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ABSTRACT 

Recovery from substance abuse has many interpretations that lead to 

miscommunications and misunderstandings among health care providers (HCPs) in the 

field of Addictions. Through the use of concept mapping, a group of HCPs described five 

clusters (Balance, Beginnings, Maintenance, Family of Origin and External/Initial) that 

represent their shared conceptualization of recovery. This conceptualization depicts 

recovery as a dynamic and interactive "solar system" with several interdependent 

components. The investigator interpreted this as a "lunar process" which ebbs and wanes 

to create, maintain or collapse the system as a whole. Change in one part of the system 

affects the entire system. As the solar system evolves, the center cluster, Balance, acts 

like the sun and becomes stronger and exerts more "gravitational" influence upon the four 

remaining "planets" of . Beginnings, Maintenance, Family of Origin and External/Initial. 



Health Care Providers' Conceptualization of Recovery from Substance Abuse: 

A Lunar Process 

Chapter I 

Statement of the Problem 
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The abstract concept, "recovery from substance abuse", has many interpretations 

that lead to miscommunications and misunderstandings among health care providers 

(HCPs). Programs aimed at recovery should consider the similarities and differences in 

conceptualization of recovery from substance abuse addiction that exist among HCPs. 

There are many controversies surrounding the definition of substance abuse addiction in 

the field. There is, however, a level of agreement that identifies substance abuse addiction 

as a neurological brain disorder in which there is psychological and/or physiological 

dependence or misuse of mind altering chemicals. The dependence or misuse is directly 

correlated with adverse biopsychosocial sequelae, e.g. , antisocial behaviors, domestic 

violence, broken homes, loss of social norms, loss of health in general, and death. 

Among health care providers (HCPs) there exists controversy concerning the 

conceptualization of substance abuse addiction and recovery from substance abuse 

addiction. The diversity of HCPs' opinions about substance abuse addiction impacts the 

decision making process with regard to planning, designing, implementing and evaluating 

treatment programs. 

The purpose of this study is to examine the perceptions of recovery from 

substance abuse addiction among one group of HCPs currently working in the field of 



substance abuse treatment and to construct a shared framework of recovery. In order to 

accomplish this goal, the researcher must look at similarities and differences among 

HCPs in their view of the conceptualization of recovery from substance abuse. 
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The importance of this research toward identifying a shared framework among 

HCPs is crucial if improvements in treatment outcomes are to be realized. Developing 

universally accepted and understood outcome measures will enrich communication, 

collaboration and cohesiveness among HCPs working in substance abuse treatment and 

may enhance treatment effectiveness. The concept mapping method used in this study can 

serve as a starting point to understand shared beliefs among HCPs of recovery from 

substance abuse addiction. 

1 Background and Significance 

Costs to Society of Substance Abuse 

The costs to society of substance abuse addiction in terms of lost wages, increased 

crime rates, disabilities, and medical complications directly attributable to substance 

abuse are astounding (Institute for Health Policy, 1993; Department of Veterans Affairs, 

1994; Health and Human Services, 1996). In response to what has been seen as an 

increasing problem of substance abuse, President Clinton, in his Overview of 

Administration Strategy, directed policy makers to ".move aggressively in the areas of 

interdiction, law enforcement, prevention, treatment research and public education about 

substance abuse" (Health and Human Service Press Office, 1996). 

Drug Strategies, Inc. ( 1997) reported the following Arizona statistics: a.) Arizona 



11 

had the sixth highest alcohol consumption rate in the United States (mean: 30 gallons per 

person/year); b.) 36% of drinkers in Arizona are binge drinkers (nation's rate is 30% and 

western states is 27%); c.) drug related deaths have increased by 36% since 1990 and 

alcohol related deaths by 25%; d.) 63% of adults apprehended in Phoenix tested positive 

. for illegal drugs; and, e.) methamphetamine use is on the rise with a 35% increase (teen 

use of methamphetamine is 17%, four times the national average). 

The September 1996 Alcoholism Report, a publication of the National Council on 

Alcoholism and Drug Dependence (NCADD), reported the effectiveness of federally 

funded drug treatment programs. The report summarized the results from the five year 

survey of 5,388 participants in the National Improvement Evaluation Study (NTIES). 

One half of the participants remained.drug-free after one year, and crime and 

unemployment rates decreased significantly (NCADD, 1996). McCaffrey, director of the 

office of National Drug Control Policy, stated that, "Drug treatment.. .saves dollars across 

a broad spectrum of federal government programs including housing, welfare, health 

care, labor and criminal justice"(NCADD, 1996, p. 8). Shalala, Secretary of Health and 

Human Services, affirmed, "This study [NTIES] shows that our federal investment in 

substance abuse treatment is a wise one" (NCADD, 1996, p. 8). 

The social and economic impact of high cost, low yield treatment for persons with 

substance abuse is a key issue (Moos & Finney, 1996). Over the past decade evidence has 

been mounting to support the move from inpatient to outpatient treatment of clients with 

substance abuse problems (Moos & Finney, 1996). The majority of individuals with 



alcohol related problems neither requires nor especially benefits from relatively lengthy 

inpatient treatment (Edwards, 1988; Edwards, Orford & Egert, 1977; Miller & Hester, 

1986a; Shaw, Waller, McDougall, MacGarvie and Dunn, 1990). 

Differences in Views about Substance Abuse 

Disagreement exists among HCPs about the nature and treatment of 

addictions/substance abuse (Frawley, 1991 ). Differences exist with regard to measuring 

recovery outcomes. 

Hoffman ( 1996) reported that both researchers and clinicians have a tendency to 

exploit such terms as problem drinking, abuse, heavy drinking and alcoholism without 

establishing clear definitions or criteria. Consequently, distinctions between substance 

use, abuse, misuse and dependence ·are unclear. . 
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Erroneous beliefs among HCPs concerning Alcoholics Anonymous (AA), one of 

the most integral components of treatment programs have been reported (Chappel, 1993). 

Bissel and Haberman (1984) found that several professionals who were recovering from 

alcoholism mistakenly believed that AA was a cult-like, religious organization, a type of 

folk medicine or that AA members belonged to a lower social class. 

Controversies also exist about the treatment of substance abuse addiction. Rowe 

& Grills ( 1993) assert that current treatment paradigms use mainstream models and that 

program activities do not consider cultural differences. Accuracy of self-reported use of 

mind altering chemicals is disputed, yet many surveys distributed by the National 

Institute of Health (NIH) depend upon the results for statistical purposes and treatment 
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decisions (Shaw et al, 1990). Allen purported that "clinical staff may view alcoholism as 

a uniform disease, requiring a set course of treatment that need vary little from patient to 

patient" ( 1991, p. 178). While non-native counselors emphasize "self-focused" activities, 

Alaskan Native Americans value "other-focused" (Berryhill-Paapke & Johnson, 1995). 

Debates exist over which attributes are most important in HCPs in the field of 

substance abuse, and there is a reliance upon personal opinions, biases or intuition in the 

field (Allen, 1991; Bien, Miller & Tonigan, 1993). Use ofrecovering addicts versus non

addicts as counselors, therapists, or program planners has been debated. Some agencies 

require at least two years clean and sober before considering employment of recovering 

addicts, some prefer longer lengths of clean and sober time and some do not hire 

recovering addicts (DV A; 1998). Employment of professionals educated in addictions 

versus those who have experienced addictions, presents another issue in treatment 

decisions (Archer, 1991). 

According to the Institute of Medicine (IOM), controlled clinical trials have not 

supported the effectiveness of one treatment program over another for all clients with 

alcohol problems (IOM, 1990). Also, at this point in scientific research, there is no 

universally accepted instrument for measuring [treatment] outcomes (Longabaugh, 1 991). 

There are differences in ideas expressed by program planners and alcohol 

prevention research designers regarding treatment modalities, e.g., prevention strategies 

( Allen, 1991) inpatient versus outpatient treatment and length of stay (Burton & 

Williamson, 1995; Moos & Finney, 1996), pharmaceutical versus behavioral 



interventions have divided HCPs (Blair, 1996). Allocation of scarce resources, cost 

containment and managed care (NIDA, 1997) further complicate treatment decisions for 

HCPs. 

It is reasonable to assume that controversies among HCPs may contribute to high 

rates of relapse and low rates of success in recovery in current treatment programs. It is 

important that HCPs envision the same definitions, interventions and goals of substance 

abuse treatment as well as agree upon the designing and planning phase of treatment 

programs. This level of agreement is needed to change the low rates of recovery from 

substance abuse addiction (NIDA, 1997). 

Nurses, especially advanced practice nurses, are in a strategic position in the 

current health care system to assist persons who have substance abuse problems. This is 

so, whether health care is prevention, identification and disease management, patient 

education, intervention, or evaluation of outcomes. Managed care administrators and 

third party payers are recognizing the value of advanced practice nurses (APNs) and 

giving more independence and responsibility to APNs. 

Nursing holds a unique position and responsibility in health care and is in a key 

position to affect changes. Comparatively few nurses have advanced education in the 

field of substance abuse. Advanced practice nurses with specialized education in 

substance abuse can identify potential problems early and develop programs of 

prevention, intervention, patient education and the like that may be modified to reach the 

population of interest more effectively. The results from this study may contribute to 

14 



needed knowledge about nursing in areas of substance abuse prevention, addiction and 

treatment are great. 

Conceptual Orientation 
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Recovery from substance abuse addiction is perceived in different ways by HCPs. 

Important decisions with regard to prevention as well as the planning, designing, 

implementation and evaluation of substance abuse treatment programs emanates from the 

varying world views held by HCPs. This research will be based upon Gorski's (1989) 

definition of recovery and relapse from substance abuse. 

The Gorski ( 1989) definition of substance abuse uses the terms chemical 

dependency, substance abuse and addiction interchangeably. Based on seventeen years of 

substance abuse research, Gorski ( 1989) posits that [ substance abuse] addiction is a bio

psycho-social process that has its foundation in brain dysfunction. Similarly, the 

American Medical Association (AMA), in 1996, defined addiction as a disease with a 

distinct set of symptoms and delineated between the physiological dependence and the 

psychological dependence. The American Psychiatric Association (APA) also described 

[ substance abuse] addiction, however, in terms of dependence and substance use 

disorders rather than as a disease. 

