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The purpose of this study is to explore changes in belief orienta-

tion during treatment and the impact of increased daily spiritual

experiences (DSE) on adolescent treatment response. One-hundred

ninety-five adolescents court-referred to a 2-month residential treat-

ment program were assessed at intake and discharge. Forty percent

of youth who entered treatment as agnostic or atheist identified

themselves as spiritual or religious at discharge. Increased DSE

was associated with greater likelihood of abstinence, increased

prosocial behaviors, and reduced narcissistic behaviors. Results

indicate a shift in DSE that improves youth self-care and care for
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272 M. T. Lee et al.

others that may inform intervention approaches for adolescents

with addiction.

KEYWORDS Youth addiction, adolescents, spirituality, service,

Alcoholics Anonymous

We are not cured of alcoholism. What we really have is a daily reprieve
contingent on the maintenance of our spiritual condition: : : : To some
extent we have become God-conscious. (Alcoholics Anonymous, 2001,
p. 85)

INTRODUCTION

‘‘Why do adolescents become dependent on alcohol and other drugs (AOD)
and what might be done to redirect them back to sobriety?’’ This question has
implications for a host of important quality-of-life outcomes for individuals,
families, and communities. In the United States, addiction is associated with
$200 billion in economic damage annually and remains the third leading
cause of preventable death (Bouchery, Harwood, Sacks, Simon, & Brewer,
2011; Mokdad, Marks, Stroup, and Gerberding, 2004). The greatest increase
in AOD use disorders is among our nation’s minors (Pagano, White, Kelly,
Stout, & Tonigan, 2013, p. 60), the personal and social costs of which are
substantial. Adolescents with addiction have more severe health problems,
exhibit a striking increase in emergency room visits, and have higher levels
of sexually transmitted diseases (Carter, Johnson, Exline, Post, & Pagano,
2012; Coleman & Cater, 2005; Drug Abuse Warning Network, 2008; Eigen,
1991; Milgram, 1993; Miniño, Xu, & Kochanek, 2010; U.S. Department of
Transportation, 2009). They also evidence decreased brain functioning as a
result of drugs and alcohol (Brown, Tapert, Granholm, & Delis, 2000; Tapert
& Brown, 1999; Tapert, Caldwell, & Burke, 2005), poor educational retention,
more truancy, lower grades, as well as increased criminal offending and
incarceration (Office of the Surgeon General, 2007; Bonnie & O’Connell,
2004; Miller, Naimi, Brewer, & Jones, 2007; Neighbors, Kempton, & Fore-
hand, 1992; Teplin, Abram, & McClelland, 1996). Moreover, communities face
significant social and economic repercussions associated with increased law
enforcement costs, damage due to vandalism (Drug Abuse Warning Network,
2008), elevated levels of crime and violence (Teplin et al., 1996; Neighbors
et al., 1992), overburdened courts (Webb, 2009), and correctional facilities
that continue to cut rather than expand rehabilitation programs for prisoners
that need AOD treatment (Cullen & Jonson, 2011).

Research suggests that the average age of first drug use has dropped to
12 years, the prevalence of adolescent substance dependency is at historic
highs, and alcohol consumption among minors has increased (Bonnie &
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Daily Spiritual Experiences and Adolescent Treatment Response 273

O’Connell, 2004; Carter et al., 2012, p. 164). According to self-report studies
that examine drinking habits in the past month, less than one half of adult
drinkers engage in heavy drinking on one or more occasions, compared
with 65% of those age 15 to 17 years and 72% of those age 18 to 20 years
(Office of Juvenile Justice and Delinquency Prevention, 2005). The intensity
of AOD use is particularly high for juvenile drinkers and drug users (Office
of Juvenile Justice and Delinquency Prevention, 2005; Substance Abuse and
Mental Health Services Administration [SAMHSA], 2010). The harmful effects
associated with youth addiction alter adolescents’ life-course trajectories,
relationships with others, occupational opportunities, and their ability to
make positive contributions to society (Jang, 2013; Ulmer, Desmond, Jang,
& Johnson, 2012).

In short, reducing youth AOD use disorders is a critical area of social
concern, but there are a number of factors that have made attaining this goal
difficult. First, teens are much less likely to participate in AOD treatment
compared to adults, with some researchers estimating that only 10% of
the 1.4 million adolescents with AOD problems are receiving treatment
(Sussman, 2010). Furthermore, there has been relatively little research on
effective adolescent treatment programs, which means that recommending
a specific modality of treatment is, in the words of one scholar who has
surveyed the literature, ‘‘not possible’’ (Sussman, 2010, p. 27).

