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ABSTRACT
CONTENT DEVELOPMENT OF THE RELATIONSHIPS WITH ALCOHOL SCAL
FOR LATE-ADOLESCENTS

Rose Lucey Schroedl

Marquette University

Level of functioning is an important component of comprehensive assessments of
adolescent alcohol use behavior. However, comprehensive adolescent substance use
measures fail to provide a clear conceptual framework for understandinddobwlaise
impacts functioning. Recent research (Lucey, 2009) suggests that alcohol use does
negatively impact late-adolescent functioning and it is important to neeasur
adolescent’s alcohol-use behavior and its consequences in conjunction with level of
functioning. Thus, a biopsychosocial measure of the impact of alcohol use on late
adolescent functioning entitled the Relationship with Alcohol Scale (RAS pvaposed.
Items for the RAS were developed from a review of the adolescent and adult akehol
literature and interviews with late-adolescents. The purpose of the propaodgavas to
determine the content domains, domain definitions and item relevance of the RAS. Two
sequential studies were conducted.

Study | consisted of 20 late-adolescent participants. Participants cotnplete
simple sorting task with the 192 items, in which they were instructed to sost i¢o
piles representing similar areas of life affected by alcohol use. Adunénsional
Scaling analysis and follow-up cluster analysis identified 6 content doniaiSscial
Role Performance, 2) Interpersonal Functioning, 3) Alcohol Use Behavieerdpnal
Health and Hygiene, 5) Legal-Financial Problems, and 6) PsychologicaBéialj.

Domain definitions were obtained by reviewing the item clusters obtaioedtfre
cluster analysis.

Study 1l consisted of 50 late-adolescent participants. Participants ¢ethpl&-
sorting task, where they were instructed to rate each item within the @tcdoteains
based on how relevant they were to the domain definition. Aiken’s (1980) Validity
Indexes were used to identify the most relevant items of the content domamtesl. & t
45 items were removed from the RAS.

The results of this study identified 6 content domains (4 level of functioning and 2
alcohol use behavior/consequences domains) for a total of 147 items. The stétigths
RAS are its biopsychosocial framework, its use of late-adolescents as Cerpants”
to identify salient content domains and the use of empirical methods to determine content
domains and item relevance. Further studies will need to be conducted to reduce the
number of items and to evaluate the psychometric properties of the RAS.
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CHAPTER |
INTRODUCTION

Alcohol use disorders emerge as part of an epigenetic process, wheduiadivi
and environmental factors interact to create the end phenotype: an alcohol w .disor
The specific individual and environmental factors which impact the epigeneticsproce
vary considerably with regard to individual factors and the presence of riskfjm®tec
factors, which determine the differential trajectories of alcohol usavimehand the end
phenotype of alcohol use disorders in adulthood (Zucker et al., 2000). A number of risk
factors, including cultural, interpersonal, psycho-behavioral and biogenetic have a
differential impact on alcohol use behavior depending on the developmental stage of the
individual (Mayes & Suchman, 2006). Further, risk is nested within an ecologicatsyst
such that the multiple domains and levels of risk interact through a dynamic process
from which differential developmental trajectories emerge as a ks cumulative
effects of these risks (Zucker, 2003; 2006). The emergence of these tragastexiglent
during adolescence. While the initiation and experimentation with alcohol is common
during adolescence, the pattern and course of alcohol use differs, with sonseetsle
experiencing an age-limited period of heavy alcohol use, while others denmnstra
continuity in their problematic alcohol use into adulthood (Brown et al., 2008).

While alcohol use is thought to have a negative impact on an adolescent’s
psychosocial functioning, the research literature is mixed. The litersiigigests that the
outcomes experienced by adolescents who use alcohol depend on the particular pattern of
alcohol use they exhibit and the specific developmental period in which alcohol use was

initiated (Hill, White, Chung, Hawkins & Catalano, 2006). Some longitudinal résearc
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has demonstrated a continuity of alcohol use behavior and its associated negative
psychosocial outcomes from mid-adolescence through early adulthood (Wells, Horwood
& Furgusson, 2004; Hill, et al., 2006). However, there is little evidence that adudlesce
alcohol use has a direct impact on psychosocial functioning later on in adulthood, rather
adolescent alcohol use and its associated acute negative psychosocial ®utegrhave

an indirect impact on later adult functioning through a cumulative risk process in whic
adolescent alcohol use behavior and its acute psychosocial outcomes interact with othe
psycho-behavioral risk factors to promote the continuity of alcohol use behaviors and
negative psychosocial functioning in adulthood.

It has been hypothesized that the continuity of negative behavior from
adolescence into young adulthood reflects a failure to develop competencies egene st
of development or another. Catalano and Hawkins (1997) proposed that the development
of social competencies builds from one developmental period to the next. Therefore,
without the proper skills and opportunities to engage in these behaviors early on,lthey fai
to develop and the individual is unprepared to engage in the prosocial behavior required
of them later on in life. In addition, periods of developmental transition, such as late-
adolescence, represent periods of opportunity or vulnerability for the establtstime
health-related behaviors, such as alcohol use behavior (Shulenberg et al., 19@7). In t
case of problematic alcohol use behavior late adolescence represantstatr period in
which social/cultural factors (i.e., social norms permitting the misuse d@iallc
interpersonal factors (i.e., decreased parental monitoring and increasedueserre)
and psycho-behavioral factors (i.e., increased sensation seeking and impulsiverpehavi

may lead to the establishment of problematic alcohol use behavior in late ado&esc

www.manaraa.com



and its continuity into early adulthood (Wells et al., 2004). Further, late adolesténce (
to 20 years of age) is a developmental period characterized by a tramgdiamore
adult-like roles, including increased responsibility for daily life tasks, thehavior and
their future, more independent and mature relationships, exploration of romantic and
sexual relationships and preparation for adult occupational roles (Brown et al., 2008).
Given that late adolescence is a developmental period characterizeatoyamsition,
that developmental transitions are times of opportunity and/or vulnerability for the
establishment of healthy behaviors (Brown et al., 2008; Shulenberg et al., 1997) and that
there is continuity in psychosocial functioning through the development of competencies
(Catalano & Hawkins, 1997; Clausen 1991), problematic alcohol use behavior in late-
adolescence may interfere with the development of competencies which allanv for
effective transition into adulthood, such that negative functioning in late adolesseiice
is related to problematic alcohol use (i.e., blackouts, risky sexual behavioiyeegat
behaviors) may impact the late adolescent’s ability to engage in the lifearudetasks
necessary for an adequate transition to the social roles of early adulthood @raly
2008; Shulenberg et al., 1997; Catalano & Hawkins, 1997; Clausen, 1991).
Shulenburg and colleagues (1997) noted that due to both the opportunity and
vulnerability of developmental transitions on health related behavior, therdefier
clinicians is how to influence the developmental transition in order to promote the
continuity of health-promoting behaviors and discontinuity of health-risk behaviors. The
continuity and discontinuity of health-related behavior is not singularly determined;
does not emerge from a single behavior, at one particular time point, but rather as a

developmental process, which has multiple determinants, which cumulatively and
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differentially impact functioning across the life-span (Zucker, 2003; 20063.Stiggests
that treatment for problematic alcohol use behavior in late adolescence shouktelgt m
focus on changing an adolescent’s alcohol use behavior, as this alone does natlgecessa
promote positive long-term outcomes (Wells et al., 2004), but should also focus on the
enhancement of protective factors such as positive functioning during adoleseence, i
order to promote social competencies and prepare the adolescent for futmedifd his
proposition is consistent with salutogenic models of mental health (Keyes, 20(f St

& Hadley, 1977), which defines mental health as the presence of subjective wgll-bei
the absence of symptoms and presence of adaptive functioning. Howard andieslleag
(1993) further suggest that the goal of psychotherapy should not be limited to symptom
reduction, but also address subjective well-being and level of functioning, in order to
promote client mental health and improve treatment outcomes.

Comprehensive clinical assessment in adolescent alcohol use treatment should
extend beyond the assessment of patterns of alcohol use and diagnostic symptoms to
include measures of subjective well-being and level of functioning astesetathe
adolescent’s alcohol use behavior (Keyes, 2007; Strupp & Hadley, 1977; Howard et al.,
1993). Of particular importance is the inclusion of clinical measures of level of
functioning in the clinical assessment process, as an adolescent’s curreoit leve
functioning is the best predictor of later functioning (Shulenberg et al., 1997). Rineher
adolescent alcohol use literature suggests that perhaps problematic alcohol use in
adolescence may affect later adult functioning indirectly (Wekd.£2004; Hill et al.,

2000) by impacting an adolescent’s current level of functioning and thetyabili

develop social competencies and develop new social roles (Catalano & Hawkins, 1997;
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Clausen, 1991). Thus the clinical assessment of level of functioning for an adoiescent
treatment for problematic alcohol use behavior may be an important matkestaient
outcome and mental health (Strupp & Hadley, 1977; Keyes, 2007; Howard et al., 1993)
and later functioning (Shulenberg et al., 1997).
Statement of the Problem

Assessing an adolescent’s level of functioning is difficult, due primarilye
variability in how functioning is defined within the literature, disagreemaintsit what
domains are necessary to measure and who should be providing the information about an
individual’'s functioning (Winters, Collett & Myers, 2005).

The measures currently available for the assessment of an adolesceht leve
functioning, both in the alcohol use literature and global level of functioningtlitesa
vary in how functioning is operationalized and measured. The common definition of level
of functioning contains both negative and positive components: adaptive functioning and
functional impairment (Winters et al., 2005), where adaptive functioning is tliy abil
an individual to meet the demands of the social environment through adequate social role
performance and functional impairment is the inability of an individual to rheet t
demands of the social environment, as manifested in deficits in social falerzerce.
Inspection of the domains of functioning included in commonly used measures of
adolescent level of functioning indicate that school/work performance, intenaérs
relationships with family and peers, home duties/daily self-care aetatid self-
fulfillment/social activities are important domains to include in a globalesdent level

of functioning measure (Shaffer, Gould, Brasic, Ambrosini, Fischer, Bird, et al., 1983
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Hodges & Gust, 1995; Bird, Canino, Davies, Ramirez, Chavez, Durante, et al., 2005;
Price, Spence, Sheffield & Donovan, 2002).

While the adolescent alcohol use literature and level of functioning literature
provide a conceptual starting point for the development of a measure which indexes the
affects of alcohol use on late-adolescent functioning, this conceptual startingspoint
limited by our understanding of how to define functioning and how alcohol use affects
functioning. Recent research (Lucey, 2009) determined that adolescent alcaiad ase
impact on an adolescent’s intrapersonal functioning, interpersonal functioningaald s
role performance at school and work. However, the data revealed that in order to
understand how alcohol use impacts functioning, it is important to take into consitlerati
the adolescent’s alcohol use behavior and its consequences as it provides the context for
understanding alcohol-related functional impairment. Therefore, it is not suoffic
measure one component of an adolescent’s involvement with alcohol, such as alcohol use
behavior or level of functioning. Rather, it appears that taking a broader approach, in
which the biological, psychological and social aspects of alcohol use are addourte
a measure may provide a more valid and useful manner in which to capture an
adolescent’s involvement with alcohol. The proposed Relationships with Alcohol Scale is
a biopsychosocial measure of a late-adolescent’s alcohol use behavior and its
consequences and its impact on intrapersonal functioning, interpersonal functioning and
social role performance at school and work.

Purpose of the Study
The purpose of the current study is to develop the content of a biopsychosocial

measure which indexes the impact of alcohol use on late-adolescentsirfungctThe
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proposed measure is entitled: The Relationship with Alcohol Scale: The following
hypothesis and research questions will guide the two studies.
Study |
1. It was hypothesized that a 10-dimension solution would be obtained
from a Multidimensional Scaling analysis of the Relationship with
Alcohol Scale. The 10-dimensions will represent the following content
domains: 1) Psychological/Emotional Well-Being, 2) Behaviors
Promoting Well-Being, 3) Interpersonal Functioning, 4) Behaviors
Organized Around Alcohol Use, 5) Decision-Making Related to
Alcohol Use, 6) Physical Affects of Alcohol Use, 7) Legal Problems,
8) School Performance, 9) Work Performance and 10) Violation of
Other’s Rights.
Study II
2. Which items are the least relevant to the content domains obtained
from Study 1?
3. What is the final item set which maximizes item relevance of the
content domains?
Definition of Terms
Level of Functioning
“Level of functioning”, is defined as the ability to meet the demands of the
environment, including social role performance, interpersonal relationships &nd sel
fulfillment/ leisure time (Bird & Gould, 1995). For this study, the sped#tinitions for

the areas of functioning thought to be impacted by alcohol use are defined as. follows
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1. Interpersonal Functioning are feelings and thoughts related to psychological
and emotional well-being, as well as behaviors promoting well-being.

2. Intrapersonal Functioning is how an individual interacts and treats their
friends, peers, boyfriend/girlfriend/significant other, parents and family
members.

3. Social Role Performancas defined as the ability of an individual to meet
school employment demands.

Alcohol Use Behavior
“Alcohol use behavior” is defined as decision-making related to alcohol use,
behaviors related to planning, hiding and using alcohol, the physical affects of alcohol
intoxication and the legal consequences of alcohol use.
Content Validity
“Content validity” is defined as the evidence of the match between the items on a
measure and the content domain to which generalization is sought (Hoyt et al. 206).
Evidence of content validity includes the domain definition (i.e., the operational
definition of the content domain), relevance of items to the domain definition and the
Representatives of items from the content domain (Messick, 1998, Sireci, 1998).
Importance of Study
The importance of the current studies is they will establish a contethisealof
items suitable for further psychometric development. The development of a late-
adolescent alcohol use involvement measure could be used in both clinical and research

settings to improve our understanding of the biopsychosocial impact of alcohol use on
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late-adolescent functioning and help identify late-adolescents at gmsitdor short and

long-term functional impairment related to their alcohol use.
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CHAPTER I
REVIEW OF THE LITERAUTRE

According to the 200K onitoring the Futurenational survey, by the end of high
school, 72% of adolescents have consumed alcohol in their lifetime and 39% have done
so by the 8 grade (Johnston, O’'Malley, Bachman & Schulenburg, 2008). Further, among
120 graders, 3% reported engaging in regular daily drinking, 25% reported engaging
binge drinking within the past 2-weeks and 30% reported having been drunk in the past
30-days (Johnston, O’Malley, Bachman & Schulenburg, 2007). The initiation and
experimentation with alcohol during adolescence is thought of as a normatieegroc
among adolescents (Clark, 2004). While alcohol use during adolescence is hormative,
there is a subset of adolescents who develop problematic alcohol use pattehns whi
require intervention. In fact, on an average day 72 adolescents enter outpediemtmnt
for problematic alcohol use (Substance Abuse and Mental Health Admioistr2@07).

Given the number of adolescents who enter treatment for problematic alcohol use,
developmentally appropriate clinical assessment of an adolescent’s alec@behasior
is essential for treatment referral, treatment planning and trackerg olitcomes
(Winters, 2006). Level of functioning assessment has been identified as an important
long-term outcome marker of success in adolescent alcohol use treatmeictedzaach
by an adolescent’s return to previous levels of social role performance and the
development of new social roles (Adrians, Lucey & Campbell, 2007). Additionally, leve
of functioning assessment has been identified as an important process niedsure t
clinicians can use to monitor client progress in treatment (Howard et al., 198@)] as w

predict adolescent outcomes in treatment (Brown, 2004). A number of authors (Brown,
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2004; Bukstein & Winters, 2004; Howard et al., 1986) have advocated for including level
of functioning measures in adolescent alcohol use research and treatment. However
neither the adolescent alcohol use literature nor the level of functioningulitera
provides clear recommendations for how to effectively measure level of functifami
adolescents in general, nor specifically for adolescents with alcoholalderms.
Adolescent Alcohol Use Behavior
Pattern of Use

Adolescent alcohol use follows a general pattern, in which the consumption of
alcohol steadily increases from early adolescence and peaks in eattpadul
Generally, during early adolescence an individual has had their first drildobbg but
does not drink regularly and by late adolescence binge drinking begins to emarge (Cl
2004).This reflects a normative pattern of alcohol use in adolescence, in which alcohol
use is thought of as a “rite of passage” into adulthood.

Within this general pattern of alcohol use behavior in adolescence there is great
variability in how these patterns manifest themselves, with regard to onsitygaad
frequency of use and course (Zucker, 2006). Traditionally, adolescent alcohol use
behavior has been treated as a discrete manifestation of problem behavior or,disorde
separated from early developmental history and later adult outcomes. The devd&pm
psychopathological perspective, on the other hand, conceptualizes alcohol usedisorder
as developmental disorders, with antecedents in childhood and adolescence which
manifest themselves as the symptoms that represent the adult diagnsibalfuese

disorder. Therefore, adolescent alcohol use behavior is not the end phenotype, but rather
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is an intermediary marker of potential adult alcohol use disorders (Zucker, 2003, 2006;
Zucker, Churmack & Curran, 2000; Brown, 2008).

A developmental psychopathological perspective describes adolescent aleohol us
behavior and later adult outcomes as pathways or trajectories which are dgfined b
childhood antecedents, age of onset, alcohol drinking patterns and alcohol related
outcomes and consequences (Clark, 2004). Through a combination of theoretical and
empirical research utilizing person-centered analyses (Maggs & 8beulg 2006),
three general trajectories of alcohol use behavior have been identifiedhisholeecent
alcohol use literature: 1) developmentally limited heavy drinking, 2) selievaic
heavy drinking, and 3) late onset heavy drinking (Brown, McGue, Maggs, Schulenberg,
Hingson, Swartzwelder et al., 2008). Developmentally limited heavy drinking was
initially conceptualized as a unitary trajectory characterized by @enset of
problematic alcohol use behavior, which is limited to the adolescent time period and is
consistent with developmentally normative process of engaging in risky-behavior
(Zucker et al., 2000). However, within the trajectory of developmentallyddheavy
drinking there are identifiable sub-trajectories, which have differerdatéms of use and
onset, but share the characteristic of being limited to the adolescent tiote(Beown
et al., 2008). One subgroup of the developmentally limited heavy drinking is termed
“fling heavy drinking”, which is characterized by initiation of alcohol useairtye
adolescence and a steady increase in frequency of use, binge drinking and drimking unt
intoxicated. This pattern develops over the adolescent period and peaks around 21 years
of age, possibly due to the developmental transition to adult roles (Maggs & Shulenberg,

2006; Clark, 2004). Longitudinal studies of long-term outcomes of different alcohol use
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trajectories from adolescence to middle age indicate that individuals iddragifling
drinkers in adolescence have a low probability of receiving an alcohol use disorde
diagnosis in adulthood (Jacob, Bucholtz, Sartor, Howell & Wood, 2005).
A second subgroup of developmentally limited heavy drinking shows the opposite

pattern of use as compared to fling heavy drinkers. This trajectory is comraterhed
to as “decreasers”, which is characterized by early onset of heavy draridrg steady
decrease in use over the course of adolescence (Brown et al., 2008). Prospective
longitudinal research has indicated that adolescents in this trajectory gieak ase at
age 16, which steadily decreases until age 18 (Wiesner, Weichold & Silbereisen, 2007).

The other two trajectories identified in the literature, chronic heavy drirgidg
late-onset heavy drinking, represent two problematic alcohol use trajectories in
adolescence (Brown et al., 2008). Severe chronic heavy drinking is chaegttsriearly
onset that is persistent and stable across adolescence into adulthood. Whidedhsdht
heavy drinking trajectory is characterized by a later onset of heavy dritiahgtéadily
increases from late adolescence throughout adulthood. These two trajd@vedseen
also conceptualized, not by pattern of alcohol use, but rather by the comorbid
psychopathology that often occur with these two trajectories. The sevengcdimeavy
drinking trajectory has been termed the “antisocial alcoholism” toajpebty Zucker and
colleagues (2000); in which aggressive and deviant behavior occur in conjunction with
the early onset of heavy drinking that is stable across adolescence. jEbteitychas
been further characterized by the presence of a positive familyhistalcohol use
disorders and poor executive functioning, that is poor decision making, poor emotional

and behavioral regulation and impulsivity (Brown, 2008). The late-onset heavy drinking
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trajectory has been conceptualized as the “negative affect” trajecharacterized by
the presence of internalizing disorders, such as depression or anxiety, and poor Emotiona
regulation (Zucker et al., 2000; Brown, 2008).

Both trajectories share a common hypothesized etiology, psychological
dysregulation or behavioral under-control, in which an individual has difficulty
regulating emotional and behavioral responses, possibly due to a genelal | gdmigty
which interacts with environmental factors to create two distinct pathways f
problematic alcohol use behavior (Clark, 2004).

Risk and Protective Factors for Problematic Alcohol Use Behavior

The developmental psychopathological model of alcohol use disorders is a
systemic, multi-level approach to understanding alcohol use behavior. Spegiticall
model suggests that there are processes, both within the individual and external to the
individual, which operate at multiple levels and interact, to influence the developfment
alcohol use behavior. Furthermore, these processes are not consistent across
development, but rather have a differential impact on alcohol use behavior depending on
the developmental time period (Zucker, 2003; 2006). Alcohol use disorders emerge as
part of an epigenetic process, in which individual and environmental factors interact t
create the end phenotype: alcohol use disorders. However, the specific individual and
environmental factors which impact the epigenetic process vary considerdbhegard
to individual factors, social structure and the presence of risk/protectivesfagtoch
determine the differential trajectories of alcohol use behavior and the end gleeabty

alcohol use disorders in adulthood (Zucker et al., 2000).
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From a developmental perspective, a number of risk factors are thought to be in
place early in childhood (Brown et al., 2008) with specific risk factors having a
differential impact on alcohol use behavior depending on the developmental stage of the
individual (Mayes & Suchman, 2006). Further, risk is nested within an ecologicahsyste
such that the multiple domains and levels of risk interact through a dynamic process
from which differential developmental trajectories emerge as a dghié cumulative
effects of these risks (Zucker, 2003; 2006).

The initiation and progression of alcohol use behavior during adolescence does not
occur in a social vacuum, but rather occurs within the context of cultural norms about
alcohol use and social regulation of alcohol. Within the United States the purchase and
use of alcohol is restricted to adults over the age of 21, in an attempt to thstrict
availability of alcohol to particular groups of individuals and the ultimate gjoal
impacting drinking behavior by limiting availability (Zucker, 2006). While on the one
hand the societal regulations in the United States attempt to limit the aitgilafbi
alcohol to adolescents, cultural norms permit and even condone the initiation of alcohol
use during adolescence and its progression into heavy drinking in late adoleatecite
cumulates with the Z'birthday celebration (Fitzgerald & Zucker, 2000), thus creating a
“societal ambivalence” towards alcohol use during adolescence (Z2€K4),

Nested within the social/cultural macrosystem are interpersonal cigskga
associated with parental, sibling and peer interactions and relationshipsaFamailpeer
relationships represent the immediate social context where socializatims aad from
which values and beliefs about alcohol use emerge (Zucker, 2006). Overall, #iehrese

indicates that alcohol use by parents, siblings and peers predicts regulangnd hea
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alcohol use during adolescence (Hops, Andrews, Duncan, Duncan & Tildesley, 2000).
While alcohol use by a parent or peer is a general risk factor for adolasmshl use,

the impact of this risk factor is not consistent over time and appears to haveentidfe
effect on alcohol use behavior depending on the developmental time period, relationship
guality and genetic vulnerability of the adolescent (Hops et al., 2000; Brown, 2008).

Parental alcohol use has been identified as a risk factor for the onset of alcohol
use during early adolescence and development of heavy alcohol use in latecadelesc
(Poelen, Scholte, Willemsen, Boosma & Engles, 2007). Interestingly, dardlt@nce
appears to have a differential effect depending on the age of the adolesdetitasuc
during early adolescence parental alcohol use is a particularly powskftéhctor for the
initiation of alcohol use, while peer alcohol use appears to influence the continuation of
alcohol use through out adolescence (Hops et al., 2000).

The familial context and the interpersonal processes which emerge from this
context are hypothesized to be the link between parental behavior and adolestent al
use behavior. Parental disengagement has been identified as a significiactoisfor
the transition into heavy alcohol use, while parental warmth and communication have
been identified as protective factors against the transition into heavy lalseh@ilamo-
Ramos, Turrisi, Jaccard, Wood & Gonzalez, 2004). Further, Hops and colleagues (2000)
noted that parental modeling of alcohol use behavior is moderated by the quality of the
parent-child relationship, such that parent-child dyads with low conflict incr¢lase
similarity between parent and adolescent alcohol use patterns as compagéd to hi
conflict parent-child dyads, suggesting that adolescents in high confliobmslaips seek

out social support outside of the family, potentially increasing their susitiépto peer
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influence, while those with low conflict parental relationships may be morefgildedo
parental modeling. Therefore, parental modeling of alcohol use behavior is not
necessarily a direct pathway to adolescent alcohol use behavior, bub@ibars to be
moderated by the quality of the parent-child relationship.

The quality of parenting behavior has also been linked to adolescent alcohol use
behavior. Specifically, poor parental monitoring, permissive parenting stgessve
punishment and inconsistent discipline have all been linked to the onset of alcohol use
behavior in adolescence (Brown, 2008; Hops et al., 2000). Parenting behavior is thought
to impact alcohol use behavior through increased exposure to environmental contexts
which provide more drinking opportunities within the community and increased time
spend with deviant peer groups (Clark, 2004). It should be noted, that parenting behavior
is not an alcohol-specific risk factor, rather it has been linked to other proldemdti
deviant adolescent behavior (Hops et al., 2000; Fitzgerald & Zucker, 2006).