There are many definitions of recovery and relapse from substance abuse. 

Controversies exist in the substance abuse literature among HCPs regarding the 

definitions of such key terms as substance abuse addiction, recovery, relapse, motivation 

or successful treatment. HCPs in the field of substance abuse recognize that their 



diversities have consequences for how programs are planned, how outcomes are 

measured and how people [clients] work toward recovery. Concept mapping was used to 

identify the framework based upon similarities in views. 

Research Question 
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The research question for this study is: What shared conceptualization of recovery 

from substance abuse can be identified among a group of HCPs? The HCPs were 

selected from a facility that ascribes to the Gorski ( 1989) model of recovery and relapse. 

It was unknown whether or how strongly the HCPs would identify with that model. 

Conclusion 

This chapter stated the problem, the purpose of the study, background and 

significance, conceptual orientation and the research question. The purpose of this 

research is to look at similarities and differences among HCPs in one particular setting 

with regard to recovery from substance abuse addiction. It is important to identify 

similarities and differences among HCPs in order to address the controversies over 

treatment planning and designing. 

This research will generate one group of HCPs' pictorial representation of 

recovery from substance abuse addiction. The systematically derived composite of 

recovery from substance abuse addiction could be used for outcome measures in future 

studies. It could also be used for outcome and evaluation criteria for substance abuse 

treatment programs. Ultimate use could be toward the establishment of common 

definitions of key terms in the field of substance abuse addiction and treatment. 



Concept maps across settings will likely vary. The ultimate goal in finding 

consensus would be to: a.) examine, compare and contrast concept maps ofrecovery 

from substance abuse addiction across multiple settings, and b.) establish a universal 

dictionary of key terms and definitions for the profession of substance abuse, from 

prevention on one end of the continuum to recovery on the other. 

In order to earn recognition, the field of substance abuse treatment must develop 

its own scientifically-based body of knowledge. Credibility, common definitions of 

terms, measurable treatment interventions and outcomes, and the ability to reach 

consensus as HCPs are foundations upon which to build a strong, scientifically-based 

body of knowledge within the profession of substance abuse addiction. 

17 
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Chapter II 

Review of the Literature 

This chapter will present a review of the literature with emphasis upon the current 

conceptualizations of substance abuse addiction, recovery from substance abuse 

addiction, relapse, and outcomes measures used to assess recovery. The review of the 

substance abuse literature will identify major similarities and differences among HCPs 

with regard to conceptualization of recovery from substance abuse addiction. 

Controversies surrounding definitions and interpretations of other key terms will be 

introduced. 

There are many variations in the definition of addiction across disciplines. 

Various definitions of addiction contribute to the controversies among HCPs regarding 

recovery from substance abuse addiction. 

For the diagnosis of substance abuse, the client must present with a maladaptive 

pattern of substance use leading to a clinically significant impairment or distress as 

manifested by one or more of the following criteria occurring within a twelve month 

period. Specific criteria are: a.) recurrent substance use that results in failure to fulfill a 

major social role [at work, home, school, etc.]; b.) recurrent substance use that may result 

in physically hazardous situations [ driving under the influence of legal/illegal 

substances] ; c.) substance use related legal problems; d.) continued substance use despite 

incurring persistent [ or recurrent] social or interpersonal problems caused or exacerbated 

by the use of the substance; or, e.) symptoms of substance use have not met criteria for 
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substance dependence (DSM IV, 1994). 

For the diagnosis of substance dependence the client must manifest a maladaptive 

pattern of substance use leading to a clinically significant impairment or distress as 

manifested by three or more of the following criteria occurring within a twelve month 

period. Those criteria are: a.) tolerance, e.g., need for more of the substance to achieve 

desired effect or intoxication or diminished effect with continued use of the same amount 

of substance; b.) presence of substance-specific withdrawal syndrome due to reduction or 

cessation of the substance [following heavy or prolonged substance use]; c. symptoms are 

not due to a general medical condition or better accounted for by another mental disorder; 

d.) the same or a closely related substance is taken to relieve or avoid withdrawal 

symptoms; e.) more substance than planned is taken or use of the substance is more 

prolonged than intended; f.) unsuccessful, persistent desire to stop or control substance 

use; g.) much time is spent in activities to procure the substance or to recover from its 

use; h.) important social, occupational or recreational activities are given up or reduced 

because of substance use; or, i.) substance use is continued despite knowledge of negative 

consequences. 

The American Psychiatric Association (AP A), in the Diagnostic and Statistical 

Manual of Mental Disorders, fourth edition, (DSM-IV), defines addiction in terms of 

abuse, dependence and substance-related disorders (1994). Dependence is "a cluster of 

cognitive, behavioral and physiological symptoms indicating that the individual continues 

use of the substance despite significant substance-related problems. There is a pattern of 
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repeated self-administration that usually results in tolerance, withdrawal and compulsive 

drug-taking behavior" (p. 176). Furthem10re, specifiers that describe substance use 

disorders with and without physiological dependence are used to qualify severity of the 

substance usage. Specific criteria must be met in order to make the diagnosis of substance 

abuse or dependence. 

The AMA defines addiction in terms of a disease (Polciyuko (1995), 

representing the AMA, reported that a disease was a condition that produces a [certain] 

level of distress. A disease "has known or suspected causes which may be biological, 

chemical, genetic, nutritional, psychological or combinations of some or all of the above" 

(p. 8). Known diseases have a specific set of signs and symptoms and an expected 

progression or course. They are acute or chronic in nature, have an expected prognosis or 

outcome, and are addressed by some form of treatment. Chronic diseases, which include 

alcoholism and chemical dependency, "have a gradual onset of symptoms, are incurable, 

have various degrees of debilitation, typically worsen over time, but, if treated, can be 

controlled or go into remission" (p. 8). Disease is assumed to be caused by something 

other than the patient. In other words, it is not the patient's fault, willfulness or motivation 

that caused the disease. 

Substance Abuse Addiction 

Gorski ( 1989) defined substance abuse addiction as a bio-psycho-social disease 

that has its foundation in neurological brain dysfunction. He emphasized the biological 

aspect of the disease, especially the fact that the chemistry of the brain itself is altered as 
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a direct result of heavy use of drugs, particularly alcohol, over a long period of time. The 

alterations in the brain cause physiological cravings. Abrupt withdrawal of the drug 

causes withdrawal symptoms. Long term usage damages the liver, pancreas, digestive 

system, heart and circulatory system as well as the brain itself. 

Further, Pociluyko (1995) purported that addiction involved a psychological 

dependence, not necessarily a physical dependence. Addiction included: a.) loss of 

control over the amount or use of the drug of choice (DOC), and, b.) loss of control over 

the behavior that follows the use of the DOC. Addiction also involved a return to the 

compulsive behaviors and continued use after a period of abstinence despite the presence 

of life-threatening reasons to stop using (Pociluyko, 1995). 

Although there are similarities among the aforementioned definitions, especially 

with regard to the physiological components, there are stark differences. The APA 

definition depicts differences between alcohol abuse and alcohol dependence whereas the 

AMA does not. The AMA conceives of the disease concept of addiction and does not 

clarify a distinction between psychological and physical dependence. 

Recovery 

Recovery is more than the abstinence from drug use and relapse is more than the 

return to drug use (Gorski, 1989). It is important to distinguish and contrast between 

these two conditions in understanding HCPs' conceptions of recovery and relapse. 

From the results of seventeen years of scientific research with persons with 

substance abuse disorders, Gorski (1989) found that recovery begins before the individual 



actually stops using. Gorski ( 1989) portends that recovery begins before the individual 

stops using. During this pretreatment phase of recovery, individuals try various, time

limited control strategies. These periods of abstinence do not constitute recovery, nor 

does the return to using connote relapse. Recovery begins with the individual's first 

attempt at life long abstinence, which Gorski ( 1989) calls the stabilization phase of 

recovery. 
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Gorski ( 1989) also described the recovery process as one of phases that are related 

to the neurological healing of the brain rather than time. There is no specified time frame 

for each phase, however, the overall, physiological healing process for the brain takes 

nine to eleven years. Much·of the neurological healing (75%) occurs in the first three 

years (Gorski, 1989). 

Herman (1992) asserted that recovery was the return to a prior state of health 

following a traumatic event. Furthermore, recovery does not begin until the individual 

can acknowledge loss of control. Brown (1985) described recovery as the development of 

a new sense of self, new beliefs and new values as well as new ways of relating to self 

and the world at large. 

According to AA, recovery involves "challenging one's thinking in the present 

and the past" , reconstruction (putting together one's drunkalogue, the story of one's 

drinking life) and construction (developing a new worldview of one's life in recovery) 

(Brown, 1994, p.350). On the other hand, relapse is viewed as quite the opposite. Relapse 

involves a process [ often unconscious] of returning to thoughts and behaviors that 



23 

support the addiction, ignoring the recovery world view and, lastly, the actual using of the 

substance of choice ( or another addictive substance) once again. 

Brown (1994) reported that recovery involved challenging the addict's thinking in 

the present and the past. In addition, the process of recovery, especially through a 12 Step 

Program, involves, "the development of a new sense of self, new beliefs and values, and 

new ways of relating to oneself and the world" (p. 349). Recovery does not occur until 

the individual can acknowledge loss of control (Brown, 1994). 

Spirituality is a critical factor in recovery to some researchers. Clinebell (1963) 

asserted that a lowered sense of meaning in life was the result of unmet spiritual needs 

and both a causal and an effect factor of alcoholic drinking. Kurtz ( 1979) purported that 

alcoholism was a misguided thirst for transcendence. He also believed that the alcoholic's 

denial and misunderstanding of spiritual needs was at the root of alcohol addiction. 

Thune ( 1977) proposed that the alcoholic's lack of purpose in life could be viewed as a 

mental and spiritual imbalance. Bateman ( 1971) viewed alcoholism as tied to issues of 

control and related those issues to spiritual changes. Carroll ( 1993) espoused the 

importance of spirituality obtained through the 12 Step Program of AA as the basis of 

recovery. Her concept of that spirituality included, "dependence upon a self-defined 

Higher Power, self-examination, prayer and meditation, and assistance of others" (p. 