Beyond the lack of treatment options for youth and the scarcity of re-
search about their effectiveness, there are several social trends that appear to
work against reducing adolescent AOD use disorders. For example, scholars
have pointed to recent changes in levels of parental monitoring and concomi-
tant shifts in recreation activities as one culprit. Levels of parental monitoring
have decreased proportionately to the increase in youth substance abuse
(Steinberg, Fletcher, & Darling, 1994). This decrease in parental monitoring
is due to the increase in single-parent households, greater number of parental
hours spent working outside the home, and higher divorce rates (Goldstein,
1999; McLanahan & Sandefur, 1994; Weinraub & Wolf, 1983). Consequently,
lower parental monitoring results in adolescents following fewer rules and
receiving less guidance from responsible adults, leading to more unstructured
free time (Steinberg et al., 1994). This lack of guidance, compounded with
increases in prescription medication manufacturing and prescriptions, creates
increased opportunities for adolescents to possess and become dependent
on substances (Bray, Getz, & Baer, 2000; Chilcoat, Dishion, & Anthony, 1995;
Griffin, Botvin, Scheier, Diaz, & Miller, 2000; Li, Stanton, & Feigelman, 2000).

A shift in youth recreation activities seems tied to four major influ-
ences: employment, volunteerism, religiosity, and technology. A striking
increase in unemployment, with adolescents having the highest rates of
unemployment of all age groups (Carter et al., 2012; Hadaway, Marler,
& Chaves, 1993), has occurred simultaneously with a marked decrease in
adolescent volunteerism. The latter may be related to growing narcissistic
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274 M. T. Lee et al.

tendencies in youth (Uecker, Regnerus, & Vaaler, 2007). There also has
been a decrease in religious activities, such as church attendance, youth
group participation, and time spent practicing religious activities outside
the home (Carter et al., 2012; Hadaway et al., 1993; Uecker et al., 2007).
Working, volunteering, and religious involvement tend to encourage youth to
practice prosocial behavior, as opposed to the narcissistic lifestyle associated
with addiction (Carter et al., 2012). The decline in prosocial behavior has
been aggravated by the development and proliferation of new technology,
such as smartphones, tablet computers, immersive video games, as well
as the Internet boom (Hargittai, 2004; Putnam, 2000). The theory of ad-
diction developed in this article views addiction as a disease of isolation
and narcissism that is fostered by environmental conditions of an upward
shift in adolescents’ unstructured time, lower parental monitoring, higher
unemployment, reduced volunteerism, declining religiosity, and rise of new
technologies that diminish face-to-face interactions.

More generally, social connectedness—a sense of the availability and
closeness of friends and family members—is recognized increasingly as cru-
cial to mental and physical health (Eisenberger & Cole, 2012; Meyer-Linden-
berg & Tost, 2012). Loneliness results in increased morbidity and mortality
as well as decreased cognitive ability and emotional well-being (Hawkley &
Cacioppo, 2010). We contend that narcissism is at the root of addiction and
that it also impedes social connectedness. Therefore, one of the great insights
of the Alcoholics Anonymous (AA) 12-step approach to addiction recovery
is recognizing the importance of prosocial behavior (service to others, as
formalized in the 12th step) for sobriety and for healthy living in general. It is
no coincidence that adolescent addiction has increased at the same time that
two aspects of narcissism (sense of grandiosity and entitlement) have also
grown (Carter et al., 2012). After all, intoxication is one ‘‘primary mechanism
to ‘refuel’ the pathological grandiose self : : : and provide protection against
a potentially frustrating and hostile environment in which gratification and
admiration are not forthcoming’’ (Carter et al., 2012, p. 164). In other words,
addicts substitute a false sense of connectedness derived from the lifestyle of
drinking and partying for the actual social connections that would contribute
to long-term growth and well-being. Ultimately, the illusion of connectedness
vanishes and the addict must confront damaged (or destroyed) relationships
and the negative individual and collective consequences of their selfish
behavior. Using alcohol or drugs is a temporary, and ultimately ineffective,
substitute for real connection with others. The latter requires a certain level of
prosocial behavior that is difficult for addicts to sustain on an ongoing basis.
Researchers have referred to teen addicts as ‘‘developmentally arrested’’
(Carter et al. 2012, p. 165), with empirical support for the connection between
increased narcissism, addiction severity, and lower levels of service to others.

Like any other treatment modality, the AA approach has always had its
share of critics, including condemnation of its reliance on spirituality and
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Daily Spiritual Experiences and Adolescent Treatment Response 275

accusations that it functions as a quasi-cult (Bufe & Peele, 1998; Ragge,
1998). And like other treatment programs, AA is not universally successful in
fostering sobriety. But it does have a number of advantages that justify further
research into its efficacy. First, it is free, an important attribute given the
fact that many youth and their families cannot afford treatment. Second, AA
meetings are held all over the United States, and this high level of accessibility
overcomes another important barrier for adolescent participation. Finally, AA
approaches have been found to be effective for those teens who participate
in meetings (Sussman, 2010), but it is not clear which aspects of the AA
approach are essential to the sobriety of adolescents with addiction.