From a developmental perspective, familial factors appear to have thégsgirea
direct impact during early adolescence through modeling process of algh@iops et
al.,2000), while other familial factors such as the parent-child relationship adipgr
behaviors appear to be indirect risk factors which mediate peer influencesbal aise
behavior (Clark, 2004). Similar to the impact of familial factors on adolesamitadluse
behavior, peer related risk factors have a differential impact on adolesz@Enilaise
behavior (Li, Barrara, Hops & Fischer, 2002). Twin studies investigating gene-
environment correlations on adolescent alcohol use behavior, as a function of peer group
alcohol use, have found that peer influence had a differential impact on adolescent

alcohol use behavior depending on genetic vulnerability, such that individuals with a high
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genetic vulnerability have the greatest vulnerability to peer inflleeagealcohol use

behavior (Harden, Hill & Turkheimer, 2008). The interaction between genetic
vulnerability and peer group influence has also been found to be bi-directional, such that
among adolescents who interacted with peers who used alcohol there wasra greate
expression of genetic vulnerability for alcohol use behavior, suggesting thatideser
exposure allowed for the expression of genetic predispositions by providing attreas
opportunities to express the predisposition (Dick et al., 2007).

Other research has indicated that there is a differential impact of deviant pee
exposure depending on the adolescent’s pattern of alcohol use, such that adolescents
engaging in a normative pattern of alcohol use behavior demonstrated a greater
vulnerability to deviant peer exposure, while adolescents who engage in problemati
alcohol use behavior are less vulnerable to deviant peer influence over tietel(Li
2002). More specifically, deviant peer exposure appeared to accelerategtesgion
into heavy drinking for adolescents engaging in normative adolescent drinkiegnpa
while peer influence for heavy drinking adolescence appeared to plabesud 45-16
years of age. These findings suggest that for problematic heavy drird@rafluences
have the greatest impact during early adolescence and less impact fematobheavy
users during late adolescence. This suggests that perhaps for theseeatotierent
risk factors, such as genetic vulnerability (Dick et al., 2007), may havgea larpact on
the continuation of problematic alcohol use behavior.

Internalizing behavior, such as anxiety and depression, externalizing behavior,
such as aggression, conduct disorder and oppositional behavior and cognitive/learning

problems have all been identified as psycho-behavioral risk factors for thegtaesit

www.manaraa.com



19

of problematic alcohol use behavior (Masten et al., 2008). The unifying theme between
these risk factors is the concept of psychological regulation (Clark, 2004je&elétion

is thought of as a pathway to alcohol use disorders in adulthood, such that the level of
self-control or regulation may be the key risk/protective factor whichandlas all other
risk/protective factors for the development of adolescent alcohol use behavior §ayes
Suchman, 2006). Behavioral and emotional regulation is thought of as a general liability
for a variety of externalizing and internalizing behaviors, as well ab@lcise behavior,
which is genetically influenced. Twin studies have provided initial evidence farad
genetic liability for alcohol use disorders and behavioral dysregulatiom tisatalcohol

use disorders and conduct disorder share 50% of their genetic variance (Button, Rhee,
Hewitt, Young, Coreley & Stallings, 2007).

A “problem behavior” pathway for alcohol use disorder, characterized by
behavioral dysregulation in early childhood, has been proposed in the literature (Zucker
2003; 2006). Prospective studies have identified behavioral dysregulation, manifested as
aggression in childhood, in combination with adolescent alcohol use, predicts an alcohol
use disorder at age 28 (Englund, Egeland, Oliva & Collins, 2008). Fothergill and
Ensminger (2006) found a similar problem behavior pathway which was charatteyize
behavioral dysregulation measured as aggression in the first grade, in cambantti
adolescent alcohol use predicted adult alcohol use disorders. However, behavioral
dysregulation, measured as aggression, was an indirect predictor of adult assohol
This suggests that behavioral dysregulation may be an underlying lialhigh in
combination with other risk factors, including familial factors and peer chraesate

different developmental trajectories of alcohol use behavior in adulthood.

www.manaraa.com



20

Self-regulation can be conceptualized as a psycho-behavioral risk &sctor
impacts the emotional and behavioral capacities of an individual, which in turn impact an
individual's overt behavior and ability to adapt to the environment (Mayes & Suchman,
2006) or a biogenetic risk factor for the development of alcohol use disorders,isvhic
biologically based and genetically determined process. Twin studies lobeatéa that
approximately 50% of the genetic influence on alcohol use behavior in adolescence can
be accounted for by the presence of behavioral dysregulation (Button et al., 2007).
However, approximately 50% of the genetic influences on alcohol use behavior in
adolescence is unique to alcohol use behavior. This finding is consistent with the
literature investigating the heritability of alcohol use disorders, whidicates that 30%-
70% of alcohol use disorders can be accounted for by genetic factors (Kendlerl, 2001)
Additionally, specific genetic effects for alcohol use behavior have bestifiee, which
affect neurotransmitter pathways and the metabolism of alcohol (O’Briehoaynt
Carroll, Childress, Dackis, Diamond et al., 2005).This suggests that there is a geneti
liability for biological differences in brain systems and metabolic psyaelich impact
the experience of the intoxicating effects of alcohol. In addition, theseapfsears to be
a non-specific genetic risk for behavioral dysregulation, which may have aecindi
effect on the later development of alcohol use disorders.

In summary, the developmental psychopathological framework of alcohol use
disorders suggests that alcohol use disorders are developmental disordess, 0G5),
such that alcohol use disorders do not emerge full blown during adulthood, but rather are
a progressive disorder that has identifiable precursors in childhood and aclcdesce

(Zucker et al., 2000). In its comprehensive approach to describing the development of
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alcohol use disorders, this framework accounts for the heterogeneity of alsehol
behavior that emerges during adolescence, by identifying differerttdl@luse
trajectories which differ in etiology, onset and course (Zucker, 2006).
Level of Functioning
The Impact of Alcohol Use on Level of Functioning
The research on the impact of adolescent alcohol use on an adolescent’s
behavioral, social and emotional functioning is mixed. Longitudinal studies haveegkport
that of adolescents who have used alcohol in the past 6 months, 75% have experienced at
least one negative outcome related to their alcohol use (Windle & Windle, 2006). Some
of these negative outcomes are acute, such as experiencing blackouts, engéakiyng
health behavior, neglecting responsibilities and engaging in negative behawitar, (A
Stafford & Tims, 2003). While other outcomes related to alcohol use are hypothesized to
have a longer-term impact on an adolescent’s functioning, including problems wih pee
school, physical health and the legal system (Brown et al., 2008). However, not all
adolescent alcohol use behavior results in negative outcomes. In fact, some stgdies ha
suggested that normative alcohol experimentation during adolescence hds@ posi
impact on functioning, including promoting independence and social relationships
(Brown et al., 20008) and promoting greater psychological well-being in adulthood, as
compared to abstaining and heavy drinking adolescents (Shelder & Block, 1991).
The literature suggests that the outcomes experienced by adolescents who use
alcohol depend on the particular pattern of alcohol use they exhibit and thecspecifi
developmental period in which alcohol use was initiated (Hill, White, Chung, Hawkins &

Catalano, 2006). Wells, Horwood and Furgusson (2004) identified four latent class
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trajectories of alcohol use, with an abstainer trajectory with the loexesdslof alcohol

use and no problems associated with alcohol use and an alcohol abusing trajectory which
comprised the highest levels of alcohol use and a number of problems related to alcohol
use. The two other trajectories fell in between these two trajectories amd we
characterized by less alcohol use and alcohol related problems than the alcohol abuse
trajectory, but more alcohol use and more alcohol related problems than the abstainer
trajectory. Utilizing a longitudinal design of a birth cohort in New Zealarely found

evidence for the continuity of alcohol use behavior and its associated negativeesutcom
from mid-adolescence to early adulthood. Moreover, the findings indicate that estcom

at age 25 differed depending on the alcohol trajectory at age 16, such that adolescent
with the highest levels of alcohol use and alcohol-related negative outcomes had the most
deleterious outcomes in adulthood, including, depression, anxiety, suicidal behavior, poor
educational attainment, risky sexual behavior, violent/illegal behavior andsiegem
involvement. Interestingly, when the authors controlled for baseline background
characteristics, such as familial history of alcohol/drug use and mémzisil

socioeconomic status, presence of internalizing or externalizing behavicempsybl
temperamental characteristics, tobacco and cannabis use, the onlyioaseléh

adolescent alcohol use which remained statistically significant weodch specific

outcomes (i.e., presence of an alcohol use disorder), number of sexual partners and
violent offenses. This suggests that the continuity of alcohol use and alcotea relat
negative outcomes may be the result of general risk factors such aslfaistiory,

impulsivity and novelty seeking, rather than alcohol use per se. In fact, novéitygsee

and impulsivity contributed the greatest amount of variance to alcohol use at age 16 and
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alcohol dependence at age 25, suggesting that psycho-behavioral risk factoisaipecif
behavioral regulation, may play a large role in the continuity of alcohol use and alcohol-
related outcomes in adulthood. Hill and colleagues (2000) utilizing a similar design a
analysis procedure found similar results looking at binge drinking trajestand the
impact on adult outcomes. Prior to controlling for baseline background variables, the
authors found that early onset heavy users had deficits in social competencies in
adulthood and late-onset heavy drinkers had the highest levels of crime and
alcohol/substance use disorders in adulthood. However, after controlling for baseline
background characteristics, early onset heavy users were indistinguisbableon-
binge drinkers with regards to outcomes in adulthood, suggesting that binge drinking did
not directly predict adult outcomes, but rather was a contributing factor to amyimgler
condition which directly impacted adult outcomes. Taken together, these findingstsugg
that there is little evidence that alcohol use in adolescence has a diredtompac
psychosocial functioning later on in adulthood, but rather that alcohol use in adoéescen
and its associated acute negative outcomes, may have an indirect impé&et adulkh
functioning through a cumulative risk process in which adolescent alcohol use behavior
and its acute negative outcomes interact with other psycho-behavioral risk tactor
promote the continuity of alcohol use behaviors and negative psychosocial functioning in
adulthood.

It has been hypothesized that the continuity of negative behavior from
adolescence into young adulthood reflects a failure to develop competencies egene st
of development or another. Catalano and Hawkins (1997) proposed that the development

of social competencies, that is the development of prosocial behavior or behavi®r that
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sanctioned by society, builds from one developmental period to the next. Therefore,
without the proper skills and opportunities to engage in these behaviors early on,lthey fai
to develop and the individual is unprepared to engage in the prosocial behavior required
of them later on in life. This in turn may lead to negative adult outcomes which result
from an underdevelopment of competencies, which are thought to promote positive
functioning throughout the life span (DelLucia, 2004). In fact, Clausen (1991) proposed
that the choices one makes in adolescence have an impact on major socidtenlas ta
life, the stability of one’s performance and the level of attainment one eeectieese
roles. He further argues that this continuity between adolescent expeaedcagult
functioning has less to do with developmental sequence, but rather with readiness to
engage in these roles. This suggests that an individual’s level of functioning durin
adolescence will impact their later functioning in adulthood (Shulenberg, Maggs
Hurrelmann, 1997), either through the underdevelopment of social competencies
(Catalano & Hwakins, 1997) and/or restricted opportunities and experiencgs whi
promote social role development, attainment and satisfaction (Clausen, 1991).
Developmental transitions represent periods of opportunity or vulnerabilitiygfor
establishment of health-related behaviors, such as alcohol use behaviont§€igukt al.,
1997). In the case of problematic alcohol use behavior late adolescence represents
transition period in which social/cultural factors (i.e., social norms permttimgiisuse
of alcohol), interpersonal factors (i.e., decreased parental monitoring asasied peer
exposure) and psycho-behavioral factors (i.e., increased sensation seeking asigdempul
behavior) may lead to the establishment of problematic alcohol use behavior in late

adolescence and its continuity into early adulthood (Wells et al., 2004). Fudtesr
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adolescence (16 to 20 years of age) is a developmental period characterized by a
transition into more adult-like roles, including increased responsibilityaity life tasks,
behavior and future, more independent and mature relationships, exploration of romantic
and sexual relationships and preparation for adult occupational roles (Brown et al., 2008).
Given that late adolescence is a developmental period characterizeshbiramsition,
that developmental transitions are times of opportunity and/or vulnerabilitiyefor
establishment of healthy behaviors (Brown et al., 2008; Shulenberg et al., 1997) and that
there is continuity in psychosocial functioning through the development of compstenci
(Catalano & Hawkins, 1997; Clausen 1991), problematic alcohol use behavior in late
adolescence may not be the direct cause of negative functioning in adulthoal€iell
al., 2004; Hill et al., 2000), but rather problematic alcohol use behavior in late
adolescence may interfere with the development of competencies which allanv for
effective transition into adulthood, such that negative functioning in late adolesa®nc
is related to problematic alcohol use (i.e., blackouts, risky sexual behavidiyeega
behaviors) may impact the late adolescent’s ability to engage in thielefeand tasks
necessary for an adequate transition to the social roles of early adulthoaa @ral.,
2008; Shulenberg et al., 1997; Catalano & Hawkins, 1997; Clausen, 1991).
The Tripartite Model of Mental Heath

Shulenburg and colleagues (1997) noted that due to both the opportunity and
vulnerability of developmental transitions on health related behavior, the chdibenge
clinicians is how to influence the developmental transition in order to promote the
continuity of health-promoting behaviors and discontinuity of health-risk behaviors. The

continuity and discontinuity of health-related behavior is not singularlyrdated; it
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does not emerge from a single behavior, at one particular time point, but rather as a
developmental process, which has multiple determinants, which cumulatively and
differentially impact functioning across the life-span (Zucker, 2003; 2006).sUlgigests
that treatment for problematic alcohol use behavior in late adolescence isbouidrely
focus on changing an adolescent’s alcohol use behavior, as this alone doegsssatritgc
promote positive long-term outcomes (Wells et al., 2004), but should also focus on the
enhancement of protective factors such as positive functioning, in order to erevoa!
competencies and prepare the adolescent for future life roles.

This is consistent with a number of conceptual models of mental health, which
propose a comprehensive approach to mental health, such that mental health is defined b
the presence of subjective well-being, absence of symptoms and presengdioé ada
functioning (Strupp & Hadley, 1977; Keyes, 2007; 2006). This comprehensive model of
mental health takes a salutogenic approach rather than a pathogenic approfatimgo de
mental health, such that mental health is not merely the absence of tireggal i
(symptomotolgoy), but also the presence of emotional well-being (subjeiixbaing)
and positive functioning (Keyes, 2007). The tripartite model of mental h&ihlpp &
Hadley, 1977) has also been used to provide a framework for the psychotherapeutic
process, such that the process of psychotherapy has three identifiable agsdgne
decreasing distress and enhancing subjective well-being, 2) reducingsbhaqe of
symptoms and 3) improving level of functioning (Howard, Lueger, Maling &
Martinovich, 1993). Research findings indicate that the three-phase model fallows
sequential pattern, in which decreased distress and the establishment ofveuvgtti

being must occur prior to the reduction of symptoms, and the reduction of symptoms
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needs to occur prior to the improvement of functioning. Further, research hasaddic
that client treatment outcomes are maximized when this sequence is follaveger(
Howard, Martinovich, Lutz, Anderson, & Grissom, 2001; Lutz, Martinovich, Howard, &
Leon, 2002; Lutz, Rafaeli, Howard, & Martinovich, 2002). Strupp and Hadley (1977)
noted that the judgment of a positive outcome in psychotherapy and the judgment of
mental health differs depending on the stakeholder making the judgment. Theyhabted t
clients are most likely to be concerned with improved well-being and wilgjudg
themselves mentally healthy and psychotherapy successful when thegmoger
improved levels of positive affect and life satisfaction (i.e., subjectivebeelg).

Mental health providers, on the other hand, are most concerned with the remediation of
client symptoms and thus will judge psychotherapy successful when the qunalit
severity of a client’'s symptoms decrease. Finally, society is mostic@awith how an
individual functions within social relationships, institutions and their confortaigocial
norms. Therefore, society will judge a client to be mentally healthy ath@iherapy
successful when the client’s level of functioning in social relatigrsséind institutions is
stable, predictable and meets social standards. Strupp and Hadley noted thaegsile t
three components of mental health are related to each other, they are independe
judgments of mental health, which can be at odds with each other. They furthed warn
of the hazards of taking only one perspective into account when making judgments
mental health, as it can give an incomplete picture of the client, as eadioklake
depending on their perspective, can have a different judgment of the client'$ menta

health status.
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The three-phase model of psychotherapy (Howard et al., 1993) and the dripartit
model of mental health (Strupp & Hadley, 1977; Keyes, 2007; 2006) suggest that the goal
of psychotherapy should not be limited to symptom reduction, but also address subjective
well-being and level of functioning, in order to promote client mental health andvenpr
treatment outcomes. As noted by Strupp and Hadley (1977) the components of the
tripartite model of mental health are related to one another, but are distinctniceleipe
components of mental health, a proposition supported by research on the three-phase
model of psychotherapy, which indicates that the three phases are relatdddthegan
that one phase must be completed prior to starting the other, but that each is its own
distinct phase, with distinct goals and required intervention (Howard et al., 1993). The
inter-correlation between subjective well-being, symptomotolgoy and ¢éével
functioning has been studied in both clinical and non-clinical samples aliket,In fac
research on non-clinical adolescent populations support the conclusion that the presence
of subjective well-being promotes optimal levels of functioning and development
(Antaramian, Huebner & Valois, 2008). Further, level of functioning, specifically
functional impairment is a key criteria for the diagnosis of most Axis | disbrdehe
DSM-IV-TR (American Psychiatric Association, 2004), implying thatindividual’'s
symptoms are severe enough to impact the ability of the individual to functictiveffe
in social and occupational roles. In addition, the evaluation of an individual’s subjecti
well-being is based on the match between an individual's personal critesigpdoticular
life domain, with their actual actions, thoughts and feelings (Andrew & Witt#£9).

Therefore, the presence of symptoms and/or functional impairment may léed t
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judgment of lowered well-being due to a mismatch between personal exqesctatd
actual emotional and behavioral experiences.

A number of authors (Hoffmann, Mee-Lee, & Arrowood, 1993; Bergman, Smith
& Hoffmann, 1995) have noted that assessing key adolescent charactensttiewdor
individualized treatment that is potentially more effective for the spao#feds and risk
factors of a particular adolescent. Current salutogenic models of menthl (esles,
2007; 2007; Strupp & Hadley, 1977) and the three-phase model of psychotherapy suggest
that comprehensive clinical assessment in adolescent alcohol use tredimeddt, s
extend beyond the assessment of alcohol use and diagnostic symptoms to include
measures of subjective well-being and level of functioning as it relaties smlblescent’s
alcohol use behavior. Of particular importance is the inclusion of clinicauresof
level of functioning in the clinical assessment process, as an adolescerid evel of
functioning is the best predictor of later functioning (Shulenberg et al., 1997). Fheher t
adolescent alcohol use literature suggests that perhaps problematic alcohol use in
adolescence may affect later adult functioning indirectly (Wekd.£2004; Hill et al.,
2000) by impacting an adolescent’s current level of functioning and thiiy &ti
develop social competencies and develop new social roles (Catalano & Hawkins, 1997;
Clausen, 1991). Thus the clinical assessment of level of functioning for an adbiasce
treatment for problematic alcohol use behavior is an important marker ofdérgat
outcome and mental health (Strupp & Hadley, 1977; Keyes, 2007; Howard et al., 1993)
and later functioning (Shulenberg et al., 1997).

Level of Functioning Assessment

Comprehensive Substance Use Assessments
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Within the field of adolescent alcohol use behavior, symptomotoloy and level of
functioning have been identified as important domains to assess for the purposes of
treatment planning and referral (Winters, 2006) and tracking of adolescemteinéat
outcomes (Bukstein, & Winters, 2004; Brown, 2004; Wagner, 2008). Current adolescent
alcohol use assessments do an adequate job in capturing an adolescent’squastrand
alcohol use behavior and symptomotolgoy. A number of authors (Bukstein & Winters,
2004; Brown, 2004) have suggested a standardized set of core variables to measure
within this domain, including DSM-IV-TR (APA, 2004) symptomotology, age of onset,
periods of abstinence, quantity used in past month, 3 months and 6 months, average use
per occasion and maximum use per occasion. It is important to note that the suggested
core variables of current and past alcohol use do not merely focus on DSM-IVPR (A
2004) symptomatology and the presence of an alcohol use disorder, in order to capture
the heterogeneity of alcohol use behavior in adolescence. This is pagficujaoitant
given the differential developmental patterns of alcohol use which emengs acr
adolescence and permits for identification of adolescent alcohol use behavioisvhic
developmentally normative versus developmentally atypical (Wagner, 2008r§Vinte
2006).

While the assessment of adolescent alcohol use behavior and symptoms is well
established in the adolescent alcohol use literature, the measurement of psgtchosoc
functioning is less well established, despite the identified importanoeaduring level
of functioning in adolescent alcohol use research (Bukstien & Winters, 2004) and its
importance for monitoring client progress through treatment (Howard é086), as

level of functioning is thought to be a long-term positive outcome of treatments that i
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characterized by a return to previous levels of performance in life rolek@&and
development of new life roles (Adrians et al., 2007).

Three comprehensive adolescent alcohol and drug use assessments were
identified from the literatureRersonal Experiences Inventoiyinters, Stritchfeild &
Latimer, 2004;Teen-Addiction Severity Indegaminer, Bukstein & Tarter, 1991; and
Adolescent Drug Abuse Diagnasigsiedman & Utada, 1989), based on the inclusion of
an alcohol use behavior domain and a psychosocial functioning domain, wide use in the
clinical and research literature and a claim by the authors to be developynental
appropriate for use with adolescents. The review of the measures preseatéochses
on the psychosocial domains of the assessments, their content as it relates¢ergdoles
alcohol use behavior and how each measure addresses developmental context.

The Personal Experiences Inventory (PEI; Winters, et al., 2004) is a sliaedar
measure designed to help in the identification of, referral for and tregphaening of
adolescent alcohol and drug use problems. The PEI characterizes alcohol and gther dru
use by assessing the severity of psychological and behavioral involventeatasitol
and other drugs, the nature and style of use, the onset, frequency and course of use,
psychiatric comorbidity and psychosocial risk and protective factors. The Hikided
into two sections, a problem severity section and a psychosocial section, which are
further divided into subscales. Table 2.1 presents the subscales and content of the
psychosocial scales. The structure of the PEI reflects an attenip Byithors to capture
the complexity and developmental nature of alcohol and other drug use behavior during
adolescence, by conceptualizing alcohol use behavior as a multifaceteghandad

phenomenon. Further, scores on the PEI are interpreted based on normative data, which
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permit for the interpretation of scale elevations based on the normative deveklpment
context, based on the adolescent’s age.

Psychometric data on the PEI has been collected over the past decade in
adolescent treatment centers, juvenile corrections and nonclinical adolesomht sc
samples (Winters et al., 2004). The PEI subscales have demonstrated good internal
consistency with coefficient alphas ranging from .70 to .97, depending on the subscale.
The PEI has also demonstrated good convergent and divergent validity with other
measures and the ability to discriminate between adolescents with no didigmosis
those with substance abuse from those with substance dependence.

One of the most interesting and unique components of the PEI is the inclusion of
psychosocial scales in the measure. The purpose of these scales is to identify
psychosocial problems which proceed or co-occur with alcohol and other drug problems,
in order to include them in treatment planning and prognosis (Henely & Winters, 1989;
Stinchfield & Winters, 2003). The psychosocial scales have cut-off T-scorels attoa/
for the classification of adolescents as low-risk in a domain, which is intedpasta
strength, or as high-risk in the domain, which is interpreted as a risk felotse
strengths and risk factors can be used to inform treatment planning and may auggest
prognosis for the remission of problem behaviors. In addition, these scales can be
conceptualized as markers of an adolescent’s level of psychosocial functioning.
Conceptually, the psychosocial scales are thought to reflect specificrdoofai
functioning including, coping skills, and rejection of convention, deviant behavior,

psychological distress and family problems (Winters et al., 2004).
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The psychosocial scales have demonstrated convergent validity with other
psychosocial functioning measures and differential validity with indiregtsores of
functioning, such as negative consequences and family disruption (Winters, &tdtchf
& Henely, 1996).

The psychosocial scales were not originally conceptualized as a diretirsneé
psychosocial functioning, but rather as a measure of personal and environrakntal ri
However, when a particular subscale pattern of elevations occur, thepagéttto
reflect psychosocial functioning in a given domain. Winters and collogues (2004),
through a rational approach, proposed five psychosocial domains measured by specifi
subscales of the PEI. Table 2.1 presents the five psychosocial functioning danthins
their associated PEI subscales.