297). 
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Relapse 

Understanding relapse is important to distinguishing recovery. Relapse may be 

part of the recovery process. Gorski ( 1989) explains that relapse does not begin with the 

individual's return to the use of drugs. Research has shown that the actual use of drugs 

after a period of abstinence is the last action to occur. From his research emanated the 

emergent model of relapse. This model describes the phases that precede the actual return 

to drug use. 

Relapse is not time-limited (Gorski, 1989). Relapse may occur immediately or 

may take years before the individual actually starts to use again. Gorski (1989) states that 

the relapse process is related to .the way the brain organizes information and fornrnlates 

the actions or reactions. 

According to Gorski (1989), the relapse process begins with the stuck point, a 

hurdle or problem that the addicted person cannot handle without assistance from his/her 

support system, e.g. , AA sponsor, professional counselor, minister or other resources. 

When the individual denies the fact that he/she needs help, the brain dysfunction is 

reactivated. The "deadly trio" of denial , stuck point and brain dysfunction is formed and 

sets the relapse process into motion. 

From this stuck point, the individual develops an internal dysfunction in which 

the person feels fine and denies the need for help (Gorski, 1989). Denial of the internal 

dysfunction leads to external dysfunction. During this phase, the individual starts making 

excuses and avoiding other people. Isolation and loneliness set in. The addicted person 



then enters a period called option reduction. During option reduction, the individual has 

tunnel vision and sees but three choices: drug use, suicide or insanity. Given those 

choices, the most logical choice is to return to using the DOC (Gorski, 1989). 

The relapse process is often interrupted by "moments of sanity" (Gorski, 1989). 
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During moments of sanity the individual reflects upon his or her actions. This 

enlightenment influences the individual go back, consolidate his/her resources and to ask 

for help in order to deal with the stuck point. 

Treatment Outcomes: Measures and Contributing Factors 

Treatment outcomes are relevant to understanding recovery. There are numerous 

debates with regard to which treatment outcomes to measure, time intervals for 

measurement and type(s) of training for the person(s) who conduct the measurements. 

Compounding the dilemma is the diversity of persons subsumed under the umbrella of 

substance abuse, comparisons can be problematic and may misguide the researcher 

(Shaw, et al, 1990). Without agreement on which prognostic indicators to measure, 

programs that treat patients having a better prognosis [financially stable, domiciled, more 

social supports, less brain dysfunction, etc.] will appear to produce better outcomes, ergo, 

erroneous assumptions about the program's superior efficacy could be derived. 

It is important to standardize outcome measures as a basis for comparison 

(Longabaugh, 1991 ). Therefore, it is important to assess the client and his/her problems 

prior to and during [ substance abuse] treatment, as well as his/her response to treatment 

and his/her status following treatment (Longabaugh, 1991 ). In addition, key prognostic 
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factors that may affect treatment outcomes ( coexisting psychiatric disorders, motivation, 

social supports, employment status, domiciled or not and other significant individual 

problems) must be identified (Longabaugh, 1991). Frawley (1991) also reported a lack of 

standardization of outcome measures in studies that monitored treatment outcomes. 

Ryan et al ( 1995) used as outcome measures: attendance over the eight week 

period of treatment, treatment status [per treating clinician's judgment: completers, drop 

outs or appropriate terminators]. A third outcome measure was the clinician's ratings at 

follow up (CR-F) in which the treating clinician answered questions at the time of the 

client's follow"7up. Questions _were related to: retention in treatment, reason for 

termination, degree of improvement, current use of alcohol and level of involvement in 

treatment. 

Longabaugh ( 1991) proposed that the following key constructs be measured [ as 

outcomes] : a.) alcohol involvement (consumption, dependence, negative consequences), 

b.) other drug use, c.) physical health status, d.) psychological health status 

(psychological dysfunction, subjective well-being), e) use of treatment resources (service 

utilization, treatment costs), f.) social role functioning ( employment/work, family 

relationships, social behavior and friendship , citizenship), and g.) environmental support 

systems ( stresses, supports). 

Mc Lellan et al (1986) found that important considerations for outcome following 

treatment were the severity of the client's employment and legal problems upon 

admission to treatment. Treatments that promote substance use reduction and/or 



abstinence without attention to such social issues contribute to increased risk for relapse 

(Mc Lellan et al , 1986). Allen ( 1991) purported that clinicians may view alcoholism as a 

"uniform disease" (p. 178) and do not vary their approach to treatment. Frawley ( 1991) 

suggests that changes in patient outcomes might be due to differences in the types of 

patients being treated. Another important variable is that clinicians often rely upon their 

intuition rather than empirical evidence when making treatment decisions (Mc Crady, 

1991 ). 

Ryan, Plant & O' Malley ( 1995) reported conflicting results from researchers in 

that some found that have failed to find a relationship between outcome and an 
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alcoholic's willingness to participate in treatment (Finley, 1977; and Orford & Hawker, 

1974) while others have reported that motivation was related to outcome (Goldfried, 

1969; Gossop, 1972; Smart & Gray, 1972). Bien, Miller & Tonigan (1993) reported that a 

clinician's optimism could be a contributory factor in a client's decision to change. 

Miller & Rollnick ( 1991) argue that substance abuse interventions that emphasize 

choice, willingness and agreement to participate in treatment, leads to increased success 

rates. Self referred clients are more apt to remain in treatment than those mandated by 

impersonal others. Self referred clients have the lowest drop out rates and best treatment 

outcomes, whereas, clients coerced into treatment by the legal system or impersonal 

others have the highest drop out rates and the poorest outcomes. 

In 1996, the APA Work Group on Substance Use Disorders, in accordance with 

[ though not endorsed by] the Joint Commission on Accreditation of Healthcare 
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Organizations (JCAHO) advocated the adoption of a single, comprehensive algorithm for 

the treatment of substance abuse disorders. Such an algorithm would: a.) specify the 

concrete roles of the chemical dependency counselors, therapists, psychologists, primary 

care providers and psychiatrists; b.) develop a stepped-care approach that balances 

urgency, e.g., using less expensive treatment modalities for the less affected clients, while 

also considering safety risks to the general public (repeated offenses of driving while 

intoxicated); c.) match treatment needs based upon the severity of the problem with cost 

effectiveness and availability of treatments; and d.) establish a method to assess cost 

effectiveness of the algorithm (Hughes, 1996). , 

Several controversial issues related to outcome measures must be resolved in 

order that HCPs provide substance abuse rehabilitation services that serve substance 

abusing addicts. It is reasonable to assume that disagreements among HCPs about which 

outcomes to measure, when to measure and differing goals of treatment adds to the 

enigma of defining recovery from substance abuse treatment. 

Allen ( 1991) purported that treating addiction as a uniform disease may skew 

outcome measures since there are too many intervening variables that can be overlooked. 

Clinicians may view alcoholism as a uniform disease that requires a set course of 

treatment with little variation from client to client (Allen, 1991). To add to the dilemma, 

four different interpretations of abstinence were recounted (Frawley, 1991 ). Currently 

there are many programs that offer the same type of treatments. What is needed is less 

duplication of services and more innovation. 



Burton and Williamson ( 1995) studied perceived effectiveness of treatment, and 

found that 74% of the study participants obtained treatment from peer support groups 

instead of from professional treatment programs. While they stated that groups such as 

Alcoholics Anonymous (AA) are more accessible and free of charge, they felt that the 

peer support was more useful for patients than professional support. This suggests that 

health care providers in treatment programs do not approach treatment and do not view 

success in the same way as their patients. 
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Rowe & Grills ( 1993) assert that current treatment paradigms use culturally 

mainstream models and that program activities do not consider cultural differences. 

Berryhill-Paapke & Johnson (1995) reported that Alaskan Native Americans valued 

''other-focused" while non-native counselors emphasized "self-focused" activities. It is 

within this context and scope of practice that nurses are taught [ and expected] to consider 

the cultural mores of patients in treatment decisions (Peterson, 1996). Culley ( 1996) 

described the task of [general] nurse educators as one of heightening nurses' awareness of 

cultural differences, teaching respect for cultural patterns different from one's own and 

providing information on specific conditions which affect minority groups 

disproportionately. The proposed study could provide guidance and promote greater 

sensitivity to cultural differences and issues of ethnicity. 

Summary 

This chapter presented a focused review of the substance abuse literature to 

identify potential similarities and differences among HCPs with regard to recovery from 



substance abuse. It is reasonable to assume that HCPs in the field of substance abuse 

treatment who support one another's perceptions and conceptualizations, and who are 

apprised of and can work with their differences, will be more open to group consensus 

and compromise. 
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This research will generate a pictorial representation of recovery. This composite 

of recovery could be used to clarify definitions of recovery from substance abuse, as well 

as to determine substance abuse treatment outcome measures in future studies. 



Chapter III 

Methodology 
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This chapter presents Trochim's guidelines of the concept mapping (CM) process, 

the design for this study, setting, sampling, data collection procedure and data analysis 

plans. The concept mapping procedure used in this study is a modification of that 

originally developed by Trochim. The details of its application are also presented here. 

Design 

The research design for this study is descriptive and qualitative. The inductive 

process of concept mapping was used to identify the elements in the conceptualization of 

recovery among HCPs in one inpatient setting. The conceptualization will be recorded as 

a coherent pictorial representation of the HCP group's experiences, thoughts, intuitions, 

opinions and ideas about recovery from substance abuse. 

Setting 

The setting was the Tucson Veterans Administration Medical Center (TV AMC), 

Substance Abuse Residential Rehabilitation Treatment Program (SARRTP), a component 

of The Mental Health Health Care Group (MHHCG). The TV AMC serves only veterans 

and Indians through a sharing agreement with Indian Health Services. (IHS). Persons 

under 18 years of age are ineligible for services. Family members are also treated with the 

veteran through Family Mental Health, however, they are not eligible for individual 

therapy. In addition to SARRTP, there are several other services offered by the MHHCG; 

e. g., homeless, acute inpatient psychiatric, outpatient mental health and substance abuse 



programs, outpatient PTSD (post traumatic stress disorder), outpatient day treatment for 

mental health and substance abuse, and outpatient general mental health. 