This study does not assume that the AA program is without flaws or
that it is effective in all cases. However, given its substantial advantages, it is
important to better understand why it works for many teens who participate
in meetings and who work the 12 Steps. This article is the first to attempt
to disentangle the effects of the different aspects of religion/spirituality that
are central to the AA approach. We anticipate the findings will encourage
additional research that pays more attention to the distinct and overlooked
dimensions of religion/spirituality, not just in the lives of addicts but more
generally. This article therefore advances two agendas: (1) better understand-
ing the AA model and (2) disaggregating the aspects of religion/spirituality
that make a difference in individual and collective well-being. As such, our
work should be of interest to addiction specialists as well as scholars of
religion. It serves as a corrective to studies in a variety of disciplines that
treat religion/spirituality as a monolithic or simplistic concept.

AA Approach to Addressing a Root Cause of Addiction

Absolute unselfishness, synonymous with altruism or helping others, is
one of the cornerstones of the [AA] program and is highlighted as the
antidote to an alcoholic/addicts’ self-preoccupied lifestyle (Carter et al.,
2012, pp. 165–166).

AA was founded by two alcoholics (Bill Wilson and Dr. Robert Smith) in
1935 in Akron, Ohio. It now has more than two million members and more
than 100 offshoots, such as Narcotics Anonymous (NA), which utilize its
12-Step methodology for overcoming addictions of various kinds. AA views
addiction as a disease and demands abstinence to prevent relapse (Sussman,
2010). The founders of AA were influenced strongly by an American Christian
spiritual movement known as the Oxford Group, which aimed for spiritual
growth via absolute honesty, unselfishness, purity, and love (Pagano, Post,
& Johnson, 2011). Living according to these four absolutes required reliance
on God. Wilson and Smith separated from the Oxford Group in 1939 to
make AA more open to people from a variety of backgrounds. AA retained
an emphasis on spirituality, but the 3rd Step in the 12 steps of recovery refers

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 



276 M. T. Lee et al.

to ‘‘God, as we understood Him’’ (Alcoholics Anonymous [AA], 1981). For
some nontheists, the fellowship of AA itself serves as a ‘‘higher power.’’ A
variety of Christian and non-Christian traditions have given meaning to the
concept of a ‘‘higher power’’ in the AA program (Gippin, 2007). In addition
to spirituality, AA emphasizes that sobriety depends on altruistic service to
others that results from a spiritual awakening—‘‘our constant thought of
others and how we may help meet their needs’’ (AA, 2001, p. 20)—and
completion of the 12th Step, which requires the ex-alcoholic to help other
alcoholics specifically and others more generally as they ‘‘practice these
principles in all our affairs’’ (AA, 1981, p. 60).

AA’s 12-Step model is a way of life, not a one-time solution to a tempo-
rary problem. One must constantly work the steps or risk relapse. Work-
ing the steps, with the help of a higher power, is thought to help the
alcoholic remove the ‘‘baseline subjective sense of restlessness, irritability,
and discontent’’ (Sussman, 2010, p. 28) that is the hallmark of the root
cause of addiction: egocentrism. The AA ‘‘Big Book’’ is quite clear on this
point: ‘‘Selfishness—self-centeredness! That, we think, is the root of our
troubles: : : : Above everything, we alcoholics must be rid of this selfishness.
We must, or it kills us’’ (AA, 2001, p. 62). Ego-centric thinking lies at the core
of addiction and many other personal and social problems, which gets right
sized via deep relationships of mutual accountability, the support of a God of
one’s own understanding, and a compassionate network of recovered and
recovering addicts (‘‘wounded healers’’ capable of empathy and effective
support). AA seeks to overcome the narcissism of materialistic culture by
directing the addict to become more humble through the spiritual practice
of relying on God:

When we encountered AA, the fallacy of our defiance was revealed.
At no time had we asked what God’s will was for us; instead we had
been telling Him what it ought to be. No man, we saw, could believe
in God and defy Him, too. Belief meant reliance, not defiance. In AA
we saw the fruits of this belief: men and women spared from alcohol’s
final catastrophe. We saw them meet and transcend their other pains and
trials. We saw them calmly accept impossible situations, seeking neither
to run nor to recriminate. This was not only faith; it was faith that worked
under all conditions. We soon concluded that whatever price in humility
we must pay, we would pay. (AA, 1981, p. 31)

Alcohol Spirits, Spiritual Experiences, and Service to Others

Spirituality is the soul of AA. Lacking a connection with Spirit, the alcoholic
finds life unbearable and turns to spirits of another kind to survive. As Carter
et al. (2012) suggests, ‘‘the relief and pleasure sought with the help of illicit
substances lead to a predominantly self-serving lifestyle of drug seeking be-
haviors’’ (p. 165). By getting drunk or becoming addicted to other short-term
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Daily Spiritual Experiences and Adolescent Treatment Response 277

pleasures, the individual is able to temporarily escape from responsibilities
and negative situations, but only in the short run. As relationships crumble
and the addict enters a self-destructive spiral, a spiritual awakening becomes
a matter of life or death.