The psychosocial domains of the PEI have a number of strengths. First, scores on
the PEI psychosocial scales are standardized and based on normative dgniitss
for the interpretation of scale elevations in the developmental context of thecadbles
that is by allowing for the interpretation of scores based on what is devel@tisnent
normal based on an adolescent’s age. This is consistent with the findings from the
developmental psychopathology literature on adolescent alcohol use, which indidates tha
behavior patterns, risk factors and outcomes vary depending on developmental time
period. An additional strength of the psychosocial scales is the domains and content
included in the measure. The purpose of the psychosocial scales is to assas®rsk f
which may affect treatment planning and prognosis for remission of problem behavior
(Henely & Winters, 1986). The domains included in the psychosocial scales measure

important risk factors and patterns of adolescent alcohol use behavior, all domaims whi
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have been empirically identified in the literature as important for cleaiziog the

severity of adolescent alcohol use behavior (Brown et al., 2008). It should be noted,

however, that the PEI scales are not direct measures of psychosocial functiatineg. R

Table 2.1

Psychosocial Scales of the Personal Experiences Inventory

Subscale Content Psychosocial Domain
Negative Self-Image Self-Esteem Psychiatristiess

Self Dissatisfaction

Self-Efficacy

Psychological Disturbance

Social Isolation

Uncontrolled

Rejecting Convention

Deviant Behavior

Absence of Goals

Spiritual Isolation

Peer Chemical Environment

Sibling Chemical Use

Family Pathology

Family Estrangement

Mood Disturbance
Thought Disturbance
Anxiety/Worry

Social Competency
Social Comfort
Trust of Others

Rule Breaking
Defying Authority
Anger/Aggression

Traditional Attitudes
Traditional Beliefs

Law-Breaking
Delinquent Behavior
Oppositional Behavior

Planning
Future Orientation
Goals/Expectations for Self

Spiritual Beliefs
Spiritual Experiences
Use of Prayer

Peer Drug Use
Sibling Drug Use
Family Dysfunction
Physical/Sexual Abuse
Family Drug Abuse
Parent-Child Relationship

Family Coherence
Family Warmth/Closeness

Pisyah Distress

Coping Skill

Delinquency

Apties/Beliefs

Delinquency

Coping Skills

Attituddeliefs

Deénqgu

FamilpBlems

Family Pleins

mikaProblems
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the authors propose clusters of scale elevations which reflect specificmgdarhai
psychosocial functioning (Winters et al., 2004). However, these clusters of scale
elevations have not been empirically established, but rather developed based on a
rationale approach.

The Teen-Addiction Severity Index (T-ASI; Kaminer et al., 1991) is a
comprehensive assessment of adolescent alcohol and other drug use behavior, that is
based on the Addiction Severity Index, an adult measure of substance use disorders
(Bukstein & Winters, 2004). Adolescent alcohol and other drug use behavior, as
measured by the T-ASI, is conceptualized as co-occurring with problems hopega@l
functioning, which result in negative consequences for the individual. Based on this
conceptualization of adolescent alcohol and other drug use behavior, psychosocial
functioning, which is affected by alcohol and other drug use, leads to poor outcomes (i.e.,
negative consequences). Therefore, in order to address these poor outcomes, a
comprehensive assessment must not only measure patterns of substance usehbéut also t
adolescent’s psychosocial functioning, in order to address these functional inmpgairme
in treatment and in turn remediate negative outcomes (Kaminer et al., 1991).

The T-ASI is a semi-structured interview which assesses problem gendhe

following seven domains: 1) chemical use, 2) school status, 3) family relapenghi
employment/support status, 5) legal status, 6) peer-social relationships anchigtpsyc
status. The psychosocial functioning domains of the T-ASI and their content are
presented in Table 2. Each domain consists of a number of questions which assess a
variety of problems within each domain. The T-ASI is administered by a trained

interviewer, who asks the questions and records the adolescent’s responsesnd\bthe e
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Table 2.2
Psychosocial Domains of the Teen-Addiction Severity Index
Domain Content
School Status School Attendance
Absences
Tardies

Skipped Class

Disciplinary Measures
Detention

Suspension

Grade Point Average
Extracurricular Activities

Employment/Support Status Educational Attainment
Employment History
Work Pattern
Tardiness
Missed Work Days
Fired/Laid Off

Family Relationships Living Arrangements
Conflict
Parents
Siblings
Other Family Members
Familial Support
Familial Communication
Family Rules
Physical/Sexual Abuse

Peer/Social Relationships Friendship Quality
Friend Drug Use
Romantic Relationship Quality
Romantic Partner Drug Use

Legal Status Criminal History
Criminal Convictions
Criminal Charges
Incarceration

Psychiatric Status Treatment History
Psychiatric Symptoms
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each domain the adolescent is asked to rate the severity of the problem in that ddmain a
their subjective need for treatment in that domain. The interviewer, based on the data
collected through the assessment, also rates the severity of the adslggobigm in

the domain and their need for treatment in that domain. The problem severity profile
produced by the T-ASI reflects the interviewer ratings of the adolesgeabtem

severity in a given domain and their need for treatment in that domain (Kamiaky, et
1991).

The T-ASI has demonstrated inter-rater reliability for the sevanty/need for
treatment items with Pearsom’sorrelations above .7 for all domains, except the family
relationships domain (Kaminer et al., 1991). In a study establishing the valithty ©f
ASI, concurrent validity was demonstrated between the chemical use domain and the
substance use disorders domain of the K-SADS. Additionally, the school status and
chemical use domains discriminated between adolescents who were diagnosed with a
substance use disorder from those with no diagnosis. The validity evidence for the other
domains of the T-ASlI is limited with the exception of the psychiatric statusidpom
which was correlated with the externalizing problems scores on the YoutRegeift of
the Achenbach scales (Kaminer, Wagner, Plummer & Seifer, 1993).

One of the strengths of the psychosocial scales of the T-ASl is its compvehensi
inclusion of psychosocial domains identified in the adolescent alcohol use literature
(Bukstein & Winters, 2004; Brown, 2004; Wagner, 2008). However, what the T-ASI fails
to account for is the differential effects of an adolescent’s developmentektad the
T-ASI was developed for use with adolescents ranging from 12 to 18 years bf age

fact, inspection of the items for a number of domains may be developmentally
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appropriate for older adolescents, who have more autonomy, a driver’s license and a
employment history, but may not be developmentally appropriate for earlyseelois.

Thus the T-ASI fails to account for the developmental factors and context which ca
impact the presentation of psychosocial functioning. Additionally, the T-ASiuststed
such that the interviewer’s ratings of the adolescent’s problem sevestyniet their
problem severity profile. The validity of this measure is threatened byimtesr bias,
particularly given that problem severity profiles are based on the intergguagment

of severity, rather than on the responses obtained from the adolescent. As notagpy St
and Hadley (1977) the use of only one perspective in the assessment process, may not
provide a complete picture of the adolescent’s mental health.

The Adolescent Drug Abuse Diagnosis (ADAD; Friedman & Utada, 1989) is a
structured interview developed for the diagnosis of adolescent substance use disorders
and for treatment planning. The ADAD is one of a number of adolescent assessments
which are based on the adult Addiction Severity Index. However, unlike the T-ASI
(Kaminer et al., 1991), the developers of the ADAD utilized both a rational and exhpiric
approach in the development of the instrument. Questions on the ADAD were initially
identified based on the descriptive research literature on problems expetignce
adolescents who engage in problematic alcohol and drug use and later, subjected to
psychometric testing in order to identify the items with the highest disaiive and
predictive power. The ADAD consists of nine domains: 1) medical, 2) school, 3)
employment, 4) social, 5) family, 6) psychological, 7) legal, 8) alcohol use atrd®)
use. Table 3 presents the content of the psychosocial domains of the ADAD (Friedman &

Utada, 1989).
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Table 2.3Psychosocial Domains of the Adolescent Drug Abuse Diagnosis

Domain

content

Medical Status

School History and Status

Employment

Social Activities and Peer Relationships

Family Background and Relationships

Psychological Status and Problems

Delinquency/Criminal Behavior

Medical History
Major llinesses
Hospitalizations
Quiality of Physical Health
Current Physical Symptoms

Educational Attainment
Suspensions/Expulsions
Educational Status
Attendance
School Problems
Motivation
Preparedness
Learning Difficulties
Disruptive Behavior
Work History
Desire for Employment

Quality of Peer Relationships
Peer Deviant Behavior
Hobbies, activities
Romantic Relationships
Sexual Activity

Family Conflict
Chores
Family Psychopathology
Familial Support/Care
Oppositional Behavior

Treatment History
Mood
Anxiety
Cognitive
Psychosis
Suicidality/Homicidality

Law Breaking
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Similar to the T-ASI (Kaminer et al., 1991), the ADAD (Friedman & Utada,

1989) is administered by a trained interviewer, who reads the items aloud to the
adolescent and records their responses. At the end of each domain of the ADAD, the
adolescent is asked to rate the severity of their problem in the domain and thesitiseibj
need for treatment in this domain. The interviewer, based on the adolescent’s responses
to the domain questions, also provides ratings on the adolescent’s problem severity and
their need for treatment in a given domain. Additionally, the ADAD permits for the
computation of composite scores, which are derived from mathematical alggrithm

which were developed through an expert consensus process. These mathematical
algorithms utilize the responses from key items to provide a problem severitysicate

for a given domain. While on the one hand the ADA attempts to utilize the information
gathered from the interview to derive a composite severity index, the inétigmeof the
composite scores is unclear, as each domain’s composite score is on a difédeent sc

thus making identification of relative strengths and problems difficult (Cleina.,

2005). Further, no normative data or cut-off scores are provided by the developers of the
ADAD (Friedman & Utada, 1989), in order to aid in composite score interpretation
(Chinet et al., 2005).

The psychometric properties of the ADAD are limited. The ADAD fails to
discriminate between adolescents diagnosed with an alcohol use disorder from non
diagnosed adolescents (Friedman & Utada, 1989). However, some evidence foneriter
related validity has been demonstrated, with the ADAD being moderatelyatedelith

other adolescent diagnostic interviews and demonstrating good sensitivifyeaiftcsy
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(Kennington, 1995).With regard to reliability the ADAD has demonstrated mederat

inter-rater reliability (Friedman & Utada, 1989).

The ADAD (Friedman & Utada, 1989 is similar in its structure and scoringgeto t
T-ASI (Kaminer et al, 1991), as both assessments are based on the adult Addiction
Severity Index. Therefore, the ADAD (Table 3) measures similar ohenaa the T-ASI
(Table 2). However, inspection of the content of the ADAD domains, indicate tlyat the
are more developmentally appropriate for adolescents and include content which
addresses developmental factors, such as chores and sexuality.

The psychosocial domains presented in Tables 1-3. of the PEI (Winters et al.,
2004), T-ASI (Kaminer et al., 1991) and ADAD (Friedman & Utada, 1989), point to a set
of psychosocial domains which appear to be common in comprehensive adolescent
alcohol use assessments, including legal status, psychiatric statusysatespe
relationships, school/work performance, family functioning and medical stdthge
these measures include psychosocial domains as part of the assessméstdegtee to
which they adequately measure psychosocial functioning in a developmentally
appropriate manner, is questionable. The biggest limitation of the psychosdeisl sca
from the reviewed comprehensive measures is their limited consideration of
developmental time period and factors which impact adolescent alcohol useobahavi
psychosocial functioning. The research literature has begun to demonstrate that
adolescent alcohol use behavior is affected by developmental level, with alcohol use
patterns, risk factors and outcomes having a differential effect on adolat#ml use
behavior depending on the developmental period of adolescence (Zucker, 2003; Brown et

al., 2008). This may be particularly important in the assessment of psychosocial
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functioning, given the suggestion in the literature that the continuity of podngsyacal
functioning may be due to a failure to develop social competencies and estabésh soci
roles for adequate levels of functioning in adulthood due to problematic alcohol use in
adolescence and its acute impact on psychosocial functioning (Catalano & Hawkins
1997; Clausen, 1991; Wells et al., 2004; Schulenberg et al., 1997). Therefore it is
important for measures of alcohol specific level of functioning for adolescents be
developmentally sensitive to the specific developmental factors and thgksinfluence
functioning as it is impacted by problematic alcohol use and not merely measwa@siom
which are broadly developmentally appropriate.
Global Assessments of Level of Functioning

Assessing an adolescent’s level of functioning is difficult not only for measir
adolescent alcohol use, but also for global, non-problem specific measures of level
functioning. This is due primarily to the variability in how functioning is defingthin
the literature, disagreements about what domains are necessary to measume and w
should be providing the information about an individual’s functioning (Winters, Collett &
Myers, 2005). All definitions of level of functioning share two common conceptual
characteristics. First, level of functioning is a construct which is awagsent to
varying degrees for an individual. Thus, functioning cannot be measured as present or
absent, but rather exists on a continuum (Camino, Castello & Angold, 1999). Second,
functioning is the result of the interaction between the individual and the environment,
such that the environment requires the individual to respond in some way and the
individual responds according to the demands of the environment (Bird & Gould, 1995).

Thus, functioning is the end behavioral product that results from interaction behgeen t
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demand of the environment and the ability of the individual to respond to that demand.
What these two characteristics tell us about the construct of functioning, i ihat
dimensional in nature and is the end product of an interaction between the demands of the
environment and the capacity of the individual to respond to that demand.

The literature distinguishes between functional impairment and adaptive
functioning. Functional impairment is defined as the presence of specifidslafi
multiple domains of role performance and role satisfaction that occur sslteofethe
onset of a disorder or life problem. Adaptive functioning is the ability of the individual t
adjust to the demands of social roles and gain satisfaction from these rolabilityhéo
adapt is conceptually thought to be affected by the presence of global conmgseteuncin
as problem-solving and social skills, which impact the ability of the adolesradapt
to the demands of their environment. This conceptual model proposes a mechanism by
which an adolescent’s level of functioning is impacted by the presence or abkence
global competencies, which in turn impact the ability of the adolescent to meet the
demands of specific life roles. that manifests itself in behavior which isfiddrds
functionally impaired or adaptive for that life domain (Camino et al., 1999; Bird, 1999;
Bird & Gould, 1995; Winters et al., 2005; Price, Spencer, Scheffield & Donovan, 2002).
Based on this definition, three dimensions of adolescent functioning have been dtentifie
1) interpersonal functioning; 2) school/work performance; and 3) life saitsfaand use
of leisure time (Bird & Gould, 1995). This definition conceptualizes the person-
environment interaction as role performance that is the ability of the adulésdelfill
the role demands in such life domains as school, work and interpersonal relationships

(Winters et al., 2005). Interestingly, the distinction between functionalinmeat and
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adaptive functioning suggests that level of functioning consists of negative cartgpone
of functioning or impairment and positive aspects of functioning or adaptation. An
important detail to note about this definition is that symptoms are not an inherent
component of the definition. As suggested by many in the literature (Bird, 1999; dHowar
et al., 1993; Winters et al. 2005) the absence of symptoms does not necessitate an
improvement in level of functioning. While functioning may be related to the presence
absence of symptoms, it is a distinct construct (Strupp & Hadley, 1977).

While there has been an increase in the number of level of functioning measures
in the past two decades, level of functioning as a construct has remained vague,
inconsistent and a-theoretical in nature. Further, level of functioning as aucthsts
been developed not from empirical work in clinical and basic psychologicalclksbat
rather based on expert knowledge and consensus (Winters et al., 2005).

The lack of conceptual clarity creates a number of challenges in the sraastr
of functioning in adolescents, including defining the construct of functioning to be
measured, selecting domains to be measured and use of multiple informants & captur
situation specific functioning (Winters et al., 2005). Here commonly used addtesce
level of functioning measures are reviewed, for their conceptual definitimmationing
and the content included in the measures.

The Child Global Assessment Scale (CGAS) is a global, unidimensionalmeas
of functional impairment (Shaffer, Gould, Brasic, Ambrosini, Fischer, Bird,,e1383;
Schorre & Vandvik, 2004). The CGAS has a range of 1 to 100 and is divided into 10, 10-
point intervals in which each interval is related to a specific level of funttiona

impairment. For example, a score of 50 on the CGAS corresponds to the following
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anchor: “moderate degree of interference in functioning in most sociala@arsagere
impairment in one area...” (Shaffer et al., 1983, pp. 1229).

The CGAS does not explicitly state the conceptual definition of functional
impairment being measured; however, a general conceptual framework ioer teel
from the behavioral descriptions used to define the 10 anchoring levels of the keale. T
CGAS defines each of the 10 impairment levels of the scale with a combination of
behaviors related to role performance, engagement in self-fulfitiativities (i.e.,
participation in extracurricular or organized activities) and severityraptym
expression. In addition, the structure of the scale indicates that level abfungtis
conceptualized as a unidimensional construct of functional impairment, such that higher
scores on CGAS indicate the adaptive functioning and low scores indicate functional
impairment (Table 4). The definitions of the 10 impairment levels cleatBctahat the
purpose of the scale is to provide a succinct yet clinically interpretalalsumeeof the
clinician’s knowledge of the adolescent. However, it is important to notéhth&@GAS

does not specifically define functional impairment, which may be a reflection oftteow

Table 2.4
Operational Definition of Functioning and Domains included in the Children’s Global
Assessment Scale

Definition Unidimensional global assessment of functional impairment, as
measured by a combination of behaviors related to role performance,
engagement in self-fulfillment activities and severity of symptom
expression

Domains: General Role Performance
Participation in Non-Specific Self-Fulfilment Activities
Symptom Severity
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scale was adapted from the adult Global Assessment Scale (Hodges & Gust, 1995)
The CGAS derives an adolescent’s level of functioning through cliniciargsati
which are based on the gathering of information about the adolescent from parents,
teachers, other professionals and the adolescent themselves. Interestegiyhough
scores are derived from information gathered from multiple informants, the AG&#sS
not contain a standardized manner in which to gather this information, in fact the CGA
gives no direction on how clinical information should be gathered. In addition, the CGAS
utilizes clinician ratings to derive level of functioning scores, which makees
dependent upon the assessment situation and rater biases (Winters et al., 2005).
The Child and Adolescent Functional Assessment Scale (CAFAS; Hodges &
Gust, 1995; Bates, 2001; Winters et al., 2005), is a global, multidimensional measure of
life-functioning, which measures two domains of functioning (i.e., Role Peafre)
Behavior Toward Others) and three domains of symptoms (i.e., Substance Use,
Mood/Self-Harm, Thinking; Table). One of the weaknesses of the CAFAS abHemce
of an operational definition of functioning and a lack of any clear rationalbdor t
inclusion of these particular domains of functioning (Bates, 2001). The drawback of
including symptoms in a global measure of functional impairment is thampisssible
to disentangle symptom severity from functional impairment (Winters, &005). The
CAFAS is particularly confounded in the assessment of adolescents who use ak@hol,
includes a Substance Use domain in its assessment of functioning. Therefore, &% CAF

specifically connects alcohol use behavior to an adolescent’s level of functidhiung
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Table 2.5

Domain Defintions for the Child and Adolescent Functional Assessment Scale
Domain Definition

Role Performance Ability to effectively fulfill role expectatians

school/work, at home and in the community
Behavior Towards Others Appropriateness of daily behavior

Moods/Self-Harm Ability to regulate emotional life and presence of
self-harm behavior

Thinking Ability to use rationale thought processes

Substance Use Degree of the appropriateness and disruptiveness
of substance use

an adolescent who uses alcohol, level of functioning, as measured by the CAFAS, may
not reflect actual impairments in functioning, but rather reflect their alagte behavior.
Similar to the CGAS (Shaffer et al. 1983), the CAFAS scores are ddrased
on clinical data gathered from multiple informants (e.g., parents, teaakeisscent,
medical files, etc.), which is then synthesized into an interviewer ratiragn Aghile the
CAFAS attempts to utilize multiple informants and this information is syizbe by
deriving an adolescent’s level of functioning, it does not provide a standardized method
in which to gather this information, rather information is gathered through record
reviews, interviews and other relevant sources of information of the adolescent’s
functioning. It should be noted however, that a structured interview has been added to the
CAFAS, but is neither required for deriving CAFAS scores nor is there any eabpiri

evidence supporting the use of the structured interview (Bates, 2001).
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The CAFAS differs, however, from the CGAS, in that the CAFAS attempts to
address the problems of rater bias and clinical judgments, by including specifi
behavioral statements that the clinician must endorse in order to obtain scade Shar
method has been shown to have good inter-rater reliability with correlationceoet
ranging from .74 to .99 (Bates, 2001). However, the generalizeability of thesegindi
are limited as reliability studies have only been conducted using clingradties and not
using data collected in a clinical setting (Bates, 2001).

Newer scales such as the Brief Impairment Scale (BIS; Bird, Canineeda
Ramirez, Chavez, Durante, et al., 2005) clearly define the construct of globabhaicti
impairment and operationalize the domains of functioning being measured. Morkever, t
selection of the domains of functioning included in the BIS (interpersonal relapsns
school/work performance and self-fulfilment) are directly related aneénliby the
larger conceptual framework and conceptual definition of functional impairmeie(Ta

6).

Table 2.6
Operational Defintion of Functioning and the Domains incldued on the Brief Impairment
Scale

Definition: Poor performance in interpersonal relationships,
school/work performance, self-fulfillment activities, while taking
care of one’s self.

Domains: School/Work Performance
Interpersonal Relationships
Self-Fulfillment Activities
Daily Self-Care
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The BIS utilizes the parents as the sole informant of the adolescent’s fumgtioni
The use of any single informant in the determination of level of functional im@airm
may limit the information obtained about the adolescent’s level of functioning inghat
one individual is likely to be able to provide information about the adolescent’s
functioning in every situation. Moreover, functional impairment is to a certaémex
dependent on personal definitions and expectations about role performance and
satisfaction (Bird et al., 2005), therefore parent report may reflegitteat’s
expectations of the adolescent’s life-functioning, rather than the adolesaerdgther
possible informant’s expectations.

As the BIS is a relatively new measure of life-functioning, the psychazta
on this scale is limited. However, initial studies of the BIS demonstrated highahte
consistencyd> .80). Correlation coefficient between the BIS and the CGAS werg fair (
= -.5), providing some initial evidence for convergent validity. In addition, coseurr
validity was demonstrated through a comparison of BIS scores to inpatieneservi
utilization, in which adolescents with higher BIS scores reported more satiization
in the past year.

The Child and Adolescent Social and Adaptive Functioning Scale (Price, Spence,
Sheffield & Donovan, 2002) defines functioning as a judgment of an individual's success
at fulfilling expectations of a given society in a number of domains of lieenkhis
broad conceptual definition the authors identified social functioning and the domains of
interpersonal relationships, school/work, self-care, household duties and leisake/soc
activities, as the focus of the measure of global functioning. Based on thisaefthe

authors empirically identified four domains of social functioning (school pedioce
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peer relationships, family relationships, and home duties) through confirmatbry a

exploratory factor analyses (Table 7).

Table 2.7
Operational Defintion and Domains Incldued in the Child and Adolescent Social and
Adaptive Functioning Scale

Definition: A judgment of an individual's success at fulfilling expeotat of a
given society in a number of domains of life

Domains: School Performance
Peer Relationships
Family Relationships
Home Duties

This measure utilizes a self-report format, in which the adolescent isl¢he so
informant on their functioning. Similar to the BIS (Bird et al., 2005), the use of & sing
informant in the determination of functional impairment limits the informationdiuat
be obtained related to role performance in a number of life domains. The CASAFS has
demonstrated good internal consistency (81). Additionally, the CASAFS was found
to be negatively correlated with a scale of depressien.G4) and differentiated
between clinically depressed and non-depressed adolescents, providing same init
evidence for concurrent validity. The current data on the validity of the CASBAFS
limited and therefore further research is required to investigate the com@stduc
predictive validity of this measure.

The measures currently available for the assessment of an adolescehtt leve
functioning vary in how functioning is operationalized and measured. An important step

for the literature on level of functioning is to establish conceptual clardicaround the

www.manaraa.com



51

construct of functioning. Broadly speaking the level of functioning measevesved
here are limited by their content validity, which threatens the overallityadif these
measures. While content validity by itself is not sufficient for deteerthe validity of a
measure (Hoyt et al., 2006), it is one important piece of evidence necessary for
integrated evaluation of a measure’s validity (Messick, 1998).
Validity and Measure Development
In 1989, Messick defined validity as,
“... an integrated evaluative judgment of the degree to which aabpéevidence
and theoretical rationales support duequacyandappropriatenes®f inferences

andactionsbased on test scores and other modes of assessment.” (p. 13nitalics
original).

This definition represents a shift in validity theory from concdzung validity as
three separate concepts (i.e., content validity, criterion —relatidity and construct
validity), to a broader comprehensive view of validity, in which inforamatabout
content, criteria and consequences are integrated to detehmirappropriate meaning
and interpretation of test scores (Messick, 1998). Validity hasideatified as the most
important psychometric quality of psychological measures, adityatietermines the
interpretation of test scores and how they are put to use bpdyamological research
and practice (Hoyt, Warbasse & Chu, 2006; Furr & Bacharach, 20@&ri¢an
Psychological Association, 1999).

Subsumed under this broader view of validity is content validity; one of six
general criteria for evaluating the validity of all measu@mntent validity is evidence of
the match between the items on a measure and the content domain to which
generalization is sought (Hoyt et al. 206). Thus content validity is concerrfetheit

domain definition (i.e., the operational definition of the content domain), relevance of
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items to the domain definition and the representatives of items from the cooneain
(Messick, 1998, Sireci, 1998).

Of paramount importance is the establishment of domain definition through the
process of direct observation and of the phenomenon of interest in order to determine the
behaviors, cognitions, attitudes, abilities, etc. that comprise the phenomereaestirin
addition, the scientific literature and theory are used to determine the domaitiaefi
(Messick, 1995). This later source of information is most applicable in the meastireme
of psychological phenomenon, as psychologist are often most interested in phenomenon
that are not directly observable.