The philosophy of the TV AMC is "to care for those who served" and the logo is 

"Putting Veterans First". The SARRTP reaches out to prisons, corrections facilities and 

accepts most referrals as long as the referred is an eligible veteran or Indian. Many 

persons are self referrals. There is no discrimination with regard to race, color, creed, 

religion, sex, age or national origin. 

The SARR TP program admits a combination of inpatients and outpatients. The 

maximum number served ·at one time is 20. The ratio of inpatient to outpatient clients is 

between 18:2 or 19;1. The program is 21-'28 days and there are three tracks: general 

intensive, relapse prevention. and dual diagnosis. Although the program is usually 21 

days, length of stay is decided on an individualized basis and the program is modified to 

meet the client's needs. 

Sample 

32 

The selection criteria for participants in this study were HCPs who were: a.) over 

eighteen years of age; b.) experienced (at least two years in the field of substance abuse) ; 

and, c.) currently employed in the SARRTP. It is not necessary that the same people 

participate in all steps of the concept mapping process. There are advantages to recruiting 

a heterogeneous mix of participants. The vast personal and professional experiences of a 

diverse group of participants helps to insure a variety of viewpoints and encourages a 

broader range of people to ascribe to the resulting conceptual framework (Trochim, 
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1989). However. all participants were professional health care providers at the TV AMC

SARRTP. The sample size totaled twelve, though not all participated in the different 

steps of the CM procedure at the same time. There were eight participants who 

contributed to the brainstorming session. Five of the original eight participants, plus three 

new participants performed the sortings and ratings. Four participants decided upon the 

number of clusters and named the clusters. Finally, four participants (three of the original 

participants plus one new participant) described the final conceptualization and meaning 

of the clusters. 

The participants included: one registered nurse practitioner, one registered 

nurse/addictions counselor, one licensed practical nurse/ addictions counselor, four social 

workers, one registered recreational therapist, one addictions counselor who has a 

master's degree in education, one addictions counselor/student intern and one addictions 

therapist who is a master's in social work student. Three participants reported they were 

currently in recovery from substance abuse addiction. The group engaged in the concept 

mapping process during staff meetings. 

Human Subjects Approval 

This project was reviewed by the Institutional Research Board (IRB) of the 

University of Arizona and granted exempt status. A copy of the signed human subject's 

consent form (see Appendix A) was given to each participant. In order to assure 

confidentiality, participant data will be kept locked in the pharmacy at the TV AMC and 

only the investigator will have access to the data. 
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Concept Mapping Procedure 

Background 

Concept mapping (CM) was developed by William Trochim in 1989 in order to 

provide a systematic reliable means of constructing a conceptual representation held by a 

group of selected individuals about a particular topic. Concept mapping has been used to 

conceptualize feminism (Linton, 1989), plan and evaluate of a Big Brother/Big Sister 

program (Galvin, 1989) and to develop a conceptual framework of staff views of a 

supported employment program (Trochim, Cook & Seitz, 1994). In this study, the 

process will be used to explore and conceptualize the worldviews of HCPs about 

recovery. 

In concept mapping, the conceptual domain is identified in a three step process. 

First, the group's similarity matrix, which is based on the combining of the individual 

similarity matrices, is translated into a point map by way of a two-dimensional nonmetric 

multidimensional scaling procedure. The Concept Systems, Inc. (CSI) computer software 

is used to generate the matrices and the point map. Similarly sorted statements will group 

together and those points that are farthest apart will remain distant from one another. This 

process creates the "point map". Beside each point is placed the corresponding statement 

number so participants can associate each point with a statement (Trochim, 1989). Two 

dimensional nonmetric multidimensional scaling allows the similarity matrix to be 

represented in several dimensions as distances between the original items in the matrix 

(Trochim, 1989). 



Second, "clusters" are selected by the participants and represent higher order 

conceptual groupings of the original set of statements (Trochim, 1989). From this 

process, a "cluster map" will be generated. In order to maintain the integrity of the 

multidimensional scaling, it is important to present the various cluster possibilities to the 

participants as a group and for them to generate a clustering solution that does not allow 

any overlapping clusters (Trochim, 1989). 

The third step is to obtain average ratings across participants for each statement 

and cluster and to superimpose these averages to produce "the point rating map" and the 

"cluster rating map" respectively. Group members meet to label the regions of the 

concept maps and create a name or short statement that describes each cluster. When all 

clusters are named the group will be asked to agree upon labels for the clusters as a 

group. This often presents an interesting task of negotiation (Trochim, 1989). The names 

of the points and clusters derived from the group's consensus are transferred to the 

appropriate points or clusters on the point and cluster maps. The group is asked to study 

the named maps to determine whether they make sense (Trochim, 1989). 

The group examines the four named maps for logic, sensibility and 

representativeness of the topic of interest. A discussion is generated to partition major 

regions on the maps. Group consensus drives the design of the maps and produces the 

final , named-map, that is, the conceptual framework and end product of the concept 

mapping process (Trochim, 1989). 
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Four Concept Maps Defined 

Interpretation of the conceptualization begins with the four "concept maps": point 

map, cluster map, point rating map, and cluster rating map (Trochim, 1989). Though each 

map emphasizes distinctively different aspects of the same conceptual phenomenon, each 

one is related and reflects the various sides of the topic of interest (Trochim, 1989). In 

CM, there are four maps of significance: point map, cluster map, point rating map, and 

the cluster rating map. Each map depicts a different view of the same data. 

The first map is the point map and shows how each participant sorted the 

statements. Each point represents one statement. Statements that are positioned closer 

together were sorted more frequently into the same stack by the participants (Trochim, 

1996). 

The second map is the cluster map and shows how the specific statements [ideas] 

can be grouped into more general clusters or concepts (Trochim, 1996). The number of 

clusters is determined by group consensus. Partitions and borders generated by the CSI 

computer program may be modified by the group. Participants decide upon the final 

number of clusters and where the partitions are to be drawn. 

The point rating map depicts the importance of each statement [idea] to the 

concept: "recovery from substance abuse addiction". The participants rate each statement 

on a likert scale ( 1-7, one being least important to recovery from substance abuse 

addiction and seven being most important). 

The point clustering map provides information about the number of participants 



who sorted the individual statements into the same cluster(s). A high number of 

statements sorted into the same cluster by the participants is indicative that those 

statements share conceptual similarity in some way. 

To aid in the interpretation of the maps, cluster bridging scores are calculated by 

the CSI computer program. Scores range from 0.00-1.00. A low bridging score indicates 

the items in that cluster share conceptual similarity, though the exact nature of the 

likeness is unknown. The higher the bridging score, the more conceptually different the 

items, however, the ideas share enough similarities to be placed into the same cluster. 

Within the same cluster, items closer together have the same or nearly the same bridging 

scores. The farther apart the items, the greater their-bridging scores. 

The results of the concept mapping process can be used for planning a program 

which will eventually be evaluated (Trochim, 1989). In addition, concept mapping 

encourages group cohesiveness, shared vision and is viewed as a fun alternative to 

committee meetings. Furthermore, participants will often buy into the results. The map 

itself can be used as an "organizing device" for developing and implementing the 

program. The theoretically-derived concept map that is produced in this study can be 

useful for pattern matching and may be employed later in program planning. 

Procedure 
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The procedure of concept mapping that was used in this research involved the 

following steps as adapted from Trochim (1989): a.) structuring session, during which the 

research question(s) instructions were presented; b.) brainstorming with instructions to 
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avoid more than one concept in a statement, all statements worded similarly and group 

consensus with regard to the meaning of each statement; c.) sorting of statements; d.) 

rating of each statement's importance to recovery from substance abuse addiction using a 

1-7 likert scale ( a rating of one represented least important and a rating of seven 

represented most important); e.) generating a binary symmetric matrix; f.) combining 

sorts to produce a final similarity matrix; g.) producing a point map that shows a separate 

point location of each statement through two-dimensional, non-metric multidimensional 

scaling; h.) partitioning the points to represent group consensus of higher order clusters; 

i.) naming the clusters; and, j .) interpreting and rearranging the maps by participants to 

represent group consensus of recovery from substance abuse addiction. 

Facilitator's Role 

The investigator facilitated the concept mapping process. Training for the 

facilitator of the concept mapping process was conducted by Mitzi Forbes. Dr. Forbes, a 

doctoral graduate from the University of Arizona, College of Nursing, has completed six 

concept mapping projects and has lectured to doctoral candidates about the concept 

mapping procedure. 

The facilitator's role is solely to manage the concept mapping process. The 

facilitator entered the data into the laptop computer for analysis, conducted the data 

analysis that generated the final concept map. All else was determined by the 

participants, which should minimize researcher bias. 



Details of Procedure and Data Analysis 

Data analysis occurred simultaneously with each step of the data collection 

process. Concept system's computer software was used to assist with data analysis. 

Participants, not the researcher, determine the representativeness of the final cluster map 

to the conceptualization of recovery from addiction. The concept mapping process 

usually lasts two days (Trochim, Cook & Seitze, 1994; Galvin, 1989), although more 

time was required for this study. 

Day One 

On the first day, participants were given the following directions: a.) please think 

about what recovery from substance abuse addiction is; b.) brainstorm all your opinions, 

ideas, meanings, experiences, intuitions, beliefs, feelings , biases, observations about the 

concept of recovery substance abuse addiction; c.) there are no judgments or omissions 

except as agreed upon by the entire group; d.) there is no criticism, order or hierarchy of 

statements that are generated; e.) ask for clarification of unfamiliar terms or the meaning 

of each statement; and, f.) a maximum of 97 statements will be used. 
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Between days one and two, each participant was given a set of the 97 statements 

they generated and asked to sort them into stacks that were meaningful to them. The oral 

and written instructions for the sort were: a.) there cannot be only one stack; b.) there can 

be one or more stacks that contains only one statement; c.) there cannot be as many stacks 

as there are statements; d.) all statements must be utilized; e.) no collaboration among 

participants can occur during the sorting procedure or the rating procedure; and f.) using a 



1-7 likert scale, with one being the least and seven being the most, rate each statement in 

terms of its importance to recovery from substance abuse addiction. In this project the 

brainstorming content and rating foci were predetermined by the investigator. The 

statements were entered into a laptop computer for analysis. 
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Once all statements have been sorted and rated by each participant, the results 

were combined across people in two steps (Trochim, 1989). First, a binary symmetric 

similarity matrix with as many columns and rows as there are statements (maximum: 97 

for this project) was created for each participant. A" 1" was placed in the column and row 

that corresponds to those items that were sorted together. A "O" was placed in the column 

and row that corresponded to those items that were not sorted together. 

