primarily focused upon the 



incidence of multidisabled substance abuse within specific 

disabled populations or settings (Heinemann et al., 1989b; 

Sparedeo et al., 1990; Nelipovich & Buss, 1989; McKelvy, 

Kane, & Kellison, 1987; Lane, 1989; Edgerton, 1988). 
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This research was designed to investigate the rate of 

detected and undetected substance abuse in a sample of 

vocational rehabilitation applicants. The purpose of the 

study was to provide data that will enable Rehabilitation 

Services Administration personnel to gain a better 

understanding of the scope of the problem of multidisabled 

substance abuse within a sample of applicants and to provide 

information which can be used to facilitate the process of 

detecting substance abuse. 

A total of 134 subjects participated in this project, 

that was administered by Rehabilitation Services 

Administration personnel. All subjects were adults with 

disabilities who applied for services to one Arizona 

Rehabilitation Services Administration office during a 

continuous four-month period. 

The Substance Abuse Subtle Screening Inventory (SASSI) 

was administered to groups of applicants after weekly 

orientation meetings. Subjects completed demographic 

questionnaires, and counselors provided client eligibility 

information to the researcher when it became available. 
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This descriptive study utilized a variety of 

mathematical and statistical procedures to measure rates of 

detected and undetected substance abuse among this group of 

Vocational Rehabilitation applicants. Rates of substance 

abuse identified by self-disclosure, the SASSI, RSA-assigned 

disability codes, and DSM III-R codes were compared utilizing 

contingency tables. Contingency tables and two sample 

~-tests were used to determine whether factors related to 

disabilities other than substance abuse impacted SASSI 

performance. 

This study was restricted to individuals who applied to 

one RSA office during a four-month period. The sample is not 

necessarily representative of the population of vocational 

rehabilitation applicants or of persons with disabilities. 

Conclusions 

When self-disclosure, SASSI profiles, RSA-assigned 

disability codes, and DSM III-R codes were combined, the rate 

of identification of substance abuse among this sample of 

vocational rehabilitation applicants was found to be 41%. 

Ten percent of the total sample was identified as having only 

substance abuse problems, and 31% were identified as 

multidisabled. Overall SASSI performance was apparently not 

impacted by disability-related factors unrelated to substance 

abuse, although five items did vary significantly at the .05 

level. The rate of undetected substance abuse among 
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applicants determined eligible to receive services (n = 41) 

was found to be 27%, most of whom received psychological 

examinations. Most substance abuse identified by counselors 

and psychologists was self-disclosed in writing by 

applicants. Subjects with back injuries, orthopedic 

problems, and mental illness were found to have high rates of 

substance abuse, but these groups represented the only 

disability categories of sufficient size to permit analysis. 

Recommendations 

The following recommendations for research and practice 

are based on the conclusions of this research and its 

acknowledged limitations. 

It is recommended that similar research be conducted 

with a larger population of rehabilitation applicants to 

determine the scope of the problem of multidisabled substance 

abuse across all disability categories. Small samples 

representing most disability categories limited analysis in 

this study but indicated the need for further research. 

Across the nation Rehabilitation Services Administration 

personnel utilize common categories, based upon functional 

limitations, for assigning disability codes. In contrast, 

the multidisabled research literature has focused upon 

specific disabilities or treatment settings. There is a need 

for more research in the area of multiple disabilities to 



produce results that are directly applicable within the 

Rehabilitation Services Administration system. 
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current research focused primarily upon the scope of the 

problem of multidisabled substance abuse among vocational 

rehabilitation applicants. Additional research focusing upon 

the nature of these problems is needed. Results of studies 

of demographic, disability-related, and etiological variables 

could provide valuable information to counselors who are 

responsible for identifying, providing direct services, and 

selecting appropriate treatments for multidisabled substance 

abusers. 

The high rate of undetected substance abuse found in 

this study supports the need for further research to 

determine how best to identify vocational rehabilitation 

applicants who are multidisabled substance abusers. 

Comparative studies utilizing combinations of a variety of 

structured interview techniques and paper-and-pencil tests 

are needed to determine the most effective procedures for 

identifying undetected substance abuse among vocational 

rehabilitation applicants. 