While the domain definition is important for establishing content validity, it is
equally important that the items developed for the measure are relevant and
representative of the content domain. Traditionally, relevance and reptesem@ss is
evaluated by using experts in the field to make judgments of how well itemis anatc
domain definition. These judgments are then translated into congruency indexes which
represent the degree of congruence between the expert’s judgments anddineeobj
criteria established by the domain definition (Sireci, 1998; Furr & Babhhaas).
Congruency indexes can be calculated for each item, providing an item-reledece
or across items within the domain to determine representative (Sireci, 1998).

Sireci (1998; Sireci & Geisinger, 1992) noted that one limitation of this meshod i
the judgments provided by experts are not independent of the developer’s a priori
conceptualization of the content domain. Thus the judgment of experts are hied to t
content blueprint established by the test developer and does not permit fotiaerna

judgments outside of the domains determined by the test developer.
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An alternative method for evaluating domain relevance and domain
representativeness has been proposed (Sireci, 1998; Sireci & Geisinger, 1982), whi
asks experts to make judgments of similarity between items, rather thag baperts
match items to the domain definition. These similarity ratings are therzadakging a
multidimensional scaling (MDS) procedure, which provides a visual representatine
item similarity in multidimensional space. The visual representationmulsis
configurations in turn can be interpreted by assessing which items aramitzst based
on their proximity in the multidimensional space. Sireci and Geisinger (1992 tios
method may be particularly useful in measure development for deterring thié/unmgde
dimensional structure of the measure and item selection through the ideatifafa
outlier items in the stimulus configuration and considered for removal.

In summary, validity is considered the most important consideration in measure
development (APA, 1999). One aspect of validity which can be assessed andhestablis
early on in the development process is content validity, as one of the firststeps i
measure development is the development of item content. Further, the use of empirica
methods early on in the measure development process may improve the overall
psychometric properties of a measure.

Late-Adolescents’ Perceptions of the Impact of Alcohol Use on Level of Bairdi

Utilizing the content validity procedures outlined by Mesick (1995) the review of
the adolescent alcohol use assessment literature and the general levelafifighc
literature provides some guidance for determining the content domain of a eneasl
indexes the impact of alcohol use on late-adolescent functioning. Utilizing the

information gathered from the literature the content domains interestctoasmeasure
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include: school performance, employment performance, family relationships-geer
relationships, self-fulfillment/leisure/recreation, home duties/dslfrcare, medical
status and legal status. While these domains were derived from the lgetiaitr
framework is limited by lack of consensus in the literature on how to mdasetef
functioning, in general, and more specifically, by limited understanding of looa
use affects level of functioning.

In order to determine the representativeness of the proposed content domains, a
gualitative interview study was conducted in order to improve our understanding of the
impact of late-adolescent alcohol use on functioning across a range of bahavio
domains and identify additional domains to be included in the measure (Lucey, 2009).
Study participants included 10 (5 female, 5 male) participants between thefddgeand
20, recruited from a local private university. All participants had direct expeziwith
alcohol use in the past year. Each participant completed an hour long individualtervie
which asked participants to personally define functioning, describe how alctdueit af
level of functioning and read over and comment on the appropriateness of a set of 230
level of functioning items. Interviews were recorded, transcribed arglzadaor
emergent themes.

An analysis of the interview data revealed three important themes regarding the
context in which late-adolescent alcohol use occurs. First, late-adolésterit®l use
occurs in a social context, in whielkdolescentperceive a social pressure to drink
heavily. It was frequent for participants to note that they will often drink monetliesy
intended because of perceived social pressure to do and not a compulsion to drink more.

As one participant stated:
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“I think people don't necessarily want to be the party pooper. So once you start
you are like “Okay | drink. | am okay with this.” Then it’s kind of hard to stop
because you don’t want to be the only one, you don’t want to be a party pooper.

And everybody else is, so there is that peer pressure element.”

The second contextual theme which emerged from the interview data was that
late-adolescents drink alcohol with the intention of getting drunk. Participants
consistently spoke of their alcohol use and those of others they know, as episodic,
planned event, where an individual drinks alcohol with the purpose of becoming
intoxicated. One participant commented on the item “I dank more to feel high” as
follows:

“That is why you drink. To feel you know to feel less burden. You become less
worried about social issues. I think in that way yes. | did drink more to feel high and
that’s what a lot of my friends do.”

Consistently participants also spoke about the need to plan and organize their
behavior around their alcohol use, because they are under the legal drinking age and thus
need to plan how, when and where they will procure and drink alcohol:

“I have [planned when | was going to drink]. I look forward to a weekend. You

know? | say okay. You know, like especially during football season... | can’'t wait

for this weekend. Or even if we just have a party on the weekend... and so you
look forward to that.”

Participants were asked to describe what a young person their age who was
functioning well. The analysis revealed three primary components of adequat
functioning: intrapersonal functioning, interpersonal functioning and social role
performance. Participants described intrapersonal functioning as aunsistivo

components: subjective well-being and the behaviors which promote subjective well

being. The subjective well-being component of Intrapersonal functioning warsbeels
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as the absence of psychiatric symptoms, such as depression, the presenceef positi
affect and being socially competent and satisfied with life. As one pamichoted:

“Well, they're friendly. They don’'t seem like they're stressed out @ryiftor
paranoid. “

A number of participants described poor functioning in order to illustrate adequate
functioning:

“I think of a person who is just kind of in their room all the time and they just

keep to themselves. It's not because they aren’t capable of going out, going to

school and hanging out with their friends, but they just don’t want to do that, they
don’t feel like they can do that, or feel able to do that. They just stay in their
room and keep to themselves and don’t go to classes or don’t hang out with their
friends.”

The second component of intrapersonal functioning which participants described
included behaviors which promote subjective well-being. Behaviors which were
identified that promoted subjective well-being were, having hobbies and intenesitte
of school and work and performing daily living activities, such cleaning the house,
managing money, eating well, personal hygiene and taking medicationrhgdlee
participant described how such activities promote emotional well-being:

“...volunteering and just giving back it makes you feel better as a person. You

know just helping out. You know opening a door for someone, little things not

just going to a hospital and volunteering everyday, just everyday little things are
better.”
Interpersonal functioning was described as consisting of a relational compadent
a socialization component. For the relational component of intrapersonal relgigonshi

participants described similar actives for both family and peer relationgtapscipants

described the relational aspects of interpersonal relationships ag stagmected with
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family and friends, communicating regularly, spending time with them and Iesng t

for them when they need help. As one participant described:
“As a family member and as a friend someone who is functioning well you know
| personally think should maintain contact with the family, should be aware of
what is going on. Not just call every week and say okay so what happened. There
should be a constant update and I think that’'s good functioning.”

The socialization component of interpersonal functioning was described loyypzants

as the beliefs, values and expectations that a young person’s family teaghes

communicates to them. Participants also described that their friends anecatain

influence on their beliefs and decision-making process, such that a youog pelengs

to a peer group with particular social norms, which influence how the young person

engages in the world.

Social role performance consisted of how well a young person performed at school
and at work. Participants identified being a good student as a key social rdée of la
adolescents. Specifically, participants indicated that being a good stoelant that an
individual completes their work and put in time and effort into their studies. Ititeylgs
participants indicated that being a good student does not necessitate good grades, but
rather doing the best one can given their ability level:

“I think based off that someone in my similar situation would be getting the best
grades that they can do. Not necessarily what is required. What someone is
requiring of them. Buts like you know if they study hard, they put in the time they
put in the effort. You know that would be a good thing. They would be
functioning well.”

The second social role identified as important for a late-adolescent toftwarpe

well is being an employee. A good employee was described by particgsasteneone

who shows up for work, is productive and is responsible:
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“As a good employee they are showing up for their scheduled work shifts on time,
they are being responsible, and completing work and being productive while they
are working.”
Participants noted that being a good employee was less important then being a good
student because the types of jobs late-adolescents hold tend to require tiitlkzeple
skill.
In addition to being asked to define adequate functioning for a person their age,
participants were asked to describe how alcohol affects a young person’sriunggti
Overall participants indicated that alcohol use does negatively impact theldinnaes
of intrapersonal functioning, interpersonal functioning and social role penicen®Vith
regards to intrapersonal functioning, alcohol was described as having a negptce
on emotional stability and the exacerbation of psychiatric symptoms. Addiyionall
alcohol was described to impact the loss of behavioral, emotional and cognitive control.
In addition, participants described that alcohol would affect the degree to wyocim@
person engages in activities that promote well-being. Specially, pant€ipated that
daily living tasks would be less of a priority. Additionally, alcohol use impacts
participation in activities outside of school, as alcohol use takes time and planning. As
one participant noted there is a “loss of hobbies” and alcohol becomes “their new hobby.”
With regard to interpersonal functioning alcohol use is a shared inter@sgam
friends and is used to classify friends as drinkers or nondrinkers. Participamisetesc
that alcohol use facilitates a re-alignment of friendships and intinlaterships based
on alcohol use, particularly if the friend does not drink. Participants believed thiablalc
use can create interpersonal problems, in which the individual using alcohol fadstto m

the relational demands of the interpersonal relationships, such as beingtlieeedther
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individual and behaving in a negative manner towards a friend. The impact of alcohol use
on family relationships depended on what messages the participant’s parentsdprovide
them about alcohol use. Participants noted that either their parents had taughtthem tha
alcohol use was a negative behavior which should be avoided, while other’s noted that
their parent were accepting of their alcohol use, as long as it is done in a saé&.ma
Participants noted that social role performance in school and work would also be
negatively impacted by alcohol use. Specifically, the quality of the individucisos
work would suffer, as their alcohol use may interfere with the time they would spend
studying and attending class. Additional behavioral markers identified bgijpants as
indicators of poor school performance related to alcohol use included failure to momple
their homework and poor grades:

“[O]ne of my roommates he drank too much during the week and | mean that’s

pretty much the cause and kind blew off some classes and when it came down to

it he failed most of them so he has to transfer this year.

With regard to employment participants indicated that while alcohol use may
impact an individual's performance at work, such as going to work with a hangover or
intoxicated from the night before. However participants believed that while thes
behaviors are not an indicator of a good employee, they were relatively minonpsoble
as the type of employment that people their age have requires little skitha@iim@pants
described his/her experience as a high school student working at a fast-faochrgst

“l used to work at [a fast-food restaurant], and we would be a lot of people,

mostly high school students that would work a night shift and then would have to

come in for an 11:00-5:00 shift and they weren’t able to make it to the shift
because they were out partying the night before. It was really bad with high
school students. It felt like it gave all of us a bad name because we were in the

category because we were the same age so all high school students were like
that.”
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When describing how alcohol affects an adolescents functioning, participants
described a set of behaviors which were unique to the use of alcohol and were linked to
poor functioning in the domains of intrapersonal functioning, interpersonal functioning
and social role performance. This set of behaviors consists of alcohol use behavior
(behavior organized around alcohol, decision-making related to alcohol use) and its
consequences (legal involvement, physical effects of alcohol, violation of otHesy.rig
Specifically, this domain includes behavior organized around alcohol; decision-making
related to alcohol use, legal involvement, violation of others rights and phyiéezs ef
alcohol.

Participants described spending time organizing and planning their alcohol use
behavior. This included allocating time to drink alcohol; time spent hiding alcohol,
obtaining alcohol, talking about alcohol, using alcohol and recovering from alcohol.
Participants noted that the time spent planning and using alcohol occurs as a function of
their inability to buy and drink alcohol legally and the perception that time sentipy
and using alcohol is socially acceptable for people their age:

| planned when | was going to drink. Ya | have. I look forward to a weekend you

know | say okay you know like especially during football season, [university]

games, so they are going, okay they are in the tournament you know | can’t wait

for this weekend. Or even if we just have a party on the weekend you know its
just going to be one and so you look forward to that.”

“I spent time trying to get something to drink. Especially not having a legil 1D
kind of takes a little bit longer especially freshmen year you know you have to
wait for someone who does to get back.”
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Decision-making related to alcohol use is a set of behaviors described by
participants which are related to how much and when participants choose to use alcohol.
Participants commonly discussed poor decision-making related to how much they drank,
that is drinking more than they should have, when the drink, during the day, before social
events or going to the bars. Interestingly, due in part to the common practicerohgla
their drinking participants indicated that they never drink longer then they intended,
because when they choose to drink they intend to do so for a planned set of time. As one
participant noted about their alcohol use:

“Like | drank more than | intended or longer than | intended. | never go out and

say | am going to have this much. Sometimes | drank more than | should have but

it is not more then | intended.”

One of the most salient consequences of using alcohol discussed by partisipants i
legal involvement. The legal consequences related to alcohol use include obtaghing a
using a fake identification card, getting an underage drinking ticket fropolfee and
being cited for drinking while under the influence (DUI).

“I was ticketed for underage drinking in [a state] which | haven’t realky yet.
| think | have a warrant for my arrest in that state.

The physical effects of alcohol use refer to the acute biological affeatsohol
intoxication and the time to recover from alcohol use. One participant described two
physical effects they had experienced in the past:

“I had morning tremors. That did happen to me once, | had a really bad night

before and | woke up shaking. | vomited. Um, yes that happened to me. It was

the...the last day of finals and we went to a party and | actually thought that | wa
fine, but then | wasn’t and then we got back to the dorms and then | threw up.”

Overall, participants described an acceptable level of functioning for aduiesce

who use alcohol; such that on a global level they are functioning well in intrapkysoa
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interpersonally and adequately performing social roles. Howeverltinaldevel of
functioning is punctuated by periods of time when they experience poor functioning i
particular domains of life related to their alcohol use behavior and consequence,
particularly in the areas of social role performance, intrapersonally anpargenally,
which occur with periods of heavier drinking episodes. As one participant noted there is a
fluctuation in alcohol use and its impact on functioning:
“Once my roommate went to the hospital he made a huge life adjustment, he
stopped drinking for awhile. It gets expensive, it gets in the body sometimdes, a
| know a lot of people do a lot of stupid things, hurt themselves, lose friendships,
girlfriends, that can really turn you off. Get in arguments with some people,
random people, it can really trouble you, when you see them at school it makes it
awkward. “

Two general conclusions can be drawn from the interview data. First, alcohol use
does impact an adolescent’s functioning, specifically in the domains of intragersona
functioning, interpersonal functioning and social role performance at school and work
Further, the impact of alcohol use on functioning fluctuates with the adolescehts leve
alcohol involvement, that is their alcohol use behavior and consequences, during a given
time period. Second, the social context of the developmental period of adolescence needs
to be considered in the development of alcohol behavior measures for this age group.
These conclusions suggest that a measure which assess adolescent alcoholantolvem
should use a time frame should be relatively short in order to capture episodic
fluctuations in alcohol use, its consequences and impact on functioning. In addition, we

should expect fluctuations of reported alcohol use behavior, its consequences and impact

on level of functioning, over repeated measurement as a functioning of alcohol use.
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Further the interview data suggest that it is not sufficient to measure ropement
of an adolescent’s involvement with alcohol, such as alcohol use behavior or level of
functioning. Rather, it appears that taking a broader approach, in which the laiblogic
psychological and social aspects of alcohol use are accounted for in a measure ma
provide a more valid and useful manner in which to capture an adolescent’s involvement
with alcohol. The proposed Relationships with Alcohol Scale for Late Adolescents is
biopsychosocial measure of a late-adolescents involvement with alcohol in thefareas
intrapersonal functioning, interpersonal functioning, social role performancécamdla
use behavior and consequences. Items for the four domains were developed from a
review of the adult and adolescent alcohol use literature. Items were fefthedr
through the interview study through a cognitive interviewing procedure, in which
participants reviewed and discussed the meaning of each item. Itemsddmnthdd as
confusing, unclear or inappropriate were removed or re-written. Items ded based
on the data obtained from the interview study to better capture the four domains of
alcohol involvement identified by the study participants. Overall, the intentiely s
indicated that the original items, with a few exceptions, are appropriatedawith late-
adolescents. As one participant noted about the item list:

“I think it's a good list. | think even though a lot of it doesn’t pertain to me
necessarily it spans the whole spectrum of possibilities. From light hearted
drinking to full blown use of alcohol.”
The Relationship with Alcohol Scale for Late-Adolescents
Based on the review of the adolescent alcohol use and level of functioning
literature and the data obtained from the previously discussed qualitativelstody,

2009) a measured entitled 203 items were developed and categorized into 11 content
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domains based on similarities in item content. The working title of the measure is T
The Relationship with Alcohol Scale for Late-Adolescents
The RAS is a biopsychosocial measure of the impact of a late-adolescent’s

alcohol use on functioning. The RAS will attempt to be developmentally selegtive b
targeting item content to behaviors relevant to late-adolescents with the hope of
improving the validity of the measure. The 11 hypothesized developmentatiytsali
domains of the RAS are: 1) Psychological/Emotional Well-Being, 2) BehBvomoting
Well-Being, 3) Interpersonal Functioning, 4) Behaviors Organized ArounahaldJse,
5) Decision-Making Related to Alcohol Use, 6) Physical Affects of Alcotsd,J)
Legal Problems, 8) School Performance, 9) Work Performance and 10) Violation of
Other’s Rights. The purpose of the current studies is to determine the contemtsjomai

content definitions and item-relevance of the RAS.
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CHAPTER 1l
METHOD
The following section provides information regarding the research design,
participants, recruitment, materials and procedures for Studies | and Il.
Research Design
Studies | and Il are psychometric studies utilizing content validation medinods
procedures to develop the content domains, domain definitions and item relevance. The
two studies were designed as two separate, yet sequentially tiedyresceStudy |
utilizes a simple sorting task and multidimensional scaling to determine thentont
domains of the Relationship with Alcohol Scale. The items in the identified content
domains were reviewed and domain definitions were developed based on item content.
The content domains and domain definitions were used in Study Il. Study Il used Q-sort
methodology to obtain item-relevance ratings for each item within eacmtadotaain.
Item-relevance indexes were calculated in order to identify the mosaneiégems within
each content domain.
Participants
Study |
A sample of 20 adolescents (13 female, 7 male), 16-20 years d¥ladgeEr’(47,
SD= 1.3), participated in Study I. The majority of the sample identified as European
American (60%), 25% identified as multiracial, 5% identified as Afridamerican, 5%
identified as Latino/a and 5% identified as Native American.

Study Il
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A sample of 50 (30 female, 20 male), ages 16A26 {8.24 yearSD= 1.39)
participated in Study Il. The sample was 48% European-American, 24.586/aatl6%
African-American, 6% Multiracial and 4% Asian-American.

Recruitment
For both Studies | and Il participants were recruited from Tenor High School and
Marquette University using the same recruitment procedures. Studpitee a larger
number of participants as compared to Study I, therefore recruitment of potential
participants was also conducted in the Milwaukee community for Study Il only.
Tenor High School

Tenor High School was selected for recruitment because of the admimmssrat
commitment to research participation. The school principal and assistanp@lrinci
identified students for participation. Identified students were providedanpticket
providing a flyer describing the study, a letter to the parent or guardian stirdhent
explaining the study and a parent permission form. Students were instructedrtahet
signed parent permission forms within a week of distribution if they weregtéer in
participating in the study. The school principal and assistant principalteol g
permission forms. After the deadline for the permission forms had passed, the first
students who returned their permission forms were scheduled for a meetirigevit
researcher to complete the study. During the scheduled meetingtnstudent’s assent
for participation in the study was obtained.

Marquette University
Flyers advertising the study were placed across campus to identifyiglote

participants. The flyers directed potential participants to call geareher to learn more
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about the study and schedule an appointment for study participation. Informed consent
for study participation was obtained at the beginning of the scheduled meeting.
Community

Flyers advertising the study and direct person-to-person solicitatiorugeeo
recruit participants in the Milwaukee community. Flyers were handed out to jpbtenti
participants in local shopping malls which stated that individuals between thefadg
and 20 could earn ten-dollars for an hour of participation in a card sorting study on
alcohol use. As the recruitment flyers were being handed out, the researcher aske
passing individuals if they were between the ages of 18 and 20 and would they like to
hear about a study were they could earn ten-dollars for an our of theirrtdneduials
who expressed interest in learning more about the study were provided withipties
of the study and were asked if they would like to schedule an appointment with the
researcher to participate in the study. Potential participants who weestatém
participating in the study were scheduled for an appointment to partiogae study.

Materials

Study |

Stimulus CardsThe stimulus for the simple sorting task consisted of 192 item
statements developed to capture the impact of alcohol use on functioning (Appendix A).
Item statements were developed from a review of the adult and adolescent aséeohol
literature and interviews with late-adolescents (Lucey, 2009). lteenstats were
printed on standard note cards. Each stimulus card had a number on the card for
identification and coding purposes. One item statement was printed on each card, for a

total of 208 stimulus cards.
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Background Information Fornbemographic information was gathered through a
Background Information Form developed by the author. Information gathered by this
form included the age of participant, their gender and racial/ethnic background
(Appendix B).

Study I

Q-SampleThe Q-sample consisted of 192 item statements developed from a
review of the adult and adolescent alcohol use literature and interviewsigith |
adolescents (Lucey, 2009). Iltem statements were conceptually organizédiamains
affected by alcohol use based on the MDS analysis conducted in Study | (Appendix C). A
domain definition was developed based on a content analysis of the items contained
within each content domain. See Appendix C for the domain definitions.

Each item statement was printed on a standard note card with a corresponding
identification number printed on the card in order for later recording of therJesults
on a scoring sheet.

Scoring SheefA scoring sheet was used to record the results from the Q-sort onto
paper for later data entry and analysis. The scoring sheet was designeddentethe Q-
sort distribution presented to the participant (Appendix D), with corresponding $oore
each distribution marker where the participant placed the item cards.

Background Information Fornbemographic information was gathered through a
Background Information Form developed for this study. Information gatheredsby thi
form include\d the age of the participant, their gender and racial/ethnic background
(Appendix B).

Procedure

www.manaraa.com



69

Study |

Participants were greeted and invited by the researcher to be seated at
conference table. The researcher reviewed the informed consenti¢ippattwas 18
years of age or older) or assent (if participant was under the age ofth@aain
participant.

Participants were provided with the Background Information Form to fill out.
After completion of the Background Information Form the subject was presentethevi
set of 208 stimulus cards. Participants were instructed to complete a saripig task
(Takane, 2007). in which participants were instructed to organize the stimulusntards i
piles that represent the areas of a young person’s life that are affeciediol use.
Participants were informed that there were no right or wrong answers arftethaotild
make as many piles as they wanted.

When participants were finished sorting the cards into piles, the author asked the
participant to explain what are of life the pile represented. The author recheded t
participants’ responses. At the completion of the session, participants ce$28:60 in
cash for participation.

Study I

Participants were seated at a table. On the table a Q-sort continuumdnag lai
on the table top. The Q-sort continuum consisted of 11 distribution markers representing
a rank-order continuum from left (-5) to right (+5), with the middle marker denwthe
zero point. Participants were informed that the left side of the Q-sort contirbum (
represents “not very important” and the right (+5) represents “very imparidre”

middle zero-point on the continuum was described to the participants as a neural point,
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where they were to place items they were unsure or ambivalent about (Appendix E
McKeown& Thomas, 1988).

Participants were presented with one set of item cards at a time. Taehese
read out loud the name of the content domain and definition, represented by the set of
cards. Participants were instructed to sort the item cards based on how intpertearh
statement was for describing the domain definition. The domain name and defingion wa
placed on the tabletop above the Q-sort continuum for the participant’s referenge dur
the sorting task.

Participants were instructed to read through the cards in order to farsiliari
themselves with the item statements in the set and sort the cards into tiene jgiées: a
pile of items that are generally the least important, a pile of statertiet are generally
the most important and a pile of items that are neutral. Participants weunetetio
place the pile of least important items on the left side of the continuum, the pile of most
important items on the right of the continuum and the neutral pile at the mid-point of the
continuum.

Participants were then instructed to turn to the pile of items on the right side of the
continuum (pile representing “very important” item statements). Pamispeere asked
to read through the cards and identify the items in the pile which were thenmpostant
items defining the domain definition. The participant is told to place these items unde
the +5 maker.

Participants were then instituted to turn their attention to the left side of the

continuum (“not very important”) and to select the items from the pile that welesatste
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important items for describing the domain definition. Participants were iresdrtaciplace
these items under the -5 marker.

The participant was then instructed to return to the pile of items on the right side
and identify the items which were a little less important than the mosttampatems
under the +5 marker. Participants were instructed to place these items under the +
marker. This process was repeated with the left side of the continuum.

This process was repeated with the subsequent distribution markers, with the
participant working first with the right side of the distribution and then thenefving
down the continuum towards the middle. The use of this process facilitated comparison
between items and judgments of importance and unimportance (McKeown & Thomas,
1988).

After the participant had completed ranking all of the items in the setyiey
instructed to start at the -5 marker and read the item numbers aloud for eagitidistr
marker. The researcher copied the item numbers under the corresponding continuum

marker of the scoring sheet.
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CHAPTER IV
RESULTS
Study |
Multidimensional Scaling and Cluster Analysis

A multidimensional scaling (MDS) procedure, followed by a hierarchicatazius
analysis, was used to analyze and interpret the sorting data from Stud$I1. MD
procedures are used to determine the proximity between pairs of items to derive the
underlying dimensions of a measure. MDS uses measures of similarityil#issy
between pairs of item statements to derive the dimensionality in a datasén{&n,
Reynolds & Young, 1981). After obtaining the MDS configuration, cluster analigss
used to aid in the interpretation of the dimensions obtained from the MDS procedure
(Kruskal & Wish, 1978; Sireci & Geisinger, 1992).

The sorting data obtained from participants was transformed into a dissiesila
matrix. The dissimilarities matrix was applied to a multidimensiorairsg analysis.