Second, the individual binary symmetric similarity matrices were added together 

to form a combined group similarity matrix. This matrix shows how many participants 

sorted statements into the same pile(s). A digit indicates the number of participants who 

sorted the statement(s) the same. Moreover, the value of the digit implies a conceptual 

similarity between the statements, a relational structure of the conceptual domain and 

how the participants grouped the statements (Trochim, 1989). The higher the value, the 

more similarly the participants grouped the particular statement(s). High digits implies 

that those statements are conceptually alike in some way (Trochim, 1989). Lower digits 

indicate conceptual distinction or differences (Trochim, 1989). 

The next task involved the rating on the Likert scale. This task produced an 

arithmetic mean of the ratings and other descriptive statistical data (Trochim, 1989). This 



41 

task was accomplished between days one and two by the facilitator. 

The fourth task in data analysis, representation of the statements, had three steps 

that was performed by the computer software between days one and two. The first step 

was to analyze the statements and to locate them as individual points on a map. This step 

was accomplished through the use of a two-dimensional, nonmetric multidimensional 

scaling of the similarity matrix (Trochim, 1989) (multidimensional scaling map goes in 

appendix). Statements that appear together on the point map represent more like sorts by 

participants. The second step involved grouping or clustering of the points. The clusters 

indicate higher order conceptual grouping of the original statements (Trochim, 1989). 

The third step was to construct maps that .represent the points or clusters. 

There was considerable delay ·between days one and two. Due to illness, 

vacations, schedule conflicts, the HCPs were unable to meet again for five months. The 

second meeting included a summary of the CM goal, reiteration of CM instructions and 

presentation of clusters. Each participant was given a sample of clusters between five and 

twenty inclusive. They were asked to study the various clusters and to choose the number 

of clusters that best represented the concept of recovery from substance abuse addiction. 

Day Two 

Day two involved naming of the clusters and generating the cluster maps. The 

group decided how many clusters would represent the conceptual domain. To aid this 

decision, a cluster tree or pictorial view of all possible clusters generated by the concept 

system's computer program, was provided. It was important that no cluster or points 
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overlapped. Once the cluster or point analysis had been completed, a numbered point map 

and a cluster map was constructed (Trochim, 1989). Interpretation of the maps involved 

assembling the materials generated from the concept mapping process ( statement list, 

cluster list, point map, cluster map, point rating map and the cluster rating map. 

Each participant was given a list of the brainstormed statements and reminded that 

their sorts had been combined as a group to form the cluster list. They were asked to read 

through the statements and to generate a word or short statement that described the 

cluster. When each cluster was named individually, the group was asked to negotiate with 

each other and to reach consensus on a single name or phrase for each cluster. 

Group members were asked to identify sensible regions of clusters and to draw 

partitions that define those regions. As in the naming of the clusters, group consensus 

must be reached in order to determine the final partitions of the cluster map. The group 

was advised that they may rearrange the partitions or boundaries that were generated by 

the computer program in the final cluster map until the map makes sense and is 

representative of their conceptualization of recovery from addiction. 

Summary 

Concept mapping was used to represent the conceptualization of recovery from 

addiction according to one group of HCPs in one inpatient setting. This research will 

serve as an important beginning toward a universal understanding and definition of a 

crucial term, recovery, in the field of addictions. 
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Chapter IV 

Data Analysis and Findings 

This chapter presents a detailed description of the results of the CM procedure and 

simultaneous analysis that was utilized in this study. In CM, data analysis occurs in each 

of the individual steps of the CM process. 

The CM software computer program used for this research was developed by 

Trochim in order to involve people, brainstorm ideas and to build consensus. In essence, 

CM turns individual ideas into a group road map for action (Trochim, 1996). The 

Concept System, Inc. software synthesizes ideas and opinions for the purpose of 

analyzing results. It provides objective evaluation criteria against which stated goals and 

expectations can be measured. 

Generation of Statements: Brainstom1ing 

On the first day, the participants generated 97 phrases and words, the maximum 

number with which the concept mapping computer program can work. There was no 

hierarchical categorization of the statements and no particular order. The statements were 

written on a large whiteboard so all members could see them. Statements were recorded 

randomly on the whiteboard as they were spoken. This process took one hour. Table 1 

lists the 97 statements generated by the group 



Table 1: List of 97 statements 

I meaningful work 
2 trust 
3 productivity 
4 change 
5 transition 
6 return to values 
7 identification of 

financial stability 
9 freedom 
IO one day at a time 
11 sponsors 
12 let go, let God 
13 self respect 
14 self esteem 
15 serenity 
16 self honesty 
17 selfworth 
18 abstinence 
19 maturity 
20 healthy hygiene 
21 conditioning 
22 positive reinforcement 
23 healthy stuff: sleep, laugh, food , 
exercise 
24 follow set principles 
25 program of consistency 
26 appreciation of strengths 
27 foundation/base 
28 massages 
29 supports 
30 fellowship 
31 relapse 
32 heal: body, mind. soul 
33 altruism 
34 empowerment 

35 prioritizing 
36 healing 
3 7 easy does it 
38 acceptance 
39 awareness 
40 biopsychosocial process 
41 spirituality 
42 stabilization 
43 structure 
44joy 
45 vocation 
46 recovery/support 
4 7 letting go 
48 humility 
49 boundaries 
50 meetings 

( community-based, 
sobriety support) 

51 re-creating 
52 re-evaluation 
53 humanitarianism 
54 positive thinking 
55 turning it over 
56 moralistic thinking 
57 greater quality oflife 
58 experiencing feelings 
59 forgiveness of self/others 
60 sense of community 
61 cognitive dissonance 
62 break through denial 
63 higher powered 
64 no horses 
65 mental maturity 
66 counseling 
67 growth 

Structuring of Statements: Sorting 

68 relationships 
69 seeking therapy 
70 sobriety 
71 responsibility 
72 friendships 
73 functioning within norms 
74 domiciled 
75 appropriate utilization of 
resources 
76 enjoyment 
77 peace 
78 balance 
79 behavior modification 
80 harmony 
81 living life on life's terms 
82 new things 
83 fun 
84 know limitations 
85 getting out of self 
86 creativity 
87 using healthy skills 
88 learn coping skills 
89 communication 
90 quality of communication 
91 communication skills 
92 resolution 
93 positive worldview 
94 12 steps 
95 big book 
96 change of habits 
97 extinction of negative attributes 
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Each participant was given the entire list of 97 statements to sort and rate between 

days one and two. The CSI software program was used to generate a point map based 

upon the combined similarity matrices of all the participants. The point map (Figure 1 ) 

displays the manner in which the participants sorted the 97 statements, without 

consideration of clusters. Each point represents a single statement. Statements that are 

closer together were more frequently sorted into the same stack. · 



Figure 1: Point Map 
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A second task to accomplish between days one and two was the rating of each of 

the 97 statements. Participants were instructed to rate each statement in terms of its 

importance to recovery from substance abuse addiction. This rating of statements was 

accomplished in varying ways. All used the 1-7 likert scale [ rating of one indicated low 

priority to recovery from substance abuse addiction, and rating of seven meant most 

important to recovery process]. Some followed the instructions on the actual rating scale 

form that was given to each participant. Others created new methods of rating the 

statements or completely omitted the rating instructions. The creative methods included: 

a.) taking each of the individual statements that were to be sorted and, instead of 

separating them to place into stacks, assigning each statement a number [ 1-7] directly on 
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the statement; and, b.) using all the statements sorted into a particular cluster and 

assigning that cluster a number ( 1-7). The results are listed in table 2. Statements are 

listed in descending order of importance to recovery from substance abuse addiction, 

from 7.0 to 2.5. 

Table 2: Statements by Ratings: Descending Order oflmportance to Recovery 

70) sobriety 7.00 79) behavior 92) resolution 5.33 
62) break through modification 6.00 36) healing 5.20 

denial 6.86 84) know limitations 6.00 3) productivity 5.17 
96) change of habits 6.86 90) quality of 19) maturity 5.17 
18) abstinence 6.83 communication 6.00 4 7) letting go 5.17 
16) self honesty 6.67 91) communication 55) turning it over 5. 17 
39) awareness 6.67 skills 6.00 58) experiencing 
78) balance 6.67 89) communication 5.86 feelings 5.17 

7) identification of 26) appreciation 72) friendships 5.17 
values 6.50 of strengths. 5.83 5) transition 5.00 

38) acceptance 6.50 27) foundati on/base 5.83 29) supports 5.00 
81) living life on 34) empowerment 5.83 63) higher powered 5.00 

life's terms 6.50 74) domiciled 5.83 68) relationships 5.00 
13) self respect 6.33 83) fun 5.83 20) healthy hygiene 4 .83 
14) self esteem 6.33 87) using healthy 30) fellowship 4.83 
23) healthy stuff: skills 5.83 43) structure 4.83 

sleep. laugh, food , 94) 12 steps 5.83 52) re-evaluation 4.83 
exercise 6.33 95) big book 5.80 57) greater 

80) harmony 6.33 2) trust 5.67 quality of life 4.83 · 
88) learn coping 4) change 5.67 65) mental maturity 4.83 

skills 6.33 10) one day at a time 5.67 86) creativity 4 .83 
71) responsibility 6.29 11) sponsors 5.67 9) freedom 4.67 
17) self worth 6.17 12) let go, let God 5.67 60) sense of 
22) positive 67) growth 5.67 community 4 .67 

reinforcement 6.17 93) positive 8) financial stability 4 .50 
32) heal- . body. world view 5.67 21) conditioning 4.50 

mind, soul 6.17 24) follow set 33) altruism 4.50 
41) spirituality 6.17 principles 5.50 45) vocation 4.50 
54) positive thinking 6.17 37) easy does it 5.50 51) re-creating 4.50 
59) forgiveness of I) meaningful work 5.33 82) new things 4.50 

self/others 6 .17 6) return to values 5.33 31) relapse4.33 
76) enjoyment 6.17 15) serenity 5.33 66) counseling 4 .33 
85) getting out of self 6.17 35) prioritizing 5.33 61) cognitive 
97) extinction of negative 44) joy 5.33 dissonance 4.17 

attributes 6.17 48) humility 5.33 53) humanitarianism 4.00 
25) program of consistency 49) boundaries 5.33 40) biopsychosocial 

6.00 50) meetings. process 3.83 
42) stabilization 6.00 community- 69) seeking therapy 3.83 

46) recovery/support 6.00 based sobriety, 64) no horses 3.00 

75) appropriate utilization support) 5.33 28) massages 2.67 

of resources 6.00 73) functioning 56) moralistic 

77) peace 6.00 within norms 5.33 thinking 2.5 
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Representation of the Statements 

Prior to day two, individual clusters were combined in five through twenty 

groupings. Trochim ( 1989) recommended at least twenty clusters for 97 statements. 