The SASSI proved to be easily administered and scored 

and statistical analyses determined disabilities other than 

substance abuse did not significantly impact SASSI 

performance. However, any paper-and-pencil test designed to 

identify substance abuse, regardless of its reliability or 



validity, should be viewed as only one tool for use in 

conjunction with face-to-face structured interviews with 

clients. 
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It is recomme~ded that preparation and in-service 

training programs be designed and implemented to provide 

professionals with the knowledge and skills needed to work 

effectively with multidisabled clients. Counselors and 

psychologists need to be able to identify and openly discuss 

substance abuse problems with their clients, plan appropriate 

treatments, and monitor abstinence throughout the 

rehabilitation process. 

Few articles relating to the identification or treatment 

of multidisabled substance abusers have appeared in the 

rehabilitation literature, and until very recently no 

counselor preparation program included specialized curriculum 

to address the needs of this population. Specific training 

is needed as to the nature and scope of multidisabled 

substance abuse, methods of conducting structured interviews, 

utilization of screening instruments for identification, use 

of appropriate counseling techniques, and relevant treatment 

considerations. 

It is generally agreed that undetected substance abuse 

sabotages the rehabilitation process and is likely to 

adversely affect rehabilitation outcomes. However, only one 

study to date (Heinemann, 1989b) has actually tested this 
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hypothesis. The current research was originally designed to 

gather data for such a follow-up study, but the smail sample 

size limits its usefulness. Empirically proving the 

impact of undetected substance abuse upon rehabilitation 

process and outcomes needs to be a research priority. 
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APPENDIX A 

SUBSTANCE ABUSE SUBTLE SCREENING INVENTORY 
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PI .... lry to an ... an qullUOnL 

Fill In this way, • 

Not like this. 

• • 
(l( 

• • • • • • 
T F 

.0 [J PEOPLE GENERALL': LIKE TO HELP OTHERS.' 
D D I USUALLY"GOALONG"ANO DO WHAT OTHERS ARE DOING. 
D D AT LEAST ONE OF MY PARENTS WAS OFTEN DEPRESSED, UNHAPPY 

OR INSECURE WHEN I WAS A CHILD. 
DOl HAVE NEVER BEEN IN TROUBLE WITH THE POLICE. 
o 0 I WAS ALWAYS WELL BEHAVED IN SCHOOL.' 
D 0 MY TROUBLES ARE NOT ALL MY FAULT. ' 
D D I HAVE NOT LIVED THE WAY I SHOULD. 
o 0 I CAN BE FRIENDLY WITH PEOPLE WHO DO MANY WRONG THINGS. 
o o I DO NOT LIKE TO SIT ANO DAYDREAM.' 
o 0 SOMETIMES I HAVE A HARD TIME SmlNG STILL 
o 0 ATTIMES I FEEL WORN OUT FOR NO SPECIAL REASON.' 
o 0 I BELIEVE EVERYTHING IS TURNING OUT JUST THE WAY THE BIBLE SAID IT 

WOULD. 

o 0 MY FATHSY IGNORED ME NIWASACHILD'M o [J I HAVE H , EEKS, OR 1.10 S EN I COULDN'T:r 0 E 
BECAUSE ST ASN'T UP TO IT 

o 0 I AM VER ES FUL OF ~UTl.m.1PI'\ 
D [J I LlKET E LAW. ' 
o D I HAVE BEEN TEMPTED TO LEAVE HOME. ' 
o 0 I OFTEN FEEL THAT STRANGERS LOOK AT ME WITH DISAPPROVAL. 
o 0 I FREQUENTLY FEEL NAUSEATED.' 
D [J I HAVE AVOIDED PEOPLE I DID NOT WISH TO SPEAK TO. 
o 0 SOME CROOKS ARE SQ CLEVER THAT I HOPE THEY GET AWAY WITH WHAT 

THEY HAVE DONE. 
D [J MY SCHOOL TEACHERS HAO SOME PROBLEMS WITH ME.' 
[J D I HAVE NEVER DONE ANYTHING DANGEROUS JUST FOR FUN. 
o 0 I HAVE SOMETIMES DRUNK TOO MUCH.' 
D 0 MUCH OF MY LIFE IS UNINTERESTING.' 
o 0 SOMETIMES I WISH I COULD CONTROL MYSELF BETTER.' 
o 0 SOMETIMES I AM NO GOOD FOR ANYTHING AT ALL' 