The MDS analysis creates a configuration matrix, using the configuration
coordinates of item statements. The configuration coordinates and configuratsarplot
then visually inspected in order to interpret the meaning of each dimension regmésent
the configuration matrix. The configuration coordinates are then used in a hiaahrchic
cluster analysis to aid in the interpretation of the dimensions obtained from the MDS
analysis.

The use of cluster analysis in the interpretation of a MDS configuration ésl all
“neighborhood interpretation of an MDS configuration” (Kruskal & Wish, 1978, p. 43).

In the neighborhood interpretation method, neighborhoods or regions of the dimensional
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space are thought to have meaning based on some shared characteristicnofilihénsti
Study I, participants sorted items into groups that representecedifi@eas of life
affected by alcohol use, such that the items in each pile shared charestefiatdomain
of life. Using the neighborhood interpretation of the MDS configuration, items which
share characteristics of an area of life will be closer to each otler MDS space then
those items which do not share these characteristics. Hierarchical aheitgsis is used
to aid in the interpretation of these regions of the MDS space, by providing atfonm
on which items clustered together based on the configuration coordinates anitignatc
this information to the MDS configuration matrix.

Selection of Dimensionality

There are two criteria used to determine the appropriate dimensional
configuration of the data: goodness-of-fit and interpretability. Ideally, ltodmd
interpretation of the dimensional configuration are maximized, however this isvagsa
possible, as often higher-order solutions have the best fit, but are difficult forénter
(Kruskal & Wish, 1978; Sireci & Gelsinger, 1992; Borg & Groenen, 2010).

Table 4.1 presents the fit indices of STRESS for one- through twelve-dimension
solutions for the data. Inspection of the STRESS indices indicates that adrsiim
solution appears to provide the best fit for the data with a satisfactory goadiiess
statistic (STRESS=.05). Table 4.2 provides the configuration coordinates fdt-the
dimension solution.

While the 12-dimension MDS solution has a satisfactory goodness-of-ftistat

this criterion alone is not sufficient to determine dimensionality. Furtredysia of the
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Table 4.1
STRESS Indices for 1- through 12-Dimension Solutions

Dimension STRESS

.52
.33
.23
.18
14
A2
.10
.08
.07
10 .06
11 .06
12 .05

O©CO~NOULPE,WNBE

configuration coordinates is necessary in order to determine if eachX#-thenensions

are interpretable. This second step in the selection of dimensionaligommplished
through two steps. First, the MDS configuration coordinates are visually indpecte
identify items which share proximity in the multidimensional space and de&rmi

these items share a common characteristic through inspection of the item.content
Second, the MDS configuration coordinates are subjected to a hierarchical cluster
analysis in order to provide validation of the visual inspection of the MDS configuration
coordinates.

Visual inspection of the 12-dimensional coordinates (Table 4.2) indicates that
Dimensions 1-6 are readily interpretable, as evidenced by item growgthgsthe
dimensional space which share a common characteristic. The clustersapatiegmed
on the 12-dimensional coordinates revealed 8 item clusters. The first 6 itéensclus

correspond with Dimensions 1-6 of the 12-dimension solution. The correspondence
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between Dimensions 1-6 and 6 of the item clusters provides further evidence for the
interpretability of Dimensions 1-6. The cluster analysis identified 2 iaddititem

clusters which did not correspond with any of the dimensions in the 12-dimension
solution. Comparison of these two item clusters with the 12-dimension solution indicates
that the items in these two clusters were grouped into Dimensions 2 and 6 of the MDS
solution. Kruskal and Wish (1978) noted the failure of a MDS solution to identify a
dimension may be due to the correlation between the unidentified dimension and other
dimensions in the MDS solution.

The configuration coordinates for Dimensions 7-12 do not appear to be
interpretable. Based on visual inspection of Dimensions 7-12 no clear item grouping
within these dimensions can be observed. In fact, items which share close groximit
within these dimensions do not appear to share a common characteristic, thus making

Dimensions 7-12 not interpretable.
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Configuration Coordinates for the 12-Dimension MB&ution

76

Dimension
Item 1 2 3 4 5 6 7 8 9 10 11 12
1 150 -5.39 525 -0.36 446 1.79 041 358 -3.B70 -1.67 2.92
2 557 6,53 6.79 323 217 0.79 -041 0.32 -2.5820 -1.07 -1.03
3 482 033 7.73 211 -253 1.73 0.79 -257 -0.8135 1.33 5.16
4 401 -2.06 9.18 0.06 -3.12 2.31 145 -0.22 2.22.80 -0.62 3.23
5 484 438 279 7.75 151 -553 -0.17 -1.58 2.73.33 0.40 -0.88
6 517 7.48 6.96 464 111 173 -1.09 0.04 0.21880-0.51 0.65
7 447 413 200 7.73 210 -6.45 -0.38 -1.57 2.82.39 0.38 -0.89
8 447 413 200 7.73 210 -6.45 -0.38 -1.57 2.82.39 0.38 -0.89
9 470 418 556 5.88 397 -547 124 0.66 -0.6310.-0.47 -2.21
10 1.70 6.36 8.28 533 -149 3.09 -0.84 1.33 0.99.48 -2.83 1.20
11 517 7.48 6.96 464 111 173 -1.09 0.04 0.21.88-0-0.51 0.65
12 557 6.97 698 206 243 126 -0.26 0.65 -1.3390 -0.59 -1.80
13 428 519 478 -0.39 163 576 -1.89 2.69 0.46.79 1.21 -4.74
14 462 653 514 079 105 286 -1.18 458 -2.4741 0.28 -2.22
15 458 850 4.48 255 -213 3.24 0.06 0.18 -0.4820 250 0.57
16 513 247 6.48 329 -6.08 -095 198 0.78 1.02630 1.31 4.22
17 -9.72 424 152 386 165 347 041 -1.11 -108T¥5 -0.25 -1.97
18 2.22 461 3.06 -6.67 -1.31 3.29 3.13 2.08 -08514 0.70 -5.75
19 198 363 386 -0.87 091 469 -1.07 463 -58501 2.15 -4.61
21 456 3.09 463 261 -4.08 241 -2.12 -253 0.52.48 -4.79 -4.08
22 446 897 401 230 -1.85 1.07 -2.22 0.60 -214246 -0.98 -0.80
23 512 7.69 6.14 466 -0.13 0.90 -0.38 41.8..95 -1.60 -0.63 0.46
24 505 758 6.30 461 059 1.03 -1.14 -07960 -0.89 -1.88 0.85
25 510 754 6.98 451 062 1.73 -0.89 -0.4D20 -0.59 -0.60 0.71
26 -1.50 6.90 1.77 -0.07 -0.81 2.31 -0.56 10.8.64 5.83 -0.51 5.82
27 418 403 432 214 -0.82 138 -2.76 183 -44630 2.46 -0.90
28 3.27 -3.84 7.69 -044 0.28 4.82 -1.67920.-3.76 -0.88 3.17 -0.69
29 482 569 548 0.75 254 341 -1.35 45065 039 0.26 -0.24
30 -0.40 6.19 3.16 201 168 196 -0.40 3.32.33 6.17 2.14 2.48
31 193 -1.36 3.86 1.76 2.14 2.44 495322 051 -0.16 1.71 -8.30
32 153 -429 -0.02 0.30 -0.95 -0.43 7.15610.-6.48 3.36 0.70 -0.47
33 -3.25 -2.89 0.43 -2.72 152 -0.62 3.241.94 -503 5.12 3.77 3.86
34 152 357 045 6.38 2.04 -7.60 2.16 20.256 -0.94 0.03 -5.86
36 -1.51 -0.98 -0.84 -5.07 -3.00 1.48 -5.2%4 -1.03 -0.80 7.35 -2.87
37 458 -5.05 -3.70 0.79 6.23 1.03 2117 0.30 -0.07 1.57 6.25
38 0.41 -0.24 -7.47 -0.27 -1.00 -0.94741.7.28 -1.47 -1.38 4.47 1.79
39 095 6.54 -291 -516 142 -0.02 4.82.43 290 -2.61 -1.44 3.99
40 237 594 104 -749 0.65 215 283 -2426 -2.72 -3.13 2.55
41 1.90 5.09 -197 -7.75 428 -0.18 1.61.45 -1.67 3.63 -4.24 2.87
42 0.60 452 -187 -7.35 438 0.32 1.27.680-1.98 4.74 -4.34 3.29
43 0.73 488 -1.97 -756 433 0.21 164 61.11.66 4.07 -4.21 3.06
44 -0.43 5.14 -3.44 -6.87 0.37 -1.9625.01.32 -2.88 1.85 1.99 -1.40
45 -2.33 -0.35 -0.69 -853 4.44 399 -1.7890.-0.98 540 -0.46 1.19
46 -3.29 292 -259 -256 -259 -1.19 -4.2977 -1.36 -0.83 7.58 5.31
47 -1.80 -2.58 -2.27 -2.97 -0.32 2.93 -3.56693. -0.41 -0.89 8.97 1.77
48 0.71 485 -191 -6.90 5.07 -0.49 1.7/4.00 -1.44 453 -411 2.98
49 -0.74 182 -1.80 -7.26 535 0.86 -2.75370-1.77 6.18 -1.50 3.20
53 -1.24 -529 261 -491 3.76 -0.40765.231 1.84 -561 3.60 -1.59
56 -3.67 1.70 0.28 395 7.11 -959 -0.4186 3.43 0.80 -0.06 -0.44
57 -2.66 0.84 055 3.05 6.21 -11.1841.066 2.60 1.08 0.18 -0.93
58 2.15 -8.88 435 -1.75 -1.64 0.73990 -1.14 033 4.16 0.60 1.09
59 265 -6.22 -0.65 0.41 3.73 -1.23319 2.28 -4.44 -4.24 -2.24 4.61
60 274 -7.71 3.92 0.09 -559 0.14590 -0.89 -0.90 3.36 -0.52 -0.61
61 0.23 -5.86 4.06 -3.85 3.60 1.74.39 -1.07 6.48 -4.02 -0.61 2.69
62 -0.49 -484 188 -591 6.02 276 53.284 342 -1.34 227 0.07
63 3.05 -8.04 396 -0.90 2.37 2.78951. -0.47 1.35 094 332 279
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Dimension

Item 1 2 3 5 6 7 8 9 10 11 12
64 314 -6.81 1.14 047 2.80 190.1.93 -2.47 0.25 489 2.15 4.82
65 368 -7.84 -034 101 1.18 -0.3181 -3.57 -0.02 265 3.11 2381
66 276 -1.83 -1.43 285 6.73 -9.3663 2.39 -1.62 -0.93 154 1.28
67 3.37 -2.13 -0.84 555 350 -8.12341 -1.22 0.75 3.80 1.24 -1.96
68 3.16 -555 569 143 -576 1.34€.38 -156 2.76 1.34 0.26 2.45
69 294 -6.46 557 -0.54 -529 0.1847 -0.40 -0.56 3.89 -0.40 -0.34
70 275 -6.86 519 -0.73 -5.66 -0.4712 0.00 -0.17 3.49 -0.20 -0.15
71 3.30 -7.27 5.83 0.27 -3.40 0.35950.0.51 0.73 3.02 0.28 -0.98
72 150 -6.28 4.70 -4.17 537 -0.12942 286 4.44 -1.04 -2.51 -2.20
73 1.84 -1.40 0.68 0.26 8.747.91 -1.98 251 392 0.82 096 -2.71
74 -1.77 -6.18 3.16 -5.35 540 1.39 04.0.64 197 -3.63 1.29 -0.06
75 354 -6.33 292 0.70 -0.18 1.22885 0.73 2.65 0.08 4.01 -2.80
77 -9.82 -219 471 181 095 -0.15 61.65.83 0.05 -0.10 -0.75 -1.24
78 356 -7.29 -232 3.36 -0.01 0.8338 -3.72 482 -0.90 -142 3.14
79 287 -2.08 -096 3.12 6.09 -8.79751.154 212 310 345 -0.93
80 0.44 -691 4.06 -556 571 1.09 7603.0.21 349 -2.38 0.45 -0.33
81 319 -6.64 0.74 230 -1.03 2.60 24.41.60 572 -3.27 -0.20 1.49
82 059 -7.06 3.67 -4.67 560 1.24.4% 059 376 -284 0.14 -1.02
83 -2.26 -6.99 1.18 -2.80 -0.86 1.25002. -1.17 -2.06 0.85 6.42 1.24
85 355 -8.07 -3.02 158 1.39 192775 0.48 335 1.03 0.64 0.94
86 357 -8.11 -297 177 128 181 5.60.02 331 137 0.15 1.07
87 195 -6.11 2.02 -354 7.01 227 -071199 520 -444 294 -2.49
88 3.28 -6.59 -219 156 0.13 1.16 -1.51.17 1.40 4.02 -7.40 -0.16
89 224 -480 -1.79 -2.03 -0.94 -1.40 21.91.57 -4.76 -7.28 -435 -2.14
90 245 -7.37 030 0.03 0.12 -0.35153 2.18 -4.36 -6.04 -3.32 -0.66
91 217 -3.12 3.80 249 -266 1.71551. -2.70 -2.83 1.97 150 7.46
92 1.23 -7.81 068 -055 -401 -0.40.61 -1.88 0.68 1.19 551 -2.67
94 1.13 -6.39 0.41 -0.43 3.85 -1.2110 0.57 -570 -3.64 -0.40 5.05
95 3.81 -6.87 -1.82 261 071 -0526 -1.86 056 2.93 -1.03 2.54
96 282 -7.20 -0.63 0.53 -0.23 2.10 7.62.02 -2.11 0.27 -0.72 -2.30
97 1.04 -6.04 168 -4.06 6.90 1.08.6% 165 490 -1.83 -3.60 -1.31
98 405 -7.82 041 1.09 0.12 1.86585.4.00 098 1.17 2.18 1.28
99 225 -7.71 0.10 -0.79 1.43 0.41583.3.13 -3.72 -5.28 -2.01 3.43
100 -11.07 253 -1.31 1.76 0.08 140 2.87 3.8340 -0.08 -0.61 0.67
101 -11.07 253 -1.31 1.76 0.08 1.40 287 3.83839 -0.08 -0.61 0.67
102 -11.07 253 -1.31 1.76 0.08 140 2.87 3.8340 -0.08 -0.61 0.67
103 -10.73 298 -0.77 2.09 0.20 181 3.08 38489 -0.30 -0.41 0.50
104 -11.07 253 -1.31 1.76 0.08 140 2.87 3.8340 -0.08 -0.61 0.67
105 -11.71 2.22 -0.23 122 0.12 124 1.15 23822 059 042 1.12
106 -7.81 -0.69 3.86 227 041 -0.77 1.65523.3.62 292 -1.32 531
107 -10952.30 -1.12 176 -054 0.88 25419 1.82 0.10 -1.80 0.64
108 -11.06 253 -1.31 1.78 0.08 1.38 2.88 3.8340 -0.06 -0.61 0.65
109 -999 340 -1.25 221 -0.68 1.61 3.03 3713 -0.31 -1.29 2.10
110 -11.46 2.33 -041 129 0.04 132 170 3.1547 050 0.26 1.17
111 -11.46 2.33 -041 129 0.04 132 170 3.1547 050 0.26 1.17
112 -10.24 261 -161 1.74 -0.83 0.77 292765 140 -1.34 0.11 0.25
113 -10.76 3.74 0.11 1.18 -0.22 095 2.32 4.2209 -0.68 -0.56 0.87
114 -10.00 1.59 -1.10 1.28 -0.73 1.62 2.9%20 245 -1.21 -051 0.34
115 -10.47 2.09 -2.05 242 -0.80 1.08 3.22792 1.82 0.86 -0.90 -0.41
116 -983 144 -2.79 321 -0.91 1.09 3409 195 -0.25 -1.63 -0.25
117 -10.39-193 252 022 1.26 -0.00 #1.23.82 -3.01 056 0.64 -1.62
118 -10.83 -1.67 3.01 0.24 -0.03 -1.00602.-4.98 -1.51 -0.30 -1.22 -0.82
119 -11.09 -0.99 256 049 0.04 -0.60 -1.6278 -2.12 -0.81 0.32 -1.04
120 -1097 -1.24 222 147 0.25 0.16 -2.13824.-1.29 -0.94 1.08 -1.27
121 -11.50 -1.05 2.46 094 0.36 -0.20 G0.4.23 -1.65 -0.68 0.43 -0.67
122 -11.42 -1.01 245 1.06 0.40 -0.15 -1.3%42 -1.48 -0.46 0.17 -0.85
123  -1045 -2.22 391 1.07 1.43 -0.27 -09®78 0.50 0.35 -0.73 -0.92
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Item 1 2 3 4 5 6 7 8 9 10 11 12

124 -10.73 0.29 0.05 135 0.14 0.26 -2.11 453.70 -1.56 0.53 -0.94
125 -11.42 -1.01 245 1.06 0.40 -0.15 51.%4.42 -1.48 -0.46 0.17 -0.85
126 -11.07 -1.15 2.21 1.01 0.27 -0.33 41.%.25 -1.80 -1.01 0.16 -0.84
127 -11.090.71 0.81 1.06 0.20 0.63 -2.38 74.4.16 -0.61 1.42 -1.33
128 -11.25-1.39 288 097 -0.29 -0.84 -2.0445 -1.21 -0.31 -0.91 -1.07
129 -10.73 -1.56 262 0.81 -0.79 -1.39 -2.78.17 -1.23 -1.05 -1.76 -1.02
130 -10.47 -0.95 0.86 1.73 1.16 0.25 0.85.74 -2.34 -1.40 -2.15 -2.31
131 -10.37 -2.13 153 1.76 -0.38 -0.50481.-5.46 -1.99 -2.45 -0.24 -1.03
132 284 032 -789 3.11 3.63 0.39 -2.13120-4.92 -0.06 -0.34 -0.10
133 119 140 -768 159 -3.48 1.74 -3.0864 0.89 151 140 1.45
134 381 196 -7.27 5.13 -1.48 3.48 -2.1330.10.33 1.18 -2.94 0.83
135 350 1.72 -6.92 494 -284 2.63 -2.2470.0.29 0.85 -4.09 0.23
136 3.03 0.11 -4.62 2.92 -3.58 6.25 -4.646212.74 152 1.04 -1.48
137 2.21 -0.71 -6.61 -0.51 2.76 6.43 -496 1.6625 -0.85 -1.76 -3.89
138 158 -1.33 -433 -1.86 282 6.22 -7.73 0.68.46 276 -1.70 -1.15
139 160 -1.34 -441 -1.75 063 7.15 -7.30 0.4.30 2.64 -0.70 -0.70
140 1.36 2.64 -8.29 263 -1.66 353 -3.1811 -0.18 1.12 -3.72 2.11
141 157 145 -8.27 4.00 -2.74 -0.84 3.42.00 -0.08 -1.10 349 154
144 2.14 0.03 -592 -0.25 3.81 354 -7.45 0.13861.2.41 -2.44 0.36
145 3.18 -3.67 -2.04 053 468 0.25 -7.48 1.21.0033.49 -3.20 -0.05
147 4.03 -043 -7.91 3.74 083 1.19 1.28 1.49251.4.38 0.23 -1.18
148 2.37 3.09 -6.15 -0.09 3.34 265 -5.72 -0.423 -1.25 -5.68 4.26
149 3.03 -4.60 -3.29 -0.15 4.95 -2.52 -444562.1.98 -1.14 -530 -3.34
150 345 -521 -432 220 0.77 -151 -1.25699 -0.31 3.97 -6.90 1.16
151 199 -6.05 -2.69 -0.95 2.83 0.64 -549 1.281 -159 -5.60 -3.67
152 0.66 298 -7.98 -0.29 -091 273 -1.75 3.20 00.71.32 5.35 4.35

153 255 149 -795 491 -1.19 176 121 -1.80 91.82.31 -1.69 0.44

154 255 157 -7.99 466 -2.75 0.81 152 31.2.05 -2.06 -0.58 0.97
155 0.76 -1.63 -549 -0.69 -495 095 1.04.51 3.72 -4.12 3.70 0.47
156 2.22 -5.77 -5.17 221 -161 252 2.02.76 -2.25 -2.40 1.40 -4.14
157 152 1.67 -9.01 208 -154 186 -0.82.35 -0.20 -3.78 2.84 0.77
158 186 1.47 -9.33 296 -196 129 -0.31* 0.79 -148 159 -0.63
159 297 157 -897 195 142 179 -080 -3.3H1 -4.06 1.98 0.96
160 3,50 -0.74 -6.97 057 -1.16 -1.59 -2.14364.-2.75 0.81 4.37 -1.17
161 3.08 -7.62 -3.53 211 -259 0.17 3.69.57 1.18 -1.02 -1.69 -3.67
162 445 126 -269 345 255 237 -341 -24895 1.60 5.86 0.05
163 3.01 -294 -6.77 210 -4.33 277 1.77131 444 -2.34 -2.15 -0.51
164 3.17 0.58 -9.14 324 -3.15 -1.14 0.3d.60 1.86 -2.34 -1.55 -0.30
165 3,57 -0.46 -859 1.12 -1.78 -2.49 0.95.02 -2.70 -1.56 -1.65 -2.29
166 2.71 0.78 -6.18 4.06 -1.92 1.74 -3.66410-2.08 3.46 -1.34 -4.23
167 3.69 589 -0.72 390 -2.11 0.01 -6.5r33 3.22 122 -0.36 -0.23
168 3.04 285 -557 155 0.76 1.13 -4.70 -5097 -4.00 2.89 1.21
169 -0.69 -5.84 040 122 -9.06 -1.87 1.2241 1.48 0.12 -2.73 -0.35
170 056 -0.82 -0.60 -0.26 -7.05 -0.13 -0.58 34.90.54 3.70 -3.20 -6.13
171 046 -6.00 435 -3.13 -6.99 -1.90 -1.23 0.7®03 247 -259 -1.00
172 132 -7.12 257 -1.67 -6.73 -3.16 -25971.20.34 251 -090 -2.72
173 244 -3.89 094 -1.65 -495 -2.15 -1.11 -1.a835 -9.39 -291 0.27

174 253 -7.41 280 -0.06 -6.14 -1.13 1.33 1.8816 251 -2.61 -2.35
175 210 -7.45 372 -1.35 -6.20 -1.70 -0.8810.0.31 2.69 -1.61 -1.17
176 -1.14 1.21 -1.29 -296 -6.04 -7.37794.5.65 -1.27 -0.85 -1.71 2.28
177 -1.70 -0.38 -2.08 -2.05 -7.64 -557853.1.22 -1.34 3.22 0.30 3.08
178 -155 1.44 -0.70 -3.26 -6.64 -6.60 65.8.46 -2.70 -0.92 -0.12 2.52
179 -1.71 -2.36 2.14 -3.81 -835 -4.13 55.4.94 0.78 -3.06 0.09 2.73
180 -2.37 -297 194 -420 -7.60 -544 -52%03 -1.51 -2.13 -0.81 0.95
181 -155 144 -0.70 -3.26 -6.64 -6.60 -5.846 -2.70 -0.92 -0.12 2.52
182 -257 -0.36 -0.41 -241 -6.71 -7.09222.4.96 -3.75 -2.59 -0.21 2.25
183 2.14 -0.38 -7.13 152 -0.15 150 -0.41 35257 3.90 -456 -0.23
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184 113 372 -474 -512 -1.38 -199 574.35 -0.85 031 191 -4.92
185 140 088 121 -4.02 375 -3.15 256.502-7.99 -552 -1.80 0.73
186 259 050 0.12 004 392 -314 141 0.18.59 -460 -152 1.18
187 055 527 -0.12 -6.94 0.67 -2.12 20842 -190 3.21 540 -1.12
189 238 519 -349 -7.13 011 -297 4.6&.29 -0.87 -1.70 -0.27 -3.08
190 242 792 -175 -6.82 0.28 -1.98 2.8e.32 0.69 -1.25 -241 1.80
191 258 824 -161 -6.82 -0.27 -1.74 3.04.05 0.86 -0.93 -1.15 0.89
193 275 6.23 -1.30 -8.80 -1.17 -3.63 1.84.0¢ -0.69 -0.34 -0.11 -1.93
194 239 530 -090 -8.74 -2.00 -4.76 0.90602 0.23 0.58 1.00 -2.13
195 310 6.28 047 -7.97 -1.18 -447 0.97 2.55290.-0.25 -0.47 -2.29
196 263 524 -1.73 -7.78 -225 298 138.06 356 -3.81 045 -1.74
197 399 -368 2.02 0.17 -265 -1.39 -14323 -3.30 510 3.18 1.08
198 199 -284 865 -1.08 1.06 272 461 60.8€.69 518 -1.13 0.21
199 148 255 063 -1.59 -3.96 6.57 7.93.33 -0.61 -0.77 -2.39 -0.48
200 131 -3.47 3.38 -583 -490 -3.41 -1.2346 228 1.62 -2.00 -5.71
202 472 422 402 076 -153 6.32 0.29 3.72741.-459 1.05 0.65
203 359 822 426 347 003 254 -0.71 256322.-0.11 -0.56 3.30
204 -1.21 424 -093 -588 180 593 3.47.15 354 107 248 -3.60
205 3.08 7.46 -0.85 -559 -1.69 -1.9864. -458 114 050 -0.53 -2.16
206 3.00 834 -0.18 -6.05 -0.14 -0.46 34858 293 -1.22 129 0.02
207 251 782 -195 -7.03 -1.37 -2.78 258.65 0.25 -2.17 -0.78 0.99
208 3.06 -889 -184 161 101 123 500 -1287 130 -0.82 0.70