Participants were given examples of each of the cluster combinations to review. 

Participants [ some had taken part in the brainstorming session, some were new] 

reconvened on day two to choose the number of clusters and to name the chosen clusters. 

Participants were instructed that they did not have to accept the clusters generated by the 

CSI software program. They could move any statement to a different cluster, however, 

every statement must be used and group consensus must be reached. The group was also 

told they did not have to accept the borders or partitions created by the concept system's 

software program. In order to maximize the group's originality and imagination, the 

facilitator did not show the participants the computer-generated point map or cluster map. 

Day two activities required more than the hour allotted. Participants did agree as a 

group that five clusters were representative of their conceptualization of recovery from 

substance abuse addiction. The example with the five clusters was returned to each 

participant and discussions were continued through an e-mail system. The facilitator 

summarized in the e-mail the dialogue from the face-to-face session and participants 

added their comments, asked for clarification and presented their individual 

opinions/ideas. 

Due to participants' individual time constraints, sick leave, or vacation leave, there 

was an extended length of time between each concept mapping step. In this research, 



steps that usually take between two and six hours were accomplished in five months. 

Computation of Maps 
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The group of HCPs decided that five clusters represented the conceptualization of 

recovery from substance abuse addiction. After sharing individual suggestions, members 

agreed upon the following names for the clusters: a.) Cluster I: Balance, b.) Cluster 2: 

Beginnings, c.) Cluster 3: Maintenance, d.) Cluster 4: Family of Origin Issues, and, e.) 

Cluster 5: External/Initial. Table 3 lists the five clusters and their corresponding 

statement. 
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Table 3: Cluster List and Bridging Scores 

Cluster I : Balance utilization of 94) 12 steps 0.47 
76) enjoyment 0.00 resources 0.26 35) prioritizing 0.47 
77) peace 0.00 96) change of habits 0.31 43) structure 0.50 
80) harmony 0.00 81) living life on 66) counseling 0.59 
34) empowerment 0.06 life's terms 0.32 79) behavior 
70) sobriety 0.07 85) getting out modification 0.60 
39) awareness 0.07 of self 0.36 87) using 
17) self worth 0.09 54) positive thinking 0.37 healthy skills 0.64 
44) joy 0.11 88) learn coping 61) cognitive 
67) growth 0.15 skills 0.38 dissonance 0.65 
71) responsibility 0.15 Average Bridging: 58) experiencing 
83) fun 0. 16 0.20 feelings 0.66 
I ) meaningful work 0.16 95) big book 0.67 
2 ) trust 0. 18 Cluster 3: Maintenance 50) meetings 

48) humility 0.20 60) sense of (community-
82) new things 0.22 community 0.16 based, 
15) serenity 0.25 19) maturity 0.16 sobriety support) 0.70 
49) boundaries 0.37 3) productivity 0.22 5 ) transition 0.70 

Average Bridging: 57) greater 28) massages 0.72 
0.13 quality of life 0.24 73) functioning 

68) relationships 0.25 within norms 0.80 
86) creativity 0.25 26) appreciation 

Cluster 2 : Beginnings 45) vocation 0.27 of strengths 0.83 
38) acceptance 0.05 72) friendships 0.27 69) seeking therapy 0.85 
42) stabilization 0.07 59) forgiveness 56) moralistic 
23) healthy stuff: of self/others 0 .28 thinking 0.94 

sleep, laugh. food, 92) resolution 0.28 64) no horses 0.95 
exercise 0.09 8) financial stability 0.29 40) biopsychosocial 

41) spirituality 0.10 21) conditioning 0.32 process 1.00 
78) balance 0.10 53) humanitarianism 0.34 Average 
4) change 0.10 33) altruism 0.39 Bridging: 0.56 
14) self esteem 0.13 9) freedom0.42 
16) self honesty 0.13 84) know limitations 0.43 Cluster 5: External/Initial 
13) self respect 0.14 Average Bridging: I 0) one day at a time 0.38 
18) abstinence 0. 15 0.29 12) let go, let God 0.40 
27) foundation/base 0.16 25) program of 
74) domiciled 0.18 Cluster 4 : Family of Origin consistency 0.40 
90) quality of 97) extinction of negative 29)supports 0.41 

communication 0.19 attributes 0. 19 63) higher powered 0.42 
32) heal: body, 30) fellowship 0.20 3 7) easy does it 0.49 

mind, soul 0.22 46) recovery/support 0.24 4 7) letting go 0.51 
62) break through 52) re-evaluation 0.25 24) follow set 

denial 0.24 6) return to values 0.31 principles 0.54 
89) communication 0.25 5 I) re-creating 0.32 11) sponsors 0.60 

7) identification 36) healing 0.35 91) communication 
of values 0.26 65) mental maturity 0.38 skills 0.63 

22) positive 93) positive 55) turning it over 0.68 
reinforcement 0.26 world view 0.40 31) relapse 0.96 

75) appropriate 20) healthy hygiene 0.42 Average Bridging: 0.5 

Cluster I was named "Balance", and was likened to the core or center of recovery 

from substance abuse. Statements such as "sobriety", "responsibility", "self-worth", and 
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"empowerment" corresponded to this cluster. 

Cluster 2 was named "Beginnings" and referred to foundational aspects of 

recovery, e.g., statements such as "change", "self-honesty" , "domiciled", and "heal: body, 

mind and soul". These items refer to a primordial considerations that predispose recovery 

behaviors. 

Cluster 3 was named "Maintenance" and referred to spiritual and social tenets of 

recovery that help to maintain recovery. Statements such as "forgiveness of self and 

others" , "altruism", "productivity, " and "relationships" comprised this cluster. 

Cluster 4 was the largest cluster and was difficult to interpret due to the diversity 

among the statements, as evidenced ~y the wide spread distances between the points. 

Cluster four was named "Family of Origin" and referred to issues that must be addressed 

in order to support the internal changes and growth in continued recovery. It contained 

statements such as "re-creating", "extinction of negative attributes" , "transition" and " 

functioning within norms". 

Cluster 5 was also difficult to interpret. It was named "External/Initial" in 

reference to the progression of recovery. Initially, recovery begins with reliance upon 

outside (external) influences and supports. As recovery unfolds the focus changes from an 

"external" to an internal locus of control. Statements such as" one day at a time" , "easy 

does it" , "letting go" and "follow a set of principles" were representative of this cluster. 

Overall, these five clusters focus on the process of recovery. Less emphasis was placed 

on the subjective experience or the characteristics of recovery. 
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Figure 2: Labeled Cluster Map 
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Figure 2 presents a map of the clusters. The size of the clusters indicates the 

extent to which the statements supporting the clusters share similarities or are different 

across the group. Smaller clusters, such as Cluster 1, indicate more similarity and thus 

have lower bridging scores. Larger clusters, such as Cluster 4 have higher bridging scores 

overall. See Table 3, which lists the bridging scores for each cluster and corresponding 

statements. 

Solar System Conceptualization 

The group likened their conceptualization of recovery to a dynamic, fluid solar 

system, revolving around a sun. It is three-dimensional and continuously in motion, never 



static. It is multidimensional and continuously in motion, never static. In the center 

position is Cluster 1 (Balance), the sun, which exerts gravitational influences throughout 

the entire system. Balance is also the smallest and most cohesive cluster. In this solar 

system, the four remaining clusters represent planets of equal size. Each revolves around 

Balance. Balance, like the sun, provides a gravitational force, holding the system in 

dynamic interaction. They dynamically create, spin off and interact with Balance. There 

are no fixed orbits for any of the clusters as they revolve around Balance. 

Each cluster is a dynamic entity and the whole process is synergistic. One cluster 

affects the other making the system either stronger or weaker. The cycle of influence is 

continuous and the whole [system] is greater than the sum of the parts. Each cluster is 

going to become larger and/or smaller, as in the creation of a solar system. 

There is interaction, interdependency, and energy that flows in all ways. If one 

cluster spins out of orbit, all the other clusters will be altered because that cluster no 

longer exerts influence on the other clusters. Thus, each cluster represents an essential 

element in the process of recovery. A weakness in one area stresses the other areas. 

Although the end result is not entirely predictable, the system definitely will not remain 

the same as the person progresses through the recovery process. 

Summary 

This chapter described modifications Trochim's ( 1989) CM process. Due to the 

influence of unforeseen factors , e. g. , varying work schedules, sick leave and unexpected 

additional professional obligations, the process required more time than is customary. 
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Despite the changes to Trochim's ( 1989) CM process, the HCPs' group conceptualization 

of recovery from substance abuse addiction was accomplished in a systematic manner 

and resulted in the identification of five clusters related to the process of recovery. 
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Chapter V 

Discussion, Conclusions, Recommendations 

This chapter presents the interpretation of the findings, advantages of concept 

mapping, limitations of the study implications for nursing practice and recommendations 

for future research. The group of HCPs described the process of recovery in terms of the 

solar system. The CSI generated computer maps group' s augment the interpretation of the 

process of recovery. 

Interpretation of the Findings 

In concept mapping, the participants interpret the findings based upon a review of 

the clusters. Trochim (1989) explained that the cluster map is most often used to draw 

meaningful interpretations. 