• • • • • • 
Name Age ___ Sex ___ MarltaISlalus __ _ 

Occupation Lasllchool grade compleled ___ _ 

• • • • 
T F o 0 I BREAK MORE LAWS THAN MANY PEOPLE.' 
o 0 IF SOME FRIENDS AND I WERE IN TROUBLE TOGETHER, 

I WOULD RATHER TAKE THE WHOLE BLAME THAN TELL ON 
THEM. 

o 0 PORNOGRAPHY AND OBSCENITY HAVE BECOME SERIOUS PROBLEMS 
AND MUST BE CURBED. 

o I THINK THERE IS SOMETHING WRONG WITH MY MEMORY.' 
CI I HAVE SOMETIMES BEEN TEMPTED TO HIT PEOPLE.' 
o I ALWAYS FEEL SURE OF MYSELF. 
o I HAVE NEVER BROKEN A MAJOR LAW. ' 
o THERE HAVE BEEN TIMES WHEN I HAVE DONE THINGS 

I COULON'T REMEMBER LATER. 
o I THINK CAREFULLY ABOUT ALL MY ACTIONS.' 
o I HAVE USED ALCOHOL OR "POT" TOO MUCH OR TOO OFTEN. 

r-n:lr?x!,WWHD IS TO~OR MOST OF MlI 
Ir.lE JlETTY UNDESIRABL 

TOGETWHATTH • 

:f~' ,MOKE CIGARETTyLY. 
o AT TIMES I HAVE BEEN SO FULL OF PEP THAT I FELT I DIDN'T NEED 

SLEEP FOR DAYS AT A TIME. 
o I HAVE SOMETIMES SAT ABOUT WHEN I SHOULD HAVE BEEN WORKING.' 
o I AM OFTEN RESENTFUL 
o I TAKE ALL MY RESPONSIBILITIES SERIOUSLY.' 
o AT LEAST ONCE A WEEK I USE SOME NON·PRESCRIPTION STOMACH 

AIDS (PEPTO·DISMOL, ROLAIDS. ETC., 
o OIAMRARELYATALOSSFORWOROS.' 
o D IAMUSUALLYHAPPY.' 
o 0 I AM A RESTLESS PERSON. 
DOl HAVE NEGLECTED OBLIGATIONS TO FAMILY OR WORK BECAUSE OF 

DRINKING OR USING DRUGS. 
o 0 I HAVE HAD A DRINK FIRST THING IN THE MORNING TO STEADY MY 

NERVES OR GET RID OF A HANGOVER. 

• • • • 
"MM .......... Ii'," ftOflll II\e '.n .... oo-c .. ICtHf'IlftI ",",f'ltory. 
eo"rtg~ 1 •• , fUc,,-,d L LaftJOft. "'-O •• N.,. ..... 
Mte '" ,.,MiI.1Oft. 

• • IT IS ILLEGAL TO 
REPRODUCE THIS FORM 
.Copyrlg"t. May, 1005 by Gllnn Mm.r 

I-' 
W 
~ 
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~""'~I ~ublilanc:e Aouse ~uolle ~creenlng Invenlory MALE PROFILE 

Name • • Age Dale ___ _ 

Marital Slalus Occupation Locatlon ___ _ 

Education ____________ _ 

DECISION RULES 
Slart wllh RulelA (II RPS Is used) or RulellA (II only SASSI II used) and proceed Ihrough lhe 

remaInIng rulealn alphabellcalaequence unlR you can classll), as abuser or nonabuser. Do nol 
use anyollhe SASSI declalon rules out of aequenca (e.g~ e before B). II thIs ma)' Invalidate the 
decision rule process and rasun In an erroneous clasalncallon. 

I. RPS (II used) 
A. If RPS ALe or RPS DRUG score 1110 or above. classll), as chemical abuser: 

B. Ifnot.gO~ldecISlonrules w. l¥I 
II. SASSI fA 

A. If either of fo wing IwO cond '181 met. Classify al. I u r: 

B. 

c. 