The initial analysis revealed a 12-dimension solution with a satisfactodnges-
of-fit index. However, inspection of the configuration coordinates, in conjunction with
hieratical cluster analysis, identified only 6 interpretable dimensidnss, a 6-
dimension MDS solution with a STRESS index of .12 and 6 interpretable dimensions was
determined to be the best fit of the MDS data. Table 4.3 provides the MDS coidigurat
coordinates for the 6-dimension solution. It should be noted that the goodness-of-fit for
the 6-dimension solution is poor. However, Krustal and Wish (1978) noted that obtaining
a solution with interpretable dimensions is preferable to a high-order solution with a
better fit index and dimensions which are not interpretable. The followinigrsect

provides the interpretation of the 6-dimension solution.
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Table 4.3
Configuration Coordinates for the 6-Dimension MD@uBon

Dimension
Item 1 2 3 4 5 6
1 3.03 6.43 6.91 -2.59 5.25 -3.73
2 5.41 -6.04 7.97 2.25 3.11 0.45
3 5.29 0.21 9.41 2.75 -2.89 0.50
4 4.04 2.48 9.99 0.52 -3.48 2.56
5 4.86 -5.13 3.25 8.85 0.68 -4.08
6 4.68 -7.05 8.09 4.08 1.73 052.
7 4.49 -5.04 251 9.07 1.18 -4.99
8 4.49 -5.04 251 9.07 1.18 -4.99
9 4.36 -4.39 6.51 6.22 4.06 654.
10 0.65 -6.03 9.33 4.92 -0.53 421
11 4.68 -7.05 8.09 4.08 1.73 2.05
12 5.24 -6.36 8.19 111 3.13 0.81
13 4.64 -5.00 5.71 -2.89 2.78 646.
14 4.29 -6.23 6.71 -0.62 3.85 4.12
15 4.06 -8.37 5.58 1.77 -1.32 4.34
16 4.66 -2.27 7.48 4.85 -6.43 700.
17 -9.94 -3.20 2.73 2.63 4.82 2.57
18 1.82 -4.71 5.33 -8.20 -2.70 3.25
19 1.11 -3.59 6.08 -3.38 3.34 7.80
21 6.21 -3.71 4.51 2.43 -5.35 5.44
22 4.64 -9.20 4.67 241 -0.70 2.25
23 5.04 -7.59 7.44 4.23 -0.00 0.64
24 4.85 -7.53 7.35 4.20 1.39 1.12
25 .57 -7.12 8.10 3.94 1.21 2.09
26 -3.54 -9.28 2.83 -0.38 1.09 3.86
27 4.75 -3.57 5.08 2.52 3.07 5.78
28 3.64 4.10 8.66 -2.08 0.83 5.00
29 4.82 -5.20 6.85 -0.68 4.83 3.34
30 -1.73 -7.04 3.88 2.15 5.76 3.81
31 1.14 2.80 5.10 4.73 6.12 5.98
32 0.89 6.61 -0.06 4.97 -2.63 -6.48
33 -3.73 4.19 5.53 -2.54 0.57 -7.02
34 0.74 -4.73 0.93 9.28 1.22 -7.21
36 -2.79 1.60 -2.03 -8.97 -5.32 5.34
37 7.19 5.50 -3.23 0.71 7.06 -1.96
38 -2.08 1.08 -10.60 -3.60 -1.57 2.4
39 -0.33 -10.01 -3.21 -4.33 0.68 53.2
40 2.59 -7.43 2.34 -9.53 -0.50 0.66
41 1.33 -6.47 -0.93 -8.26 5.64 -3.59
42 -0.34 -6.00 -1.06 -8.00 6.56 -3.05
43 -0.12 -6.35 -1.03 -8.11 5.92 -3.24
44 -2.38 -6.20 -3.08 -6.03 -0.36 2.2
45 -3.49 -0.58 -1.19 -10.09 5.27 1.98
46 -5.78 -2.81 -5.17 -6.25 -6.17 1.16
47 -3.50 3.54 -4.76 -7.40 -2.26 5.76
48 -0.22 -6.35 -0.93 -7.28 6.56 -3.80
49 -1.79 -2.68 -1.86 -8.64 7.60 -1.13
53 -1.87 6.90 1.81 -10.35 1.38 0.46
56 -4.24 -2.43 0.64 6.59 6.56 -8.96
57 -3.42 -1.60 1.31 5.77 5.30 -10.78
58 2.24 9.72 4.65 0.34 -2.33 1.37
59 4.29 7.29 -0.87 -1.16 3.33 -7.32
60 2.95 7.93 3.74 1.46 -5.95 1.79
61 0.03 7.41 4.99 -7.44 3.03 491
62 -0.61 5.41 2.07 -8.29 5.21 3.79
63 3.59 9.16 4.12 0.33 2.65 2.63
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Dimension
Item 1 2 3 4 5 6
64 3.25 8.34 2.46 4.42 4.11 -0.26
65 4.96 8.47 0.59 3.68 1.38 -1.20
66 3.05 1.33 -1.06 3.85 5.69 -10.71
67 3.47 1.67 -0.62 8.48 2.99 -7.17
68 3.23 5.48 5.43 2.78 -5.74 4.17
69 3.17 6.79 5.58 0.67 -5.83 1.68
70 2.80 7.06 5.08 0.61 -6.25 1.63
71 3.56 7.35 5.29 0.05 -4.08 3.01
72 2.58 6.94 5.22 -7.37 4.69 0.72
73 1.40 0.72 1.53 1.93 10.25 -8.00
74 -1.93 7.19 2.85 -7.99 4.41 1.16
75 3.92 7.89 3.28 4.27 0.82 4.39
77 -10.43 3.93 5.87 1.58 2.16 -0.64
78 4.22 7.95 -3.52 6.94 -0.32 1.92
79 2.63 1.58 -0.60 6.74 6.17 -8.70
80 0.57 7.70 4.03 -8.01 4.48 1.48
81 3.33 7.89 -0.40 5.60 -0.76 5.45
82 0.79 7.97 3.50 -7.55 4.93 2.21
83 -3.50 9.55 -0.42 -2.15 -1.43 1.51
85 3.94 9.32 -3.68 4.40 1.95 1.83
86 3.99 9.25 -3.65 4.64 1.63 1.76
87 3.08 7.21 3.21 -5.51 8.28 2.94
88 5.62 7.32 -4.61 -1.09 0.34 5.41
89 4.03 5.85 -3.46 -5.16 -2.63 -6.75
90 4.47 8.57 -1.25 -3.00 -1.38 -5.86
91 1.60 3.89 5.83 7.43 -2.67 2.11
92 0.63 8.52 -0.66 -1.40 -4.84 4,58
94 1.66 7.45 0.21 -2.31 3.85 -6.89
95 4.41 7.57 -2.15 5.85 0.61 -1.33
96 2.54 9.70 -2.62 4.14 2.1 -2.30
97 1.42 7.03 0.75 -7.73 7.54 2.03
98 7.37 8.78 0.59 2.10 0.24 1.23
99 3.83 9.27 -0.49 -2.37 1.02 -6.17
100 -11.30 -2.87 -2.50 3.36 0.18 2.56
101 -11.30 -2.87 -2.50 3.36 0.18 2.56
102 -11.30 -2.87 -2.50 3.36 0.18 2.56
103 -10.99 -3.32 -1.91 3.51 0.62 2.78
104 -11.30 -2.87 -2.50 3.36 0.18 2.56
105 -11.77 -2.26 -0.94 2.04 9.1 2.72
106 -7.97 0.86 3.48 7.78 -1.54 2.97
107 -11.27 -2.77 -2.38 3.80 -0.89 2.58
108 -11.30 -2.90 -2.53 3.35 0.15 2.51
109 -10.29 -4.19 -2.15 4.46 -0.98 3.35
110 -11.58 -2.58 -1.38 2.51 -0.06 2.96
111 -11.58 -2.58 -1.38 2.51 -0.06 2.96
112 -10.89 -3.40 -3.34 3.70 -2.21 2.24
113 -11.20 -4.37 -0.86 3.05 -0.95 2.61
114 -10.49 -2.02 -2.75 3.29 -1.60 4.10
115 -10.59 -2.10 -3.43 4,13 -0.07 1.87
116 -9.99 -1.40 -4.16 4.87 -0.26 1.99
117 -10.80 3.57 2.78 -0.93 2.70 -0.98
118 -11.52 3.35 4.14 -0.70 0.68 -2.00
119 -11.76 2.63 3.36 -0.32 1.22 -2.08
120 -11.72 3.27 3.06 0.44 1.77 -0.70
121 -12.01 2.68 2.83 0.26 1.44 -1.14
122 -11.91 2.63 3.15 0.35 1.64 -1.25
123 -10.87 3.97 5.08 1.29 2.70 -0.51
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Dimension
Item 1 2 3 6
124 -11.84 1.69 0.74 -0.49 2.14 -2.45
125 -11.91 2.63 3.15 0.35 1.64 -1.25
126 -11.81 2.99 2.95 0.10 1.62 -2.13
127 -12.03 0.89 2.03 -0.75 2.07 -0.64
128 -11.82 3.05 3.83 0.30 0.57 -1.47
129 -11.62 3.34 3.83 -0.01 -0.21 -2.73
130 -11.39 3.06 0.81 1.24 3.94 -2.94
131 -11.32 4.46 1.70 0.86 1.06 -2.70
132 3.60 -1.23 -8.57 1.34 5.27 -1.36
133 2.12 -3.23 -8.72 1.11 -4.37 3.83
134 4.71 -3.20 -7.37 4.46 0.76 4.46
135 4.19 -2.78 -7.16 4.91 -0.68 4.88
136 4.09 -1.09 -5.07 1.52 -1.66 8.88
137 3.31 -0.12 -7.41 -3.36 4.46 6.92
138 2.16 0.59 -5.11 -4.48 5.65 7.82
139 2.25 0.47 -5.41 -4.58 3.09 8.89
140 1.11 -3.92 -9.09 1.56 1.28 5.31
141 1.29 -2.24 -9.09 4,74 -2.56 -2.85
144 2.80 -0.86 -6.66 -2.55 7.35 4.69
145 3.81 2.80 -3.12 -1.28 9.71 2.65
147 4.62 0.14 -7.83 5.14 2.89 1.36
148 3.03 -5.22 -7.08 -1.84 7.56 3.24
149 3.32 4.85 -5.99 -4.05 6.68 -2.96
150 4,53 6.07 -7.76 1.04 2.99 -1.33
151 2.78 7.10 -5.60 -6.20 3.63 2.94
152 -0.86 -3.96 -9.94 -3.47 -1.72 3.66
53 2.93 -2.43 -8.46 5.35 -0.49 0.43
154 2.88 -2.38 -8.18 5.37 -2.07 0.19
155 1.44 1.11 -7.83 -2.05 -6.90 2.43
156 2.03 6.29 -8.12 0.98 -2.41 0.79
157 1.70 -3.34 -10.30 1.19 -1.59 0.18
158 2.53 -2.76 -9.90 2.17 2.1 0.64
159 4.92 -3.51 -9.98 0.51 0.31 -0.61
160 6.37 -0.42 -7.85 -0.93 -2.14 42.3
161 3.73 7.77 -5.24 2.73 -3.69 0.49
162 7.64 -2.36 -2.74 2.25 4.97 2.96
163 3.76 2.70 -7.70 2.51 -4.77 4.42
164 4.39 -1.62 -9.17 3.28 -3.65 -0.77
165 4.60 -0.22 -8.70 0.84 -2.00 -3.69
166 3.46 -1.55 -6.65 4.02 2.03 5.99
167 4.47 -7.53 -1.23 5.55 -2.31 3.00
168 7.36 -5.31 -7.08 -0.59 -0.84 1.50
169 -1.12 5.90 -0.73 3.54 -9.70 1.28
170 0.15 0.62 -0.95 0.77 -9.87 5.88
171 0.19 6.22 4.32 -2.09 -8.34 0.81
172 1.13 7.12 2.08 -1.31 -9.00 0.54
173 5.40 4,51 -0.09 -4.95 -7.36 -5.44
174 3.01 7.51 1.94 1.28 -7.65 1.23
175 2.18 7.45 3.33 -0.53 -7.48 1.04
176 -3.08 -1.30 -1.29 -0.86 -10.36 856.
177 -2.88 0.17 -2.47 0.24 -10.63 -2.78
178 -3.35 -1.47 -0.16 -1.74 -10.49 585.
179 -3.37 2.28 2.33 -3.42 -11.38 -1.43
180 -3.93 3.42 1.78 -3.54 810. -3.80
181 -3.35 -1.47 -0.16 -1.74 -10.49 585.
182 -4.25 0.89 -0.63 -0.32 -9.34 -7.47
183 1.14 0.73 -9.28 1.21 3.99 2.19
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Dimension
Item 1 2 3 4 5 6
184 0.77 -4.73 -5.65 -5.89 -2.83 35.5
185 2.24 -0.16 3.07 -5.49 2.26 -10.11
186 5.34 0.01 1.62 -2.33 3.16 -9.99
187 -1.74 -6.16 3.15 -7.63 -0.91 -5.00
189 3.09 -6.28 -3.01 -7.03 -1.89 25.6
190 2.27 -9.85 -0.68 -6.15 -0.43 54.4
191 2.27 -9.92 -0.48 -6.15 -1.43 3.5
193 2.71 -6.58 0.09 -8.05 6.1 -4.73
194 1.56 -5.31 1.44 -7.48 -5.11 -5.89
195 2.62 -6.07 3.22 -6.52 -3.96 -5.77
196 3.64 -6.38 -1.29 -8.69 -4.14 2.19
197 7.38 3.69 3.56 1.42 -4.42 -3.21
198 1.75 4.16 11.12 0.38 0.26 -0.17
199 0.82 -3.52 1.06 -3.65 -6.00 8.59
200 1.44 3.74 4.17 -6.90 -7.58 -0.07
202 5.66 -4.15 4.89 -1.09 -1.04 7.92
203 2.19 -8.81 4.97 4.25 0.53 3.89
204 -2.75 -5.73 0.17 -8.17 0.12 5.33
205 3.83 -9.19 0.12 -5.31 -3.48 -3.09
206 2.63 -10.12 0.95 -5.80 -2.36 31.4
207 2.16 -9.36 -0.93 -5.96 -2.81 14.5
208 3.30 9.85 -2.69 3.80 0.95 1.15

Interpretation of the Dimensions
Dimension 1 (Table 4.4) consists of items that measure alcohol’s impact on an
adolescent’s ability to meet the demands of school and work. Dimension 1 was named
“Social Role Performance” and was defined as “the impact of alcohol usecom@ y
person’s ability to meet the demands of being a student and employee”, based on the
inspection of the item content.

Dimension 2 (Table 4.5) consists of items measuring the impact of alcohol use on
an adolescent’s interpersonal relationships with parents, friends,
boyfriends/girlfriends/significant others and people in the community. Itathswhis
dimension address multiple aspects of interpersonal functioning, including thg quali

and type of relationships, as well as the way in which an adolescent treatesaxtsnt
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Table 4.4
Items for Dimension 1

Item

Number Item Statement

17 | found it hard to concentrate on my work.

77 | argued with my boss or coworkers.

100 | was failing at least one class at school.

101 | did not do my schoolwork.

102 | was late for school.

103 | was absent from school.

104 My school work was poorly done.

105 I missed deadlines for assignments.

106 My classmates complained about my behavior.

107 | neglected my schoolwork for a day or more ttumy drinking.
108 My grades dropped.

109 | was placed on academic probation or suspensi

110 | did not attend school because of my drinking

111 | failed to meet my school obligations.

112 | had to transfer to a different school.

113 | dropped out of school.

114 | failed out of school.

115 | did not attend my morning classes.

116 | did not attend my afternoon classes on Fsida

117 | was absent from work due to my drinking.

118 | did not keep work appointments | had made.

119 | was absent from work on Mondays, Fridaysjays following
120 | was absent from work following a payday.

121 My work was of low quality or poorly done.

122 I missed work deadlines.

123 My co-workers or supervisor complained aboytp@rformance / behavior.
124 I neglected my work for a day or more becadwsas drinking.
125 | was late for work.

126 | drank on the job or before working.

127 | could not work.

128 | called in sick to work because of my drirkin

129 | left work early because of my drinking.

130 | went to work hungover.

131 | went to work still intoxicated from the nighefore.

with parents, friends, boyfriend/girlfriend/significant other and community bees.
Dimension 2 was named, “Interpersonal Functioning”.

Dimension 3 (Table 4.6) consists of items measuring behaviors related to planning,
obtaining, hiding and using alcohol. This dimension was named, “Alcohol Use

Behavior”.
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Table 4.5

Items for Dimension 2

Item Number  Item Statement

1 | was jealous of my spouse/partner.

3 | was critical of others.

4 | was unforgiving of others.

16 | felt like hurting other people.

28 | blamed others for my problems.

32 | forgot conversations | had with others.

33 | forgot commitments | had made.

37 I lived with others who drank alcohol.

53 | had to move back home with my parents.

58 | experienced problems with other people.

59 | experienced problems with a significant other

60 | argued with other people.

61 | refused to obey my parents.

62 | avoided my family.

63 | avoided my friends.

64 | avoided people who did not drink.

65 I had no or very few friends other than thogé whom | drank.
68 | threatened other people.

69 | yelled or screamed at others for no reason.

70 | argued with people.

71 | insulted people.

72 | failed to help family members when they nekitle

74 I missed important family events.

75 I was loud in social gatherings.

78 I hung out with people | thought would not mmg drinking.
80 | did not get along with my parents.

81 | pressured others | was with to drink.

82 My drinking created problems between me angargnts.

83 | did not keep social appointments | had made.

85 My friends drank regularly.

86 Getting together with friends usually includirthking alcohol.
87 My parents used alcohol regularly.

89 I have had unprotected sex while using alcohol.

90 I have “hooked-up” with someone while drinking.

91 | was bothered if people asked me personatigues

92 | depended on others to help me get home.

94 I lied to my boyfriend/girlfriend about my dkimg.

95 | needed alcohol in order to talk to others.

96 I count on others to tell me what happenedenhiVas drinking the night before.
97 | lied to my parents about where | was.

98 I have lost friends because of my drinking.

99 My relationship with a boyfriend/girlfriend eed because of my drinking.
156 | drank more than the other people | was with.

161 | arrived to social gatherings intoxicated.

163 | pre-gamed before going to a sporting eyzanty or the bars.
169 | destroyed property belonging to others wintexicated.

170 -0.82 | took things that didn't belong to wigle intoxicated.
171 | hit or injured someone in a fight while iritzated.

172 | used a weapon in a fight while intoxicated.

173 | sexually assaulted someone while intoxicated

174 | got into physical fights with others.

175 I hit, slapped, kicked or threw things at o¢he

185 | had problems performing sexually.

186 | wasn't interested in sex.

197 When | talked, people had a hard time undweilgtg me.

198 I had difficulty understanding other peopleswlithey talked to me.
200 I was hurt or injured in a fight while intogied.

208 Drinking alcohol helped me make friends.
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Table 4.6
Items for Dimension 3

Item Item

Number Statement

88 I hung out with older people who bought me latdo

132 | spent time trying to get something to drink.

133 When | drank, | did so at regular times ofweek or weekend.

134 I worried | would run out of alcohol on weeken

135 I made sure | didn't run out of alcohol on kezsls.

136 | worried that alcohol would not be served atrty or a social event.
137 I hid alcohol around the house, apartmenbomdoom so | would have it
138 I hid alcohol around the house, apartment or daom, so others wouldn't know how much | was drigkin
139 | bought alcohol at different places so nownald know how much | drank.
140 | would buy enough alcohol to make sure | ihachen | needed it.

141 | switched from one type of drink to anothdilev drinking.

144 I hid alcohol in different places where it vessily accessible.

145 | tried to hide my drinking from others.

147 | planned when | was going to drink.

148 | tried to cover up the smell of alcohol on brgath.

149 I snuck alcohol from my parents or othersigefator or liquor cabinet
150 | asked people over the age of 21 to buy e@hal.

151 I snuck back into the house after drinkingrngoparents wouldn’t find out.
153 | drank more than | intended.

154 | drank longer than | intended.

155 | drank in a place or at a time when it wasggaous to do so.

157 | drank during the day.

158 | drank for more than 12 hours at a time.

159 | drank before noon.

160 Once | started drinking, it was hard to stop.

162 | drank to feel normal.

164 | drank alcohol in order to get drunk.

165 | drank more than | should have.

166 When | was not drinking, | wanted to be.

167 | felt I'd lost control of my drinking.

168 | had to drink a lot in order to feel drunk.

183 | used a fake ID to buy alcohol or get intzaa.

Dimension 4 (Table 4.8) consists of items measuring the impact of alcohol use on
an adolescent’s overall physical health, ability to take care of their peegipearance
and living areas and the negative affects of alcohol intoxication. This dimenason w

named, “Personal Health and Hygiene”.
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Table 4.7

Items for Dimension 4

Item Item

Number Statement

18 | hurt myself on purpose.

39 | missed 2 or more meals a day.

40 | didn't eat right.

41 | did not bathe.

42 | did not brush my teeth.

43 I did not wear clean clothes.

44 | did not take medication | was prescribed cmeslule.
45 | neglected household duties.

48 | spent little time on my personal hygiene.

49 | did not clean my house.

184 After drinking | had a hangover or a headache.
187 | had trouble falling asleep and/or stayingeys.

189 | vomited.

190 | had trouble controlling my bladder.

191 | had trouble controlling my bowels.

193 | vomited blood.

194 | went to the emergency room.

195 | was hospitalized.

196 | continued to drink even though it affecteg mealth.
199 | didn’t remember things | did or said whileas drinking.
204 | stayed in bed or on the couch all day.

205 | had difficulty controlling my hands.

206 I had difficulty controlling my movements.

207 I had indigestion or stomach problems dueyalrinking.

Dimension 5 (Table 4.9) includes items measuring the legal and financial
consequences due to an adolescent’s alcohol use. Dimension 5 was named, “Legal-

Financial Consequences”.

Dimension 6 (Table 4.10) includes items measuring an adolescent’s involvement in
activities which promote psychological, emotional and physical well-b&rggddition,
this dimension contains items measuring psychological distress. This dimeasion w

named, “Psychological Well-Being.”
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Item Item

Number Statement

36 I moved due to financial or other problems ltésy from my drinking.
38 | spent most of my money on alcohol.

46 | did not have enough money to pay my bills.

a7 | had to borrow money from others.

152 | set aside money to buy alcohol.

176 | was ticketed for underage drinking.

177 | drove when | was drunk.

178 | was arrested because of my drinking.

179 I had an accident while driving under theuiafice.
180 | was arrested for public intoxication.

181 | spent time in jail because of my drinking.

182 | got in trouble with the police because of aninking.
Table 4.9

Items for Dimension 6

Item Item

Number Statement

2 | was irritable.

6 | felt afraid.

5 | felt calm.

7 | felt secure.

8 | felt happy.

9 | felt optimistic.

10 | felt agitated, restless, or couldn't sitl stil

11 | felt hopeless.

12 | felt sad, blue, or depressed.

13 | thought about harming myself.

14 | thought about killing myself.

15 My mood changed quickly.

19 | couldn't get certain thoughts out of my mind.
21 I had difficulty controlling my behavior.

22 I had difficulty controlling my emotions.

23 | felt nervous, fidgety, tense or anxious.

24 | was easily frustrated.

25 | felt confused.

26 | had difficulty solving problems.

27 Nothing was fun for me.

29 | preferred to be alone.

30 | could not focus.

31 When | was sober, | regretted the things | eaidid while drinking.
34 | am satisfied with my life.

56 | took part in activities outside of schoolvawrk.
57 | have interests outside of school or work.

66 | spent time with a boyfriend, girlfriend ogsificant other.
67 | felt comfortable being around others who mtd drink.
73 | took part in family activities.

79 | helped my friends when they needed it.

202 | didn't feel like going out or doing anything
203 | felt I just couldn't get going.
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The 6 dimensions, their items and domain definitions are presented in Appendix C.
These 6 content domains and their definitions were used in Study Il to identify the mos
relevant items within each content domain.

Study I
Aiken’s Validity Index

Item relevance data were analyzed using Aiken’s (1980) ValidityInidee index

accounts for the number of categories used to rate each item and for the number of

participants who responded. The equation is as follows:

c—1
V = Z?ﬁnl/ﬁr(c — 1)

i=1
where,

c is the number of categories on the item importance rating scale,

i is the weight given to each category

ni is the number of judges who rated the item initheategory, and

N is the total number of participants.
The original rating scale had 11 rating categories, ranging froreadt {important) to +5
(most important). To prepare the Q-sort data for analysis, the original redilegngas
converted into an 11-point importance rating scale, where -5 equaled a rating of 1, 0
equaled a rating of 6 and a rating of +5 equaled a rating of 11 (McKeown & Thomas,
1988). The converted ratings were then transformed for the index calculationgnigy gi
each rating category a weight®il (Aikens, 1980), such that the rating category 1 was
given a weight of 0, the rating category of 2 a weigh of 1, and so forth, with the highest

rating category, 11, receiving a weight of 10.
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Sireci and Gelsinger (1995) provide guidelines for the interpretatignWwhenV
is large, ranging from .60-1.0, there is agreement among participants thattie ite
important or relevant to the content domain. Wkiaas small, ranging from 0-.4, there is
agreement among participants that the item is not important or relevant to e cont
domain. Moderate index values, ranging from .4-.6, indicate poor agreement among
participants regarding the relevance of the item to the specified conterihdbmniheir
guidelines, Sireci and Gelsinger do not provide a suggested cutvattie for the
removal of items from a content domain. Rather they provide general gusdelirtbeir
interpretation.