The process described by the HCPs is labeled a "lunar process" by the 

investigator because of the group' s description of the solar system, which ebbs and wanes 

as the clusters move and energy flows through them. Among the clusters, there is 

interaction, interdependency and intradependency through which energy flows. There is 

an interrelatedness among the clusters in that recovery involves simultaneously working 

on tasks [learning recovery behaviors, how to make healthy choices and practicing 

recovery behaviors]. This contributes to the integrity of the solar system. 

The stability or instability of individual clusters as they revolve around the center 

lunar cluster, Balance, alters the system as a whole. The integrity of the system ebbs and 

wanes as the recovering addict internalizes changes and accomplishes tasks that maintain 



recovery or encounters setbacks and regresses toward relapse. The five ''lunar" clusters 

describe five key elements in the process ofrecovery. 
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Some of the items [ideas] in the individual lunar clusters have support for their 

relationship to recovery in the substance abuse literature. When comparing the individual 

content of the lunar clusters, identical items were reported as either outcome measures or 

characteristics of substance abuse and addicts in the substance abuse literature. However, 

one major difference in the lunar model and the descriptions in the literature are the 

integral, interactive, interdependent and dynamic process of the concepts or clusters. That 

is, the lunar model emphasizes process, whereas the literature has emphasized outcomes. 

Lunar Process 

In the lunar model there is no distinct definition of addiction, nor any beginning or 

endpoint. of the process. The diagnosis of addiction must be established before the lunar 

model can be applied. There are no plateaus or stages to master or parameters that 

measure "success" , rather the clusters and their statements outline a process of waxing 

and waning in which there are interconnections, exchanges of energies, and maintenance 

activities between the various clusters 

Comparisons Between the Group 's Conceptualization and Gorski 

It is interesting to note the similarities between the names of the clusters and 

Gorski ' s ( 1989) phases in the Developmental Model of Recovery. The clusters were 

named Balance, Beginnings, Maintenance, Family of Origin and External/Initial. 

Gorski ' s ( 1989) phases are: Pretreatment, Stabilization, Early Recovery, Middle 
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Recovery, Late Recovery and Maintenance. Perhaps the similarities are due to the HCPs' 

familiarity with the Gorski ( 1989) model. The clusters are interrelational and 

interdependentand in Gorski ' s (1989) phases, movement is both forward and backward. 

Both models reflect nonlinear processes. 

Recovery 

Recovery, according to Gorski (1989), actually begins before the addicted person 

actually stops using. In the lunar process, there is no definitive beginning and no end 

point. Both models depict recovery as a process of ebbing and waning. However, in the 

Gorski (1989) model, the process will come to a temporary halt when the addicted person 

reaches a "stuck point". 

Gorski ( 1989) described the developmental process of recovery as one of 

movement through various phases. Speed of movement through different phases are 

correlated to the amount of brain dysfunction and neurological healing that has occurred. 

Persons progress at different rates and move back and forth. Movement is not a direct, 

linear process (Gorski, 1989), which is supported by the group's model. 

In the lunar model, clusters are like planets and, with all their contents, rotate not 

only in place in individual orbits, but each orbit is spinning at varying speeds on a 

different plane and at a different time within the orbit At the same time, the individual 

planets are moving up and down, crossing each other's paths, perhaps even colliding. For 

example, as the recovering addict moves along the recovery path, perhaps he will reach a 

"stuck point" and cannot reach his support system ( item 46 in Cluster 4 ). He may 
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unconsciously ignore other items in Cluster 4 also, such as, Fellowship (30), Re 

evaluation (52), Re-creating (51 ), Positive world view (93), Prioritizing (35) and Using 

healthy skills (87). Cluster 4 may collide with Cluster 3 with regard to: Forgiveness of 

self/others (59), Resolution (92), Greater quality of life (57) and Friendships (72). 

Although the other clusters, Balance, Beginnings and External/Initial, might assist with 

the functions that hold the system together as a whole, there will develop a need to repair 

the damage from the collision between Cluster 3, Maintenance and Cluster 4, Family of 

Origin. 

The Gorski ( 1989) model identifies time boundaries in the recovery from 

substance abuse addiction. Full recovery from the neurological damage caused by 

substance abuse takes seven to eleven years, though 75% will occur in the first three 

years (Gorski, 1989). The brain takes a long time to heal (Gorski, 1989). 

In the lunar process, time boundaries are not identified. Time is without measure, 

though it is relevant to the creation, maintenance and overall stability of the solar system 

as a whole. The lunar model stresses interreactivity and energy influences among the 

clusters as being more important to recovery from substance abuse than time. 

In the lunar model, the strength of the center, Balance, and the influence of the 

other clusters upon one another provide support for the integrity of the system as a whole. 

There are so many fail safes and backup systems due to the model's complex structure, 

interactions, energy exchanges and interdependencies, that it is highly unlikely the entire 

system will collapse. An example of a back up system involves the recovering person' s 
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perception of himself. If, perhaps, the recovering addict has low self esteem (Cluster 2, 

item 14) and decreased selfrespect (Cluster 2, item 13), items in Cluster 3 might 

compensate for the deficits. Cluster 3 terns such as: Forgiveness of self/others (59), Sense 

of community (60) and Cluster 4 items such as: Fellowship (30), Friendships (72), Re 

evaluation (52), Re-creating (51 ), Positive world view (93), Healing (36) and/or Using 

healthy skills (87) could be relied upon until the recovering person develops adequate self 

esteem and self respect. Thus, one might conclude that redundancy in a treatment system 

is important in the recovery process. 

The entire solar system of recovery is interconnected with some basic items. The 

center, Balance is essential for the maintenance of the other clusters and itself. All 

clusters must be maintained and they assist in the maintenance of one another. The 

clusters start out in their own orbits and they will shift as recovery progresses. 

Relapse 

In the Gorski ( 1989) model, persons are described as encountering "stuck points" 

at various places along the recovery process. Stuck points are not considered backward 

movement in recovery. When, however, the stuck point is met with denial , the relapse 

process is set in motion and a down hill spiral ensues. The denial is followed by internal 

dysfunction, external dysfunction, option reduction, loss of control and finally , return to 

drug use, insanity or suicide (Gorski, 1989). Along the relapse process, there will occur 

"moments of sanity" in which the person will realize something is wrong and reach out 

for help (Gorski, 1989). These moments of sanity provide an opportunity to halt the 
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relapse process. 

Although the lunar model depicts no ''stuck points", the variety of interactions and 

energy exchanges among the clusters in the lunar model are similar to Gorski's "moments 

of sanity". As clusters interact and exchange energies, relapse has less adverse impact on 

the recovery process because there are more backups in the lunar model. 

Gorski ( 1989) refers to relapse as a process that can be scrutinized and dissected. 

Along the downhill road to relapse, the addicted person will incur "moments of sanity", 

or opportunities to question the downward motion. Gorski ( 1989) describes relapse as a 

process than can be described and addressed through careful attention to warning signs 

and "triggers" (persons, places, things and thoughts associated with active substance 

abuse). 

The multidimensional, lunar process of recovery from substance abuse described 

by this group of HCPs also differs from the substance abuse literature. For example, 

"denial" is not mentioned in the lunar process, however, it is a critical component of 

Gorski ' s ( 1989) relapse process. The omission of "denial" may have occurred because the 

group was instructed to focus on recovery, not relapse. Moreover, they were limited to 97 

statements. 

In the lunar model, Relapse (31) is a single component of the loosely-cohesive, 

fifth cluster, External/Initial, and, as such, exerts negligible influence overall in 

comparison to Gorski's model. Relapse, as a component of Cluster 5, had the highest 

bridging score of any item in that cluster, indicative of little agreement among the HCPs 
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[ regarding relapse in the recovery process] . Perhaps this high bridging score might also be 

explained by the original CM brainstorming instructions. Participants were asked to put 

forth their ideas, thoughts, etc. about recovery from substance abuse addiction. "Relapse" 

was not mentioned by the facilitator. 

Comparisons between the Group ' s Conceptualization and Carroll ' s Theory 

Carroll (1993) alluded to AA steps 10, 11 and 12 as "maintenance" steps for 

spiritual growth and necessary in order to change the "defects of character" of addicted 

persons. Although the lunar process does not separate the spiritual aspects of recovery per 

se, qualities of spirituality are reflected in items interspersed among the various clusters. 

Items that infer spirituality with the lowest bridging scores [indicative of greater 

cohesiveness among HCPs] were: Peace (77): 0.00, Harmony (80): 0.00, Acceptance 

(38): 0.05 , Empowerment (34): 0.06, Spirituality (41): 0.10, Balance (78): 0.10, Joy (44): 

0.11 , Self Honesty (16): 0.13 , Trust (2): 0.18, Humility (48): 0.20, Heal: body, mind, soul 

(32): 0.22, and Serenity: 0.25. Of the 97 items, 42 had a bridging score of 0.25 or less 

and of those 42 statements, thirteen were related to spirituality. This implies that 

spirituality is viewed by HCPs as an essential component ofrecovery. 

Comparisons between the Group ' s Conceptualization and Berryhill-Paapke & Johnson ' s 

Theory 

The lunar process does not consider the possibility of cultural differences that may 

affect recovery from substance abuse. Furthermore, the model does not consider the 

influences exerted by family members and/or society as a whole. In contrast, Berryhill-
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Paapke & Johnson(l 995) stressed the importance of cultural antecedents and precipitants 

of alcohol use and misuse among Alaska Natives. Successful treatment of Alaska Natives 

must also take into consideration the differences in values (Berryhill-Paapke & Johnson, 

1995.) 