1. OAT 0 T re Is above 
2. OAT a cores are b~~~IiQ~ 

If not. go on to Rule B. 
II any one of the follOwing Ihre. condlllons II met. reler 10 Ihe DAN raw Icore 
and ule Rule e below: 

1. DEN T acore II above 70 
2. OAT and DEN T Icorel are bolh aboyeBO 
3. SAT and DEN T Icorea are bolh abOY.80 

If not. go on 10 Rule D. 
(Usethla rule only II one of Ihe condlllon. In Rule B above hIlS been mel.) II 
DAN raw acore Is: 
8 or above. clanlfy II chemical abuser 
5 or below. clasllfy 81 defensIve nonabuler 

D. II none of Ihelbove Rulel A. B or e apply. classIfy as nonabuser. 

COMMENTS: 

eo 

~ 70 

8 .. 
t-
0 

!ii eD 
0 z 
oC 

RPSA RPSD 

·10 ·12 

·9 ·11 

·10 

·e -

·7 

oil 

·5 

·1 

~ a:: 

., 

., 
·7 

·2 

·1 

-0 

" :I 

~ 
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a:: 

OAT SAT DEN DAN ALD FAM 

·1\1 
·14 

·15 
.7 ·13 

·12 
·13 ·12 

·12 ·e ·11 ·12 

·11 

·11 

·10 
-11 

·7 
·10 

·10 
.g ·5 ·11 ·10 

-II ·11 

oil 

·5 
·4 

, 

-4 -3~ 
·2 
·1 

·2 
·2 
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-3 I 

lui H ~i f~ ~I . i 
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.,"' .... , .,uo:mulI." I\Duse ~UD\le ~creenrng Inventory FEMALE PROFILE 

Name Age Oate ____ _ 

Marital Status Occupation Locatlon _____ _ 

Education ___ ..-________ _ 

. DECISION RULES 
Start with Rule IA (II RPS II used) or RullllA (II only SASSI II used) end proceed through the 

remaining rules In alphabetical sequence untn you can claSll1y as abuser or nonabuser. Do not 
usa anyoltha SASSI decision rules out 01 sequence (e.g~ C balore B). as this may Invalidate the 
decision .rule process and result In an erroneous classlRcallon. 
I. RPS (If USed) 

A. If RPS ALC or RPS DRUG Icore Is '0 or above. classlly as chemical abuser: 
B. If nol, go 011 decision rulas 00 

II. SASSI 
A. If .lth.r of e ng MO condit al, classify as c I I us. 

,. OAT or re Is above 7 
2. OAT an orea arl bo 
If not, go 0 10 ule B. 

B. 

C. 

II any on. of the following Ihrae conditions Is met. reler to the DAN raw score 
and use Rule C below: 
,. DEN T Icore II. above 70 
2. OAT and DEN T Icores a,. both above 60 
3. SAT and DEN T ICOrell,. both Ibove 60 
II not, go on to Rule D. 
(U.llhll rule only II onl 01 Ihe condllloniin Rule B Ibove has been maL) II 
DAN raw .core I.: 
II or above. cl .. llly as chemical abuser 
5 or below. classify IS defen.lve nonabuser 

D. II none of the above RulesA:B arC apply. classify as nonabuler. 
COMMENTS: 

eo 

III 
70 
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1/1 .. 
CI eo 
~ 
CI 
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i [J 

iii 
~ 
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FOR RESEARCH PURPOSES ONLY 

Please answer the following questions: 

Year of Birth ____ _ 

Male or Female 

Ethnicity: _--:Asian 

_--:Black 

__ Hispanic 

Please circle the highest grade you completed 

6 7 8 9 

Years Attended College 1 2 

__ .Native American 

__ White 

__ Other 

10 11 

3 4 5 6 

12 

Disability _____________________ _ 

How many years have you had this disability? 

What caused this disability? 

Accident Disease Unknown Since Birth 

Do you have another disability? Yes or No 

What is your second disability? _____________ _ 

How many years have you had this disability? 

What caused your second disability? 

Accident Disease Unknown Since Birth 
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