As the purpose of Study Il was to determine which items were the most important
or relevant for each content domain, a cut-off valud/faras needed in order to
determine which items to remove from each content domain. As Sireci andgeelsi
(1998) noted the interpretation dfvalues and a cut-off criterion for removal of items
will depend on how item relevance rating were obtained. The Q-sort method used to
obtain the item ratings had a distinct mid-point, which participants were encodoage
place items which were “neither important nor un-important”. Therefore, nmedéra
values ranging from .4 to .6 indicates ambivalence among raters on the item’s
importance. As the purpose of Study Il was to determine which items wete mos
important for a content domain it was determined that items which were ritéeras
unimportant by raters/(ranging from 0-.4) or received an ambivalence ratihcafiging
from .4-.6) would be removed from the item set.

The Aiken’s (1980) Validity Indexes for the 6 content domains are presented in

Table 4.11. For the Social Role Performance domain, 6 items had low to moderate (
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.60) index values. The Interpersonal Functioning domain had 15 items with low to

moderate index value¥<€ .60). Six item in the Alcohol Use Behavior domain had a low-

moderate index valu&/€.60). The Personal Health and Hygiene domain had six items

Table 4.10
Aiken’s Validity Indexes for Dimensions 1-6

Dimensions
Item 1 ltem 2 Item 3 ltem 4 Item 5 Item 6
17 .68 1 A7 88 .60 18 91 36 .86 2 .52
77 .68 3 .53 132 .67 39 .66 38 .92 5 .64
100 .76 4 .50 133 .52 40 .58 46 .89 6 .59
101 .72 16 .79 134 .63 41 71 47 .78 7 .83
102 .49 28 .67 135 .67 42 .67 152 .72 8 .90
103 .69 32 .58 136 .65 43 .63 176 .73 9 .75
104 .71 33 .58 137 .77 44 74 177 91 10 .57
105 .68 37 .49 138 .80 45 .48 178 .85 11 .68
106 .57 53 .68 139 .72 48 .67 179 .90 12 .70
107 .74 58 .62 140 .75 49 A7 180 .83 13 .86
108 .80 59 .59 141 .47 184 .49 181 .88 14 .87
109 .79 60 .62 144 .73 187 .59 182 .81 15 .58
110 .66 61 74 145 .76 189 .70 19 .53
111 .78 62 .73 147 .52 190 .74 21 77
112 .55 63 .66 148 .58 191 .77 22 .69
113 .81 64 .60 149 .75 193 .89 23 .62
114 .83 65 72 150 .67 194 .92 24 .53
115 .61 68 .83 151 .69 195 .97 25 .59
116 .54 69 .67 153 .52 196 .86 26 .61
117 .81 70 .60 154 .61 199 .73 27 .40
118 .69 71 .67 155 .82 204 .47 29 .45
119 .63 72 77 157 54 205 .64 30 71
120 .47 74 74 158 .82 206 .66 31 .76
121 .68 75 .45 159 .63 207 .80 34 .95
122 .72 78 .55 160 .85 56 72
123 .76 80 72 162 .75 57 72
124 .74 81 .80 164 .68 66 .64
125 .55 82 91 165 .73 67 72
126 .88 83 .55 166 .68 73 .55
127 .73 85 .62 167 .90 79 .80

128 .74 86 .66 168 .65
129 69 87 a7 183 .66
130 .65 89 .90
131 81 90 74

91 A8
92 .73
94 72
95 a7
96 .76
97 .67
98 .88
99 .82
156 .76
161 .77
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Cont. Aiken’s Validity Indexes for Dimensions 1-6

Dimensions
Item 1 ltem 2 Item 3 Item 4 Item 5 Item 6
163 .55
169 .87
170 .76
171 .87
172 .90
173 .91
174 .82
175 .85
185 .53
186 .39
197 .60
198 54
200 .82
208 .62

with low to moderate index valueg< .60). For the Legal-Financial Consequences

domain no items had index values below .60. For the Psychological Well-being domain,

12 items had index values below .060 (low to moderate values). A total of 45 items were

removed from across the 6 content domains, leaving a total of 147 items in the item set

www.manharaa.com



93

CHAPTER V
DISCUSSION

Level of functioning is a risk/protective factor for the development of an alcohol
use problem and is a psychosocial outcome affected by the onset of an alcohol use
problem in late-adolescence (Bukstein & Winters, 2004; Brown, 2004; Wagner, 2008;
Clark, 2004). However, currently there are no level of functioning measures which index
the affects of alcohol use on late-adolescent functioning. This gap in the |gezaistis
in spite of the importance the literature places on understanding the shortitelong:
term impact of alcohol use on adolescent functioning.

Late adolescence is a developmental transition period in which social/cultural
factors (i.e., social norms permitting the misuse of alcohol as a rite ofjpassa
interpersonal factors (i.e., decreased parental monitoring and increasedpuesire)
and psycho-behavioral factors (i.e., increased sensation seeking and impulsiverpehavi
may lead to the establishment and continuity of problematic alcohol use behavior from
late adolescence to early adulthood (Zucker, 2003). The longitudinal researhle and t
theoretical literature suggest that problematic alcohol use during lagseéliote has a
negative impact on an adolescent’s level of functioning and potentially lateiofuingt
in adulthood (Wells, et al., 2004; Hill, et al., 2006). Our understanding of how an
adolescent’s alcohol use affects their level of functioning is limitedgliewy recent
gualitative research (Lucey, 2009) determined that adolescent alcohol userhpacn i
on an adolescent’s intrapersonal functioning, interpersonal functioning and etecial r
performance at school and work. Further, the data revealed that in orderrstamdle

how alcohol use impacts functioning, it is important to take into consideration the
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adolescent’s alcohol use behavior and its consequences as it provides the context for
understanding alcohol-related functional impairment. Therefore, it is not suffic
measure one component of an adolescent’s involvement with alcohol, such as alcohol use
behavior or level of functioning. Rather, it appears taking a broader approach, in which
the biological, psychological and social aspects of the impact of alcohol use on
functioning are measured, may provide a more valid and useful tool to understand an
adolescent’s involvement with alcohol. The proposed Relationships with Alcohol Scale is
a biopsychosocial measure of late-adolescents alcohol use behavior and its corsequenc
and its impact on intrapersonal functioning, interpersonal functioning and social role
performance at school and work.

The purpose of the current studies was to determine the content domains, content
definitions and item representativeness of the Relationship with Alcohol Sctie.
following section, a summary of the results of the studies will be presented atadledde
description of the Relationship with Alcohol Scale and its content domains will be
presented. Limitations and recommendations for further development of the RAS wi
discussed.

Summary of Results

It was hypothesized that a 10-dimension solution would be obtained from the
MDS analysis. The 10-dimensions were hypothesized to represent the content domains
of: 1) Psychological/Emotional Well-Being, 2) Behavior Promoting WelkhBgB)
Interpersonal Functioning, 4) Behaviors Organized Around Alcohol Use, 5) Decision
Making Related to Alcohol Use, 6) Physical Affects of Alcohol Use, 7) -Egancial

Problems, 8) School Performance, 9) Work Performance and 10) Violation of Other’s
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Rights. Contrary to this hypothesis, a 6-dimension solution was obtained from the MDS
analysis. Visual inspection of the 6-dimensional coordinates and follow-uprcluste
analysis determined the 6 dimensions represented the content domains of: IR&ecial
Performance, 2) Interpersonal Functioning, 3) Alcohol Use Behavior, 4) Perssaiti H
and Hygiene, 5) Legal-Financial Problems, and 6) Psychological WiglgBe

The item relevance data identified 45 items with low (<.60) item-raetsva
indexes. These 45 items were removed, leaving a total of 147 items acros®thails
of the Relationship with Alcohol Scale.

The Relationship with Alcohol Scale for Late Adolescents

This study was motivated by a perceived need to identify late-adolesdergs w
alcohol use is negatively impacting their functioning in a variety of lifeadosy in order
to intervene more effectively to ameliorate both harmful drinking pattexchengprove
current and future functioning. The current level of functioning literature @wléscent
alcohol use literature provided the foundation for how to develop a measure indexing the
impact of alcohol use on late-adolescents’ functioning. Specifically, theapeneht of
such a measure would need to account for developmental factors, include important
domains impacted by alcohol use behavior and be based on a clear conceptual model. In
this next section, the RAS and its content domains will be discussed.

Level of Functioning Domains

The Relationship with Alcohol Scale for Late-Adolescence uses a
biopsychosocial framework for conceptualizing the impact of alcohol use on a late-
adolescent’s psychosocial functioning. The RAS measures the biologiceisasee,

physical effects of alcohol use, physiological aspects of alcohol hseibg),
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psychological aspects (emotional and psychological well-being, cogaliiliges, and

social role performance) and the social aspects (i.e., relationshipsitwithte partners,

family and friends, legal problems) of late-adolescent alcohol use behavior. The
biopsychosocial framework for understanding the impact of late-adolescendlalise

on functioning permits for items measuring the biological, psychological arad soc

aspects of alcohol use to be included across all of the content domains of the RAS. This
allows for a more comprehensive and complex conceptualization of the impact of alcohol
use behavior on late-adolescent functioning. This is directly observed in the oésh#

MDS analysis which combined items from a variety of biological, psycholognch

social items into each content domain.

A particular strength of the RAS is its targeted developmental timedo@re.,
late-adolescence), which is characterized as a transitional period mgikedeased
autonomy and responsibility for behavior (Brown et al., 2008). Additionally, late-
adolescence is marked by a steady increase in alcohol use, which iscequigbldeavy in
nature. The use of late-adolescents as content “experts” aided in theadgotifof
content domains which were relevant and developmentally appropriate foyettasoap.

For example, the emergence of a comprehensive interpersonal functioning doma
consisting of a variety of types of interpersonal relationships and intenaétsehaviors,
points to the complexity of interpersonal relationships during this developmental.pe

This comprehensive conceptualization of interpersonal relationships would not have bee

observed if late-adolescents had not served as the content “experts” in this study.

www.manaraa.com



97

The Relationship with Alcohol Scale contains 4 content domains which are
consistent with domains from commonly used global assessments of functioning. The
content domains measuring aspects of functioning include: Social Role Perfermanc
Interpersonal Functioning, Personal Health and Hygiene, and Psychologitd3éwg-
Psychological Distress. In the following section the content domains of thevRIAfe
described. For ease of discussing the item content of each domain, items and their
hypothesized domain are presented in Tables 5.1-5.6.

A unique aspect of the level of functioning domains of the RAS is their specific
focus on the impact of alcohol use on level of functioning. The commonly used level of
functioning measures utilize a global approach to defining content domains. That is t
say, they attempt to measure functional impairment independent of the problefiotbeha
or disorder. While there may be global content areas of functioning impachedsb or
all problem behaviors or disorders, such as interpersonal functioning, school/work
performance and life satisfaction (Bird & Gould, 1995), the way in which amngiv
problem behavior or disorder manifests itself as a functional impairmendiffer. For
example, the Social Role Performance item from the RAS, “I went to work hungover”
describes an alcohol-specific work performance item. The inclusion of itegesing
alcohol-specific functional impairment, may provide a more sensitive meafsure
functional impairment, as it is able to pick up on problem specific functional imgatism
that global assessments may not be able to capture and in turn improve the validity of the
content domains.

The Social Role Performance domain (Table 5.1) has 28-items and is defined as

“the impact of alcohol use on a young person’s ability to meet the demands of being a
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Table 5.1
Item Content of the Social Role Performance Doraienized by Hypothesized Domain

Hypothesized
Domain Iltem Statement

School Performance | was failing at least onesctaschool.
I did not do my schoolwork.
I was absent from school.
My school work was poorly done.
I missed deadlines for assignments.
I neglected my schoolwork for a day or more dumyodrinking.
My grades dropped.
I was placed on academic probation or suspension.
| did not attend school because of my drinking.
| failed to meet my school obligations.
| dropped out of school.
| failed out of school.
I did not attend my morning classes.

Work Performance | was absent from work due tadniyking.
| did not keep work appointments | had made.
| was absent from work on Mondays, Fridays, or dalflswing
My work was of low quality or poorly done.
I missed work deadlines.
My co-workers or supervisor complained about myqremance / behavior.
I neglected my work for a day or more because | avasking.
I drank on the job or before working.
I could not work.
| called in sick to work because of my drinking.
| left work early because of my drinking.
| went to work hungover.
I went to work still intoxicated from the night lozé.
| found it hard to concentrate on my work.
I argued with my boss or coworkers.

student and employee.” The 28 items of the Social Role Performance iteens we
originally hypothesized to make up the School Performance and Work Performance
domains. The combining of school and work performance items into a single domain,
participants created what Bird (1999) conceptualized as a primary comporsrd| affl
functioning, one’s social role performance.

The Interpersonal Functioning domain (Table 5.2) consists of 43-items and is
defined as “the impact of alcohol use on how a young person treats and interacts with

people, including: boyfriends/girlfriends/significant others, parents, yafmiknds; and
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people in the community.” The majority of items making up the Interpersonal

Functioning

Table 5.2

Item Content of the Interpersonal Functioning Dom@irganized by Hypothesized Domain
Hypothesized Item

Domain Statement

Interpersonal Functioning | experienced problents wther people.

| argued with other people.

| refused to obey my parents.

| avoided my family.

| avoided my friends.

| avoided people who did not drink.

I had no or very few friends other than thoswhom | drank.
| yelled or screamed at others for no reason.

| argued with people.

| insulted people.

| failed to help family members when they needed it

I missed important family events.

| did not get along with my parents.

| pressured others | was with to drink.

My drinking created problems between me and mymiare
My friends drank regularly.

Getting together with friends usually includdiéhking alcohol.
My parents used alcohol regularly.

I have had unprotected sex while using alcohol.

| have “hooked-up” with someone while drinking.

| depended on others to help me get home.

| lied to my boyfriend/girlfriend about my drinking

I needed alcohol in order to talk to others.

I count on others to tell me what happened while$ drinking the night before.
| lied to my parents about where | was.

I have lost friends because of my drinking.

My relationship with a boyfriend/girlfriend endeddause of my drinking.
Drinking alcohol helped me make friends.

| threatened other people.

Decision Making I drank more than the other pedpilas with.
About Alcohol Use | arrived to social gatheringsoicated.
Violation of | used a weapon in a fight whiledricated.
Other’s Rights | sexually assaulted someone whiteicated.

I got into physical fights with others.

| hit, slapped, kicked or threw things at other

| destroyed property belonging to others while xitated.
| took things that didn't belong to me while inteaied.

I hit or injured someone in a fight while intoxiedt

Physical Effects When | talked, people had a hiard understanding me.
of Alcohol Use I was hurt or injured in a fight ilhintoxicated.
Psychological/Emotional | felt like hurting othezgple.

Well-Being | blamed others for my problems.

Legal-Financial Problems | had to move back hontl wiy parents.
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domain were originally hypothesized to be a part of the Interpersonaidning

domain. The items included in this domain capture a variety of relationships amiport
late-adolescents, including parents, family, friends, and boyfriend/gudftiseynificant
others and people in the community. Further, these items measure a variety of
interpersonal behaviors specific to certain types of relationships. This i®wasnt in
items measuring interpersonal behavior impacting intimate relationshipslatidnships
with parents. Developmentally, the inclusion of items measuring intimate xamnal se
behavior is appropriate, particularly for the late-adolescent time paged (L6-20), as
this is when adolescent’s begin to engage in intimate and sexual behavior and become
increasingly important in an adolescent’s life (Brown et al., 2008). Other level of
functioning measures (Price et al., 2002) have attempted to include items ngeasuri
intimate and sexual relationships, however these items often have the poorest
psychometric properties. This may be due to the failure of these measurdisguidis
between early, middle and late adolescence. Rather, all adolescerdatack ds
developmentally similar. However, there is great variability and chdmgeghout the
developmental period of adolescence and the aspects of functioning most relevant to
adolescents will differ depending on where they are developmentally. The use of a
restricted developmental time period (i.e., late-adolescents) peatiiutte
developmentally salient domains to emerge from the item set of the RAS. ¢t beul
expected that on further development of the RAS, developmentally salient content

domains, such as the Interpersonal Functioning domain, will provide relevant and salie
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information to clinicians and researchers regarding the impact of alcohoh Uiste-
adolescent functioning.

Interestingly, items which were hypothesized to be Psychological anddaiot
Well-Being items were also included in the Interpersonal Functioning domagse
items specifically deal with emotional reactions to others (e.g. “I wasgiming of
others.”). Iltems which were originally hypothesized to be part of the ViolatiQthar's
Rights were also included in the Interpersonal Functioning domain. These items
specifically measure violent behavior directed towards others and theirtgrdgsns
from the hypothesized domain of Physical Effects of Alcohol were also included in t
Interpersonal Functioning domain. These items relate to the social imptsrtnat
accompany alcohol intoxication (e.g., “When | talked, people had a hard time
understanding me.”) and the consequence of engaging in violent behavior while
intoxicated (e.g., “l was hurt or injured in a fight, while intoxicated.”). Two g@mthe
Interpersonal Functioning domain were originally hypothesized to be a ghe of
Decision-Making About Alcohol Use domain. These two items use friends orgsetrs
referent for comparing the young person’s alcohol use behavior. For ex#mepkem |
drank more than the other people | was with” compares the individual's alcohol use
behavior to their friends. One item from the hypothesized domain of Legal-Fihancia
Problems was included in the Interpersonal Functioning domain. This item, “I had to
move back home with my parents”, this item measures a financial problem wipattsm
the relationship an adolescent has with their parents.

The Psychological Well-Being domain (Table 5.3) consists of 20-itemsand i

defined as “the engagement in activities that make a young person feel gemaiphy
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Table 5.3
Item Content of the Psychological Well-Being Don@iganized by Hypothesized Domain
Hypothesized Item
Domain Statement
Psychological/Emotional | felt calm.
Well-Being | felt secure.
| felt happy.

| felt optimistic.

| felt hopeless.

| felt sad, blue, or depressed.

When | was sober, | regretted the things | saididmvhile drinking.
| thought about harming myself.

| thought about killing myself.

My mood changed quickly.

I had difficulty controlling my | had difficulty cetrolling my emotions.
| am satisfied with my life.

| felt nervous, fidgety, tense or anxious.

| had difficulty solving problems.

| could not focus.

Behavior Promoting | took part in activities odsiof school or work.
Well-Being | have interests outside of schoolvork.
Interpersonal Functioning | helped my friends whiggy needed it.

| spent time with a boyfriend, girlfriend or sigicéint other.
| felt comfortable being around others who did diohk.

emotionally and psychologically, as well as the absence of negative erffegbngs.”
Conceptually, this domain is distinct from other domains in the RAS. The Psychological
Well-Being-Distress domain consists of a positive (well-being) and a@ineddistress)
dimension. This domain structure reflects Keyes’ (XXXX) conceptuabia atf

psychological well-being as the presence of positive affect and the aliferegative
affect/symptoms. The majority of the Psychological Well-BeisgeRological Distress
items were originally hypothesized to be part of the Psychological and EnidWelta

Being domain. These items measure the presence of positive affect (el hdppy.”),

as well as negative affect, (“I felt sad, blue or depressed). The PsychblWeit&8eing-
Psychological Distress domain items also were made up of items frdwipbthesized

Interpersonal Functioning and Behaviors Promoting Well-Being domains. Taese |

www.manaraa.com



103

measure a young person’s involvement in activities promoting psychdlogilideing
and protect against psychological distress (e.g., “I took part in activitissl®@wf school
and work.”). The combination of items representing the presence of positive affect,
negative affect/symptoms and engagement in activities promoting psyclabloglt
being closely resembles conceptualizations of psychological wellrbsithe self-
evaluation of affect and quality of life (Diener, 1984). The emergence of eatepa
domain representing psychological well-being is particularly intexgsti the context of
mental health research, suggesting the presence of psychological ivweglisbe
protective factor against the development of mental health problems (Keyes, 2007). The
emergence of a Psychological Well-Being domain from the origimals&t, suggests
that psychological well-being is a distinct area of life for late-@stm@nts.

The Personal Health and Hygiene domain (Table 5.6) is made up of 18-items and is
defined as “the impact of alcohol use on a young person’s ability to take care of the
personal appearance, living areas and overall health, as well as the negaiva phy
effects of alcohol intoxication”. The items representing the domain of Péideatth
and Hygiene were originally hypothesized to be a part of the Behaviors Proméglhg
Being and Physical Effects of Alcohol Use domains. The Personal Health arehélyg
domain represents a hybrid of items. It includes daily-living and selfitesns typically
seen on a level of functioning measure and items measuring the physict ef
alcohol intoxication. In the context of adolescent alcohol use behavior the combination of
functional behavior and the physical effects of alcohol intoxication is caralgpsound,

as late-adolescents engage in episodic, heavy drinking and drink alcohol to get drunk
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Table 5.4
Item Content of the Personal Health and Hygiene Biar®rganized by Hypothesized Domain
Item Item
Number Statement
Behaviors Promoting I missed 2 or more meals a day
Well-Being | did not bathe.
| did not brush my teeth.
| did not wear clean clothes.
| did not take medication | was prescribed on sakeed
| spent little time on my personal hygiene.
Physical Effects | vomited.
of Alcohol Use I had trouble controlling my bladde
| had trouble controlling my bowels.
| vomited blood.
| went to the emergency room.
| was hospitalized.
I didn’t remember things | did or said while | wéisnking.
I had difficulty controlling my hands.
| had difficulty controlling my movements.
| had indigestion or stomach problems due to miykdinig.
Decision Making | continued to drink even thoughffected my health.

About Alcohol Use

Psychological/Emotional | hurt myself on purpose.
Well-Being

(Lucey, 2009), thus the impact of alcohol use on self-care and daily living behavlors wil
likely be related to their episodic alcohol intoxication (i.e., the physicaiteftd alcohol
use). Again, this domain represents a unique domain definition for Personal Health and
Hygiene, which takes into account both the developmentally specific patternshaflalc
use of late-adolescents and the specific impact of alcohol use on functioningltt.e., s
care and daily living activities).
Alcohol Use and Consequences Domains

The remaining two domains of the RAS, Alcohol Use Behavior and Legal

Problems, are content domains measuring behaviors related to alcohol use and the lega

consequences of underage alcohol use. The inclusion of these domains are consistent
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with commonly used comprehensive adolescent substance use assessmentsdiVinter
al., 1996; Kaminer et al., 1995; Friedman & Utada, 1989), which include items
measuring substance use patterns and legal status.

The Alcohol Use Behavior domain (Table 5.5) consists of 26-items and is defined
as “behaviors related to planning, hiding, obtaining and drinking alcohol.” The Alcohol
Use Behavior domain combines items from Behaviors Organized Around Alcohol Use
and Decision-Making About Alcohol Use. The emergence of one domain representing
alcohol use behavior indicates that participants did not perceive a distinction aemosg i
related to alcohol use behavior. Two additional items (“I hung out with older people who
bought me alcohol.” and “I used a fake ID to buy alcohol or get into a bar.”) were item
hypothesized to be a part of the Interpersonal Functioning and the Legal Problems
domains, respectively. Inspection of the item “I hung out with older people who bought
me alcohol” indicates that this item does not capture an interpersonal ioteraat
rather a means by which to obtain alcohol, which is more appropriate for inclusion in a
domain measuring alcohol use behavior. Similarly, the item “I used a falkebiDyt
alcohol or get into a bar”, while an illegal behavior, is perceived by partisipannore
similar to behaviors related to obtaining alcohol, rather than a legal problem.

What is different about the Alcohol Use Behavior domain of the RAS is that it
does not focus on DSM-IV (American Psychiatric Association, 2004) symptoms of
alcohol abuse or dependence. Rather, the Alcohol Use Behavior domain measures
behaviors related to planning, obtaining, hiding and using alcohol. These itemis reflec
two important characteristics of late-adolescent alcohol use: it'sdpiand heavy

nature and the large amount of time and planning required to obtain and use alcohol
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(Wagner, 2008; Lucey, 2009). Previous research (Lucey, 2009), indicated the impact of
alcohol use on a late-adolescent’s life fluctuates depending on their clcodrdl aise

pattern. This may occur as a function of the heavy, episodic alcohol use pattéen of la

Table 5.5

Item Content of the Alcohol Use Behavior Domainadiged by Hypothesized Domain
Hypothesized Item

Domain Statement

Behavior Organized | spent time trying to get sthrimg to drink.

Around Alcohol I worried | would run out of alcohon weekends.

I made sure | didn't run out of alcohol on weekends

I worried that alcohol would not be served at &ypar a social event.

I hid alcohol around the house, apartment or daomrso | would have it

I hid alcohol around the house, apartment or daromy, so others wouldn't know how much | was
drinking.

I bought alcohol at different places so no one wduiow how much | drank.
I would buy enough alcohol to make sure | had iewhneeded it.

I hid alcohol in different places where it was gaaccessible.

| tried to hide my drinking from others.

I snuck alcohol from my parents or others refrig@rar liquor cabinet

| asked people over the age of 21 to buy me alcohol

Decision Making I drank longer than | intended.
About Alcohol Use I drank in a place or at a tiwigen it was dangerous to do so.
| drank for more than 12 hours at a time.
| drank before noon.
Once | started drinking, it was hard to stop.
| drank to feel normal.
I drank alcohol in order to get drunk.
| drank more than | should have.
When | was not drinking, | wanted to be.
| felt I'd lost control of my drinking.
| had to drink a lot in order to feel drunk.