Comparisons between the Group's Conceptualization and Ryan, Plant & O'Malley's 

Theory 

The lunar model does not describe the role of motivation related to recovery from 

substance abuse. However, it is reasonable to assume that motivation is implied in the 

process in the form of the interdependency, interaction and energy exchange among the 

five clusters. Ryan et al (1995) stressed the importance of internalized motivation for 

treatment and ·its relationship ·to sustained recovery. Greater internal motivation was 

positively correlated to retention in recovery (Ryan et al, 1995). Table 4 is a comparison 

between the HCPs' conceptualization and the substance abuse literature of similarities 

and differences on recovery. 
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Table 4: Comparison with the Substance Abuse Literature of Similarities and Differences 

with regard to Recovery 

Abstinence Motivation Voluntary Rx Domiciled Follow up 

Lunar Process A I NR NR I 

Gorski s s D I I 

Carroll I I s NR s 

Berryhill-Paapke I s D s s 
& Johnson 
Ryan et al I D D s I 

LEGEND: Similarity (S), Difference (D), Addressed (A), No Reference (NR), Implied (I) 

Table 4 summarizes comparisons across five concepts identified in the literature 

as important to recovery; in reference to five conceptualizations of the recovery process: 

HCPs, Gorski, Carroll, Berryhill-Paapke and Ryan et al. Abstinence, though defined in 

many different ways, is an important characteristic of recovery. Motivation has been used 

in various substance abuse treatment outcomes studies as a measure of success. In several 

treatment programs, voluntary versus involuntary status has been used as a predictor of 

success. Domiciled versus homelessness has been another predictor of successful 

treatment outcome. Follow up and continuing care (aftercare) post discharge from an 

inpatient or outpatient treatment program has been a critical factor in ongoing recovery. 



In summary, the HCPs were similar to others' conceptualization, with the exception of 

voluntary status and domiciled. 

Similarities and Differences among HCP' Statements 

In order to interpret similarities and differences among HCPs' statements, one 

must note that the multidimensionality of concept mapping is not captured in a one 

dimensional pictorial map. When viewing the maps, it is important to envision that the 

"boundaries" are invisible and only "relatively" represent distance, definition and 

structure of the clusters. 
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The group identified key areas in which their ideas were highly similar [low 

bridging scores] and other areas that were highly different [high bridging scores]. In 

Cluster 1, Balance, it is noted that statements Trust (2) and New Things (82) were sorted 

nearly identically, as those items were placed alm0st atop one another on the cluster map. 

Other pairs of statements that were grouped close together, though not atop one another 

were: Joy (44) and Awareness (39) and Responsibility (71) and Empowerment (34). Such 

proximity indicates conceptual similarity, however, does not explain what that similarity 

is. The remaining statements were fairly equidistant from each other or farther apart. 

Several statements in Cluster I, Balance, were bridged farther apart and presumed 

to be less conceptually similar. The statements in Cluster I that are seemingly farthest 

apart, though still occupy the same cluster, are: Boundaries ( 49) and Fun (83). Slightly 

less far apart [with approximately equidistant between] are: a.) Boundaries (49) and 

Sobriety (70); b.) Boundaries (49) and Self Worth (17); c.) Humility (48) and Fun (83); 
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d.) Serenity ( 15) and Sobriety (70); e.) Meaningful Work ( 1) and Self Worth ( 17); and, f.) 

Serenity (15) and Fun (83). 

In the lunar model, the cluster of Balance is not necessarily representative of 

advanced sobriety. The person who has three days of sobriety can experience some level 

of peace, some enjoyment, some self-worth. All these rewards begin almost immediately. 

Just making the decision to come into treatment will bring some peace. Benefits start 

immediately and accumulate. As the clusters evolve, cluster one (balance) becomes 

stronger over time. 

If the rewards [ of recovery] didn't start in the beginning, no one would continue to 

work the program. At some level there has to be some humility, trust and commitment, 

even if it began with that person who told you two years ago about AA. Humility allows 

one to ask for help, trust instills hope and commitment energizes the process. 

Just making the decision to come into treatment will bring some peace. Gorski ( 1989) 

asserts this decision is part of the acceptance of the inability to control one ' s substance 

usage. As recovery unfolds, the positive changes begin to accumulate. The HCPs agreed 

that Cluster 1, Balance, becomes stronger over time and subsequently exerts its growing 

strength upon the other clusters in a synergistic manner. 

Although one can "start" [recovery] at any point, there may be greater success 

when one first attains experiences identified in the cluster of Balance (mean bridging 

score: 0.13), or Beginnings: 0.20, and less success with Maintenance: 0.29, Family of 

Origin: 0.56 or External/Initial: 0.53. The group indicated high importance of the cluster, 



Balance, referring to it as the "sun". Balance also had the lowest bridging score, 

indicative of the most cohesiveness with regard to views about recovery. 
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In sum, several of the items [ideas] that defined the individual lunar clusters have 

support for their relationship to recovery in the substance abuse literature. When 

comparing the individual content of the lunar clusters, it is important to recall that 

identical items were reported as either outcome measures and/or [static] characteristics in 

the substance abuse literature. The major differences in the lunar model and the 

descriptions in the literature are the integral, interactive, interdependent and dynamic 

process of the [same] concepts associated with the lunar model. 

Strengths and Limitations of the Study 

Strengths and Limitations 

The concept mapping process has distinct advantages. Not only is it systematic, 

but it is quick and participant directed. The method minimizes researcher bias as the 

researcher is only the facilitator of the process. The final concept maps that represent the 

concept of interest are determined by group consensus. In addition, concept mapping can 

produce a finished product within six to eight hours as opposed to such time consuming 

methods as phenomenology or ethnography. 

The method is not without limitations, however. The sample size is too small to 

generalize to other groups of HCPs. In addition, the participants required more time than 

is usual between sessions. The lapsed time might have contributed to prolonged review of 



the data, less cohesiveness among group members, and increased need for reiteration of 

the steps of the process, so as not to threaten the validity of the statements. 
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Another possible limitation is that the SARR TP subscribes to the Gorski ( 1989) 

philosophy of recovery and relapse. In general, the entire group of HCPs is familiar with 

the Gorski ( 1989) model. This model is used in the relapse prevention track of the 

intensive inpatient program. The Gorski ( 1989) materials are presented to the 

prerehabilitation and day hospital veterans as well. The extent to which this influenced 

participants beyond other beliefs and experiences is unknown in this study. 

Implications for Nursing 

This study presents ideas upon which to build a scientific understanding of 

recovery from substance abuse addiction. Replications of this study can be compared to a 

variety of HCPs' groups across multiple settings. At this point in the field of substance 

abuse addiction, all avenues are wide open to ethical, scientific research exploration. 

Implications for nursing from this exploratory research abound. Greater 

understanding of other HCPs' (especially other nurses) philosophies and 

conceptualizations of key terms in the field of substance addiction might identify 

obstacles that prevent successful treatment outcomes. Advanced practice nurses (APNs), 

employed in the field of addictions, will have opportunities in their independent practices 

to observe, assess, plan, intervene and evaluate substance addiction treatment from a 

holistic perspective that is uniquely nursing. Independent practice also might promote 



greater implementation of innovative, research-based, underutilized approaches to 

substance addiction treatment. 
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Because the field of substance abuse and addiction are so young, there is much 

fertile ground that must be turned, planted, cultivated and harvested. Advanced practice 

nurses have unique opportunities as the nursing profession grows and expands to include 

substance abuse as an esteemed subspecialty. Entrepreneurs and visionary nursing 

professionals will emerge as leaders and pioneers. They will set educational standards for 

nurses, influence health and social policies, and promote scientific research in order to 

develop research-based clinical practice. The opportunities are incalculable. 

Recommendations for Future Research 

This research represents a beginning project, however it does not definitively 

answer questions about recovery. The ultimate goal in finding consensus would be to 

examine concept maps across multiple settings. This research also raises numerous 

questions about definitions of key terminology and outcomes that measure recovery from 

substance abuse addiction. This study sheds light on the possibility that recovery from 

substance abuse addiction is, perhaps, a dynamic process that moves back and forth. 

One area of future research is the unknown influence( s) of the various 

components of the clusters upon the recovery process. It is reasonable to assume that the 

more cohesive the components, the stronger the effects upon the system as a whole. 

Conversely, it is reasonable to assume that the farther apart the components, the less 

influence or force they exert upon the system. The current study did not address this. 
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In addition, the roles and characteristics of HCPs in the recovery process remain 

an enigma. Future research might focus upon: a.) cultural differences and norms of both 

substance abusers and HCPs; b.) personal experiences with addictions and addicted 

persons; c.) influence of personal/professional experiences, and personal opinions/biases; 

d.) hunches and assumptions regarding prevention, planning, interventions, outcomes and 

evaluation of HCPs; e.) opinions about the use of pharmaceutical versus behavioral 

interventions or any combination thereof; f.) conceptual framework and world views of 

HCPs; g. )professional and educational preparation of HCPs, e.g., social work, nursing, 

medicine, psychology; h.) number of years of HCPs working in substance abuse 

addiction; i.) HCPs' intuition; j.) burnout; and k,) HCPs' open-mindedness versus closed

mindedness, that is, willingness to incorporate scientifically-based research into clinical 

practice. These factors may influence the _conceptual frameworks that guide HCPs' care 

in a variety of ways. 

Perhaps, in future research, characteristics of HCPs might emerge as a cluster in 

the recovery process. Since HCPs play a key role in recovery, it might unify the 

profession and enhance recovery success rates to explore such characteristics of HCPs 

and to assign them distinct, competency-based, measurable roles. 

This research could also be used for evaluation criteria or outcome criteria and as 

a starting point for establishing consensual interpretations and definitions of terminology 

related to substance abuse. It is reasonable to assume that shared foundations and 



approaches to the multifaceted issues of substance abuse will encourage a more unified 

discipline. 

The conceptualization of recovery from substance abuse as a process has been 

implied in the various modalities used to treat substance abuse. The representation of 

recovery as a dynamic, independent solar system offers a unique approach. 

Summary 

69 

This chapter presented interpretation of the findings, implications for nursing 

practice and recommendations for future research. In essence, the field of substance 

abuse, especially within the profession of nursing, is relatively new and unexplored. This 

research represents a systematic, scientific approach toward understanding recovery from 

substance abuse. It provides a broad base upon which to build and to add to the body of 

knowledge and the substance abuse literature. It also identifies key concepts of the 

recovery and relapses processes. 

There are innumerable opportunities to learn, to advocate, to educate, to prevent, 

to treat, to evaluate and to set standards and policies. What is known about recovery from 

substance abuse addiction is slowly being revealed, however, it is but the tip of the 

iceberg. 
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