Interpersonal Functioning | hung out with older pleowho bought me alcohol.
I snuck back into the house after drinking so myepes wouldn't find out.

Legal-Financial | used a fake ID to buy alcohobet into a bar.
Problems

adolescents and also may reflect an increased amount of time spent planninggybtai
using and recovering from alcohol use during these episodic, heavy drinking periods. The

Alcohol Use Behavior domain is hypothesized to provide contextual information to aid in
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the interpretation of the alcohol-specific level of functioning domains. Howgheer
relationships between the Alcohol Use Behavior domain and the other domains of the
RAS are not yet established due to the early stages of development of thisemeas
Further psychometric studies will be necessary in order to determinegtenstips
between the domains of the RAS.

The final domain, Legal-Financial Problems (Table 5.8) consists of 12-geths
defined as “Involvement with the police or the legal system because of a yosag'per
alcohol use, as well as having money problems because of a young person’s alcohol use.”
All 12-items making up the Legal-Financial Problems domain were olligina
hypothesized to be part of the domain Legal-Financial Problems. The inclusion of a
Legal-Financial Problems domain of the RAS reflects the legal and ¢seaéquences
of underage drinking. It is important to include the legal consequences of alcohol use
behavior in an alcohol-specific level of functioning measure, as involvementheith t
legal system, as it reflects the larger social context in which adolesicohol use takes
place (Zucker, 2003) thus providing additional information for interpretation of RAS

Scores.
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Table 5.6
Item Content of the Legal-Financial Problems Dom@iganized by Hypothesized Domain

Hypothesized Item

Domain Statement
Legal-Financial I moved due to financial or otheskdems resulting from my drinking.
Problems | spent most of my money on alcohol.

| did not have enough money to pay my bills.

| had to borrow money from others.

| set aside money to buy alcohol.

I was ticketed for underage drinking.

| drove when | was drunk.

| was arrested because of my drinking.

I had an accident while driving under the influence
| was arrested for public intoxication.

| spent time in jail because of my drinking.

| got in trouble with the police because of minking.

Limitations

A critical issue in any content validity study is the selection of paatintgto
make judgments about item similarity and item-relevance. Typically, icounalidity
studies using MDS or item-relevance ratings participants are sefectibeir expertise
in a content area. In the case of educational test development, this usually means
participants are experts in the particular subject area being measuheddaltational
test (Sireci, 1998). For the current studies, it was determined that tdés@ehts
were “experts” of late-adolescent alcohol use behavior and its impact orofungtiThe
sample used in Studies | and Il were communit samples of late-adoteseémta non-
problematic alcohol use. By using a community sample of late-adolesatt@sthan a
clinical sample (i.e., adolescents who are currently seeking treatmeludioolause
disorders) the identification of content domains and item-relevance rategsaot

capture the severe impact of alcohol use on functioning. In order to ensure thét the f
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impact of alcohol use on functioning is captured in the content domains of the RAS, a
replication of Studies | and Il with a clinical sample of late-adolesaghb are receiving
treatment for alcohol use disorders will be necessary.

The methodology used in this study; a simple sorting task and Q-sorting task; may
not have permitted for a representative sample of late-adolescent “exgsestgjgested
in the literature (Sireci, 1998), as the task required participants to be able tstamdier
fairly ambiguous and abstract task, comprehend written statements and makenjadgme
about these statements based on some criteria, in a short amount of time. The cognitive
demands of the sorting tasks may have inadvertently excluded late-adolestentayw
have had poor reading skills or were less skilled in abstract verbal reasoning.

Given the age of participants, grade level and typical cognitive abibitithis age
group in this study the sorting tasks were developmentally appropriate velowe
individual differences in academic achievement and cognitive abilityotd@enignored.
While, all participants were able to complete the sorting tasks, there nsidaable
variability in the time it took to complete the tasks, as well as the problem-solving
methods used to complete the tasks. These behavioral observations are anecdotal and
were not systematically observed across the sorting tasks. However,hgiven t
observation of individual differences during the sorting task it is not possible toutule
that some participants may have had more difficulty with the task thus ingpdatir
task performance. Future studies utilizing late-adolescents as exp&rtgle sorting
and Q-sort tasks should collect data on the participant’s level of understand and comfort

with the task, as well as gather behavioral data, such as time to completkihe
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problem-solving methods, types of questions asked about the task, in order to assess the
validity of the data obtained from the sorting tasks.

Another important issue to be addressed in content validity studies is the selection
of items to be included in the stimulus sample or Q-sample (Sireci, 1998; McKeown &
Thomas, 1988). The current studies used a large stimulus sample (203 items in Study |;
192 items in Study Il). The use of large stimulus sets is discouraged when usgtpMD
analyze the data, as a large number of stimuli may make it difficaerdify the
underlying structure of the measure (Sireci, 1998). However, this concern does not
appear to be an issue in the MDS analysis in Study I, as a solution was cleankgydcbbta
However, the use of a large stimulus set in Study | did preclude the consecutive
collection of item-relevance ratings as an external validation of the s8d&on.

The issue of the large number of items in the stimulus sets does increase the
possibility of fatigue, frustration or boredom on the part of participants. Thgndafsthe
studies attempted to limit the impact of fatigue by designing the soaskg to last no
more than an hour and to maintain participant’s motivation by providing monetary
compensation. However, while on average these approaches may have limited the impac
of fatigue, frustration and boredom among participants, some participantsamey h
struggled with the demands of the tasks, which may have negatively impacted their
performance.

Despite these limitations the findings in this study provide important infaymati
about the impact of alcohol use on late-adolescent functioning. The utilizatioa-of lat
adolescents as content “experts” of the impact of alcohol-use on functioning, etieds n

light on how and what to measure in an alcohol-specific level of functioning neeasur
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However, this study is only the first step in the development of the Relationship wit
Alcohol Scale for Late-Adolescents. The following section will discussuthuee
directions in the development of the RAS.
Future Directions

The current study is the first step in establishing the content validity of the
Relationship with Alcohol Scale for Late-Adolescents. Further study ofetims content
and psychometric properties of the RAS is required before the measure can Ioe used i
clinical or research settings.

Item Selection

Further study of the item content of the RAS, is necessary in order to establish
content validity. Specifically, the simple sorting study (Study |) and relevance study
(Study 1) should be conducted with a clinical sample of late-adolescents.licatien
of Studies | and Il with a clinical sample of late-adolescents would adtiresoncern
that the current studies utilized a non-clinical population and thus the content domains
and items may not reflect the full impacts of alcohol use on level of functioning.
Additionally, the current studies utilized late-adolescents as “exgertdétermining the
content validity of the RAS. Traditionally, content validity is established bygusintent
experts from the field; in the case of the RAS, experts on adolescent alcohol use
behavior. Replication of Studies | and 1l is also necessary with a sang{peats in the
field of adolescent alcohol use behavior, will be necessary to provide additional evidenc
for the content validity of the RAS and additionally, conform to traditional metbiods
establishing content validity.

After establishment of the content validity of the RAS through the
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replication of Studies | and Il with a clinical sample and content expert sathplnext
step in the development of the RAS is to conduct a field study of the RAS itema wit
large sample of late-adolescents. It is recommended that Item Respeasg (IRT) be
used for item selection process. IRT is a psychometric approach to test developme
which states that an individual’'s response to a given test item is influencedibggoé
the item (i.e., item difficulty) and qualities of the individual (i.e., trait lekarr &
Bacharach, 2008). Thus, item-response curves can be derived for each item dbthe RA
which represent late-adolescent’s responses to an item as a function of tal ade.
These item-response curves, can then be used to identify the items which bdgt identi
alcohol specific level of functioning across all levels of alcohol use behavidr&Bol
Rounds, 2000).
Psychometric Properties

Once the item selection process is complete, evidence of reliability adidyvai
the RAS will need to be established. The current studies attempted to provide initia
content validity of the RAS. Additional studies will need to be conducted to establish
criterion-related validity, convergent/discriminant validity and comstvalidity.
Additionally, evidence of reliability will need to be established. Studies iigatisig
internal consistency will be particularly important, as other methods diliskiag
reliability, such as test-retest reliability, may not be appropriathh&®RAS, as alcohol-
specific level of functioning may fluctuate as a function of alcohol usehwuring
late-adolescence is episodic in nature (Lucey, 2009).

Conclusion
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In conclusion, the purpose of this study was to determine the content domains of
the Relationship Alcohol Scale, by empirically identifying a set of itentatef
adolescent alcohol use involvement which were relevant to the content domain. The
results of this study identified 6 content domains representing 4 level abfuingt
domains, 2 alcohol use behavior and consequences domains and a total of 147 items. The
current studies provide initial evidence for the content validity of the RAS. Tdregt
of the RAS is in its biopsychosocial framework for understanding the commpfpeact of
alcohol use on late-adolescent functioning, its use of late-adolescentsead texyperts”
to identify salient content domains to be includes in the measure and the use ofaémpiric
methods to determine the content domains and item relevance. This study is only the firs
step in the development of the RAS. Further studies will need to be conducted to further
reduce the number of items in the RAS and to evaluate the psychometric propehtes of t

measure.
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Item Statements for Study | Organized by Hypothesized Domain

1. Psychological/Emotional Well-Being

| was jealous of my spouse/partner.

| was irritable.

| was critical of others.

| was unforgiving of others.

| felt calm.

| felt afraid.

| felt secure.

| felt happy.

| felt optimistic.

| felt agitated, restless, or couldn't sit still.
| felt hopeless.

| felt sad, blue, or depressed.

| thought about harming myself.

| thought about killing myself.

My mood changed quickly.

| felt like hurting other people.

| found it hard to concentrate on my work.
| hurt myself on purpose.

| couldn't get certain thoughts out of my mind.

| felt compelled to perform certain behaviors.
| had difficulty controlling my behavior.
| had difficulty controlling my emotions.
| felt nervous, fidgety, tense or anxious.
| was easily frustrated.

| felt confused.

| had difficulty solving problems.
Nothing was fun for me.

| blamed others for my problems.

| preferred to be alone.

| could not focus.

When | was sober, | regretted the things | said or did while drinking.

| forgot conversations | had with others.
| forgot commitments | had made.
| am satisfied with my life.

| felt bad/guilty about a “hook-up” the next day after drinking.

2. Behaviors Promoting Well-Being

| moved due to financial or other problems resulting from my drinking.

| lived with others who drank alcohol.
| spent most of my money on alcohol.
| missed 2 or more meals a day.
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| didn't eat right.

| did not bathe.

| did not brush my teeth.

| did not wear clean clothes.

| did not take medication | was prescribed on schedule.
| neglected household duties.

| did not have enough money to pay my bills.

| had to borrow money from others.

| spent little time on my personal hygiene.

| did not clean my house.

| attended AA.

| was in inpatient alcohol treatment.

| was in outpatient alcohol treatment.

| had to move back home with my parents.

| put things off the day after drinking.

| participated in after school activities.

| took part in activities outside of school or work. (adol)
| have interests outside of school or work.

3. Interpersonal Functioning

| experienced problems with other people.

| experienced problems with a significant other.

| argued with other people.

| refused to obey my parents. (adol)

| avoided my family.

| avoided my friends.

| avoided people who did not drink.

| had no or very few friends other than those with whom | drank.
| spent time with a boyfriend, girlfriend or significant other.

| felt comfortable being around others who did not drink.

| threatened other people.

| yelled or screamed at others for no reason.

| argued with people.

| insulted people.

| failed to help family members when they needed it.

| took part in family activities.

| missed important family events.

| was loud in social gatherings.

| made lewd or sexually suggestive remarks to others.

| argued with my boss or coworkers.

| hung out with people | thought would not mind my drinking.
| helped my friends when they needed it.

| did not get along with my parents.

| pressured others | was with to drink.

My drinking created problems between me and my parents.
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| did not keep social appointments | had made.

My girlfriend, boyfriend or significant other drank regularly.

My friends drank regularly.

Getting together with friends usually included drinking alcohol.

My parents used alcohol regularly.

| hung out with older people who bought me alcohol.

| have had unprotected sex while using alcohol.

| have “hooked-up” with someone while drinking.

| was bothered if people asked me personal questions.

| depended on others to help me get home.

| was unable to tolerate criticism.

| lied to my boyfriend/girlfriend about my drinking.

| needed alcohol in order to talk to others.

Drinking alcohol helped me make friends.

| count on others to tell me what happened while | was drinking the night before.
| lied to my parents about where | was.

| have lost friends because of my drinking.

My relationship with a boyfriend/girlfriend ended because of my drinking.

4. School

| was failing at least one class at school.

| did not do my schoolwork.

| was late for school.

| was absent from school.

My school work was poorly done.

| missed deadlines for assignments.

My classmates complained about my behavior.

| neglected my schoolwork for a day or more due to my drinking.
My grades dropped.

| was placed on academic probation or suspension.
| did not attend school because of my drinking.

| failed to meet my school obligations.

| had to transfer to a different school.

| dropped out of school.

| failed out of school.

| did not attend my morning classes.

| did not attend my afternoon classes on Fridays.

5.Work

| was absent from work due to my drinking.

| did not keep work appointments | had made.

| was absent from work on Mondays, Fridays, or days following holidays.

| was absent from work following a payday.

My work was of low quality or poorly done.

| missed work deadlines.

My co-workers or supervisor complained about my performance / behavior.
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| neglected my work for a day or more because | was drinking.
| was late for work.

| drank on the job or before working.

| could not work.

| called in sick to work because of my drinking.

| left work early because of my drinking.

| went to work hungover.

| went to work still intoxicated from the night before.

6. Behavior Organized Around Alcohol Use

| spent time trying to get something to drink.

When | drank, | did so at regular times of the week or weekend.

| worried | would run out of alcohol on weekends.

| made sure | didn't run out of alcohol on weekends.

| worried that alcohol would not be served at a party or a social event.

| hid alcohol around the house, apartment or dorm room so | would have it when |
needed it.

| hid alcohol around the house, apartment or dorm room, so others wouldn't know how
much | was drinking.

| bought alcohol at different places so no one would know how much | drank.
| would buy enough alcohol to make sure | had it when | needed it.

| switched from one type of drink to another while drinking.

| only drank out of a certain glass when | was drinking.

| avoided drinking “hard liquor” when | go out drinking.

| hid alcohol in different places where it was easily accessible.

| tried to hide my drinking from others.

| told lies about my drinking.

| planned when | was going to drink.

| tried to cover up the smell of alcohol on my breath.

| snuck alcohol from my parents or others refrigerator or liquor cabinet

| asked people over the age of 21 to buy me alcohol.

| snuck back into the house after drinking so my parents wouldn’t find out.

| set aside money to buy alcohol.

7. Decision-Making About Alcohol Use

| drank more than | intended.

| drank longer than | intended.

| drank in a place or at a time when it was dangerous to do so.
| drank more than the other people | was with.

| drank during the day.

| drank for more than 12 hours at a time.

| drank before noon.

Once | started drinking, it was hard to stop.

| arrived to social gatherings intoxicated.

| drank to feel normal.

| pre-gamed before going to a sporting event, party or the bars.
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| drank alcohol in order to get drunk.

| drank more than | should have.

When | was not drinking, | wanted to be.
| felt I'd lost control of my drinking.

| had to drink a lot in order to feel drunk.

8. Violation of Other’s Rights

| destroyed property belonging to others while intoxicated.
| took things that didn't belong to me while intoxicated.

| hit or injured someone in a fight while intoxicated.

| used a weapon in a fight while intoxicated.

| sexually assaulted someone while intoxicated.

| got into physical fights with others.

| hit, slapped, kicked or threw things at others.

9.Legal-Financial Problems

| was ticketed for underage drinking.

| drove when | was drunk.

| was arrested because of my drinking.

| had an accident while driving under the influence.

| was arrested for public intoxication.

| spent time in jail because of my drinking.

| got in trouble with the police because of my drinking.
| used a fake ID to buy alcohol or get into a bar.

| moved due to financial or other problems resulting from my drinking.
| spent most of my money on alcohol.

| did not have enough money to pay my bills.

| had to borrow money from others.

| set aside money to buy alcohol.

| had to move back home with my parents.

10. Physical Effects of Alcohol

After drinking | had a hangover or a headache.

| had problems performing sexually.

| wasn't interested in sex.

| had trouble falling asleep and/or staying asleep.

| had a hard time feeling pain.

| vomited.

| had trouble controlling my bladder.

| had trouble controlling my bowels.

| felt | was overweight.

| vomited blood.

| went to the emergency room.

| was hospitalized.

| continued to drink even though it affected my health.
When | talked, people had a hard time understanding me.
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I had difficulty understanding other people when they talked to me.

| didn’t remember things | did or said while | was drinking.
I was hurt or injured in a fight while intoxicated.

| felt weak all over.

| didn't feel like going out or doing anything.

| felt I just couldn't get going.

| stayed in bed or on the couch all day.

I had difficulty controlling my hands.

I had difficulty controlling my movements.

I had indigestion or stomach problems due to my drinking..

126
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APPENDIX B

Background Information Form

ID #
Age (in years):
Gender: Female Male

Race/Ethnicity: __ African-American
_____Asian-American
_____Native-American
_____European-American
____Latino/Latina
Other:

Transgendered

127

www.manharaa.com



128

APPENDIX C

Domain Definitions and Domain Content for Study Il

Social Role Performance

Domain Definition
The impact of alcohol use on a young person’s ability to meet the demands of being a
student and employee.

Domain Content
| found it hard to concentrate on my work.
| argued with my boss or coworkers.
| was failing at least one class at school.
| did not do my schoolwork.
| was late for school.
| was absent from school.
My school work was poorly done.
| missed deadlines for assignments.
My classmates complained about my behavior.
| neglected my schoolwork for a day or more due to my drinking.
My grades dropped.
| was placed on academic probation or suspension.
| did not attend school because of my drinking.
| failed to meet my school obligations.
| had to transfer to a different school.
| dropped out of school.
| failed out of school.
| did not attend my morning classes.
| did not attend my afternoon classes on Fridays.
| was absent from work due to my drinking.
| did not keep work appointments | had made.
| was absent from work on Mondays, Fridays, or days following
| was absent from work following a payday.
My work was of low quality or poorly done.
| missed work deadlines.
My co-workers or supervisor complained about my performance / behavior.
| neglected my work for a day or more because | was drinking.
| was late for work.
| drank on the job or before working.
| could not work.
| called in sick to work because of my drinking.
| left work early because of my drinking.
| went to work hungover.
| went to work still intoxicated from the night before.
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The engagement in activities that make a young person feel good physicadtignally
and psychologically, as well as the negative impact of alcohol use on a youmgjers

emotions/feelings.

Domain Content
| was irritable.
| felt afraid.
| felt calm.
| felt secure.
| felt happy.
| felt optimistic.
| felt agitated, restless, or couldn't sit still.
| felt hopeless.
| felt sad, blue, or depressed.
| thought about harming myself.
| thought about killing myself.
My mood changed quickly.
| couldn't get certain thoughts out of my mind.
| had difficulty controlling my behavior.
| had difficulty controlling my emotions.
| felt nervous, fidgety, tense or anxious.
| was easily frustrated.
| felt confused.
| had difficulty solving problems.
Nothing was fun for me.
| preferred to be alone.
| could not focus.

When | was sober, | regretted the things | said or did while drinking.

| am satisfied with my life.

| took part in activities outside of school or work.

| have interests outside of school or work.

| spent time with a boyfriend, girlfriend or significant other.
| felt comfortable being around others who did not drink.

| took part in family activities.

| helped my friends when they needed it.

| didn't feel like going out or doing anything.

| felt 1 just couldn't get going.

Personal Health & Hygiene

Domain Definition
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The impact of alcohol use on a young person'’s ability to take care of their personal
appearance, living areas and overall health, as well as the negative plifesitaloé
alcohol intoxication.

Domain Content
| hurt myself on purpose.
| missed 2 or more meals a day.
| didn't eat right.
| did not bathe.
| did not brush my teeth.
| did not wear clean clothes.
| did not take medication | was prescribed on schedule.
| neglected household duties.
| spent little time on my personal hygiene.
| did not clean my house.
After drinking | had a hangover or a headache.
| had trouble falling asleep and/or staying asleep.
| vomited.
| had trouble controlling my bladder.
| had trouble controlling my bowels.
| vomited blood.
| went to the emergency room.
| was hospitalized.
| continued to drink even though it affected my health.
| didn’t remember things | did or said while | was drinking.
| stayed in bed or on the couch all day.
| had difficulty controlling my hands.
| had difficulty controlling my movements.
| had indigestion or stomach problems due to my drinking.

Alcohol Use Behavior

Domain Definition
Behaviors related to planning, hiding, obtaining and drinking alcohol.

Domain Content
| hung out with older people who bought me alcohol.
| spent time trying to get something to drink.
When | drank, | did so at regular times of the week or weekend.
| worried | would run out of alcohol on weekends.
| made sure | didn't run out of alcohol on weekends.
| worried that alcohol would not be served at a party or a social event.
| hid alcohol around the house, apartment or dorm room so | would have it
| hid alcohol around the house, apartment or dorm room, so others wouldn't know how
much | was drinking.
| bought alcohol at different places so no one would know how much | drank.
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| would buy enough alcohol to make sure | had it when | needed it.
| switched from one type of drink to another while drinking.

| hid alcohol in different places where it was easily accessible.

| tried to hide my drinking from others.

| planned when | was going to drink.

| tried to cover up the smell of alcohol on my breath.

| snuck alcohol from my parents or others refrigerator or liquor cabinet
| asked people over the age of 21 to buy me alcohol.

| snuck back into the house after drinking so my parents wouldn’t find out.
| drank more than | intended.

| drank longer than | intended.

| drank in a place or at a time when it was dangerous to do so.

| drank during the day.

| drank for more than 12 hours at a time.

| drank before noon.

Once | started drinking, it was hard to stop.

| drank to feel normal.

| drank alcohol in order to get drunk.

| drank more than | should have.

When | was not drinking, | wanted to be.

| felt I'd lost control of my drinking.

| had to drink a lot in order to feel drunk.

| used a fake ID to buy alcohol or get into a bar.

Interpersonal Functioning

Domain Definition
The impact of alcohol use on how a young person treats and interacts with people,
including: boyfriends/girlfriends/significant others, parents and farfrignds; and
people in the community.

Domain Content
| was jealous of my spouse/partner.
| was critical of others.
| was unforgiving of others.
| felt like hurting other people.
| blamed others for my problems.
| forgot conversations | had with others.
| forgot commitments | had made.
| lived with others who drank alcohol.
| had to move back home with my parents.
| experienced problems with other people.
| experienced problems with a significant other.
| argued with other people.
| refused to obey my parents.
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| avoided my family.

| avoided my friends.

| avoided people who did not drink.

| had no or very few friends other than those with whom | drank.
| threatened other people.

| yelled or screamed at others for no reason.

| argued with people.

| insulted people.

| failed to help family members when they needed it.

| missed important family events.

| was loud in social gatherings.

| hung out with people | thought would not mind my drinking.

| did not get along with my parents.

| pressured others | was with to drink.

My drinking created problems between me and my parents.

| did not keep social appointments | had made.

My friends drank regularly.

Getting together with friends usually included drinking alcohol.
My parents used alcohol regularly.

| have had unprotected sex while using alcohol.

| have “hooked-up” with someone while drinking.

| was bothered if people asked me personal questions.

| depended on others to help me get home.

| lied to my boyfriend/girlfriend about my drinking.

| needed alcohol in order to talk to others.

| count on others to tell me what happened while | was drinking
the night before.

| lied to my parents about where | was.

| have lost friends because of my drinking.

My relationship with a boyfriend/girlfriend ended because of my
drinking.

| drank more than the other people | was with.

| arrived to social gatherings intoxicated.

| pre-gamed before going to a sporting event, party or the bars.
| destroyed property belonging to others while intoxicated.

| took things that didn't belong to me while intoxicated.

| hit or injured someone in a fight while intoxicated.

| used a weapon in a fight while intoxicated.

| sexually assaulted someone while intoxicated.

| got into physical fights with others.

| hit, slapped, kicked or threw things at others.

| had problems performing sexually.

| wasn't interested in sex.

When | talked, people had a hard time understanding me.

| had difficulty understanding other people when they talked to
me.
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| was hurt or injured in a fight while intoxicated.
Drinking alcohol helped me make friends.

Legal-Financial Problems

Domain Definition
Involvement with the police or the legal system because of a young persafislalse,
as well as having money problems because of a young person’s alcohol use.
Domain Content
| moved due to financial or other problems resulting from my drinking.
| spent most of my money on alcohol.
| did not have enough money to pay my bills.
| had to borrow money from others.
| set aside money to buy alcohol.
| was ticketed for underage drinking.
| drove when | was drunk.
| was arrested because of my drinking.
| had an accident while driving under the influence.
| was arrested for public intoxication.
| spent time in jail because of my drinking.
| got in trouble with the police because of my drinking.

www.manaraa.com



134

APPENDIX D
Q-Sort Scoring Sheet

1. Psychosocial Functioning

2. Psychological Well-Being
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3. Personal Health & Hygiene

4. Alcohol Use Behavior
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5. Interpersonal Functioning

6. Legal-Financial Problems
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APPENDIX E

Schematic of Q-sort Continuum

Researcher

sla 3 2l alo 4 2l 3la b5 | |
Least Important Most Important

Participant
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