Sussman (2010) found that participation in AA was effective in fostering
sobriety, but he also noted that ‘‘only some aspects of spirituality mediate the
effects of AA/NA participation’’ (p. 42). Because research that distinguishes
what matters from what does not remains a neglected area, we offer a
brief review of extant research as a foundation for our study. Dew, Daniel,
Goldston, and Koenig (2008) researched the connections among depression,
substance abuse, spirituality, and AA. They examined the short-term effects
of spirituality and AA on depression and substance abuse in a sample of 117
outpatient adolescents (aged �14.5 years). Statistically significant correlations
were found between high substance abuse scores, high levels of depression,
low levels of forgiveness of others, low levels of coping, and lower levels of
external support and religiosity (Dew et al., 2008). These findings show that
support, either from other people or from a higher power, has an effect on
levels of depression and substance abuse.

Robinson, Krentzman, Webb, and Brower (2011) replicated this study
and examined the long-term effects of AA, and spirituality on depression
and substance abuse. In their study, 364 substance-dependent individuals
were recruited to test for significant changes in drinking 6 months after leav-
ing structured treatment. The researchers found, similar to the prior study,
that levels of forgiveness, coping, and purpose in life were correlated with
substance abuse (Robinson et al., 2011). This study also showed that levels
of spirituality were able to predict levels of forgiveness, coping, purpose in
life, and drinking outcomes 6-months posttreatment (Robinson et al., 2011).
However, results could have been accounted for by unmeasured variables
highly correlated with forgiveness and purpose in life, such as reliance on a
power greater than oneself.

In their 2011 study, researchers Kelly, Stout, Magill, Tonigan, and Pagano
found a strong connection between spirituality and 12-Step participation,
while not focusing solely on the social fellowship derived from AA as in
prior research. Using the same measures for spirituality and religiosity as
previous studies, the researchers found that AA participation was associated
with increased spiritual practices, especially for those participants who were
initially low on spirituality scores at intake (Kelly, Stout, et al., 2011). This
result was found to have an effect on both outpatient and aftercare samples
(Kelly, Stout, et al., 2011).

This relationship between social connections, spirituality, and absti-
nence also has been substantiated beyond the confines of the AA pro-
gram. In a study by Galanter et al. (2007), participants rated spirituality
as being a large part of their recovery. Although this research helped to
further knowledge of spirituality and addiction recovery, there were few
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278 M. T. Lee et al.

empirical measures to determine levels of spirituality, or levels of abstinence
other than participants’ own yes/no responses to the question, ‘‘Have you
been abstinent of all drugs and alcohol?’’ This same religious awakening
effect was shown in studies by Mason, Deane, Kelly, and Crowe (2009) and
by Green, Fullilove, and Fullilove (1998). These researchers also had no
empirically tested measures of spirituality or abstinence and relied solely
on participant self-reporting. In Green et al.’s (1998) study, participants’
therapy sessions were tape-recorded and analyzed by psychologists. The
psychologists identified a common theme among all abstinent participants: a
religious awakening and life-altering transformation as a result of embracing
a higher power.

With few exceptions (Zemore, 2007), much of the extant research has
not disaggregated spiritual experiences from other aspects of religion (e.g.,
church attendance, identification as religious or not, belief in God). But path-
breaking research on adults using the Religious Background and Behavior
questionnaire (RBB; Connors, Tonigan, & Miller, 1996) has addressed this
methodological shortcoming. The RBB is a 14-item measure that taps into
three religious domains: belief in the transcendent, current religious/spiritual
behaviors, and lifetime religious/spiritual behaviors. Although initially iden-
tifying four components of religion/spirituality, including separate items for
experiences of God and religious practices, the researchers ultimately aggre-
gated the items into two components: ‘‘God consciousness’’ (including direct
experiences of God) and ‘‘formal practices’’ (including frequencyof attending
worship services). This aggregation is likely due to the lack of a sufficient
number of questions in the RBB with regard to experiential items. Neverthe-
less, the empirically supported distinction between experiential items and
practices is an important one, and this study builds on this fundamental
insight.

More detailed measures of experience are found in the Daily Spiritual
Experience Scale (DSES; Underwood & Teresi, 2002). The DSES is a 16-
item, self-report measure of perceived awareness of the transcendent (i.e.,
God, the divine) as manifested in daily life activities (Underwood, 2006). The
DSES assesses spiritual experience rather than beliefs or religious practices.
Although the RBB asks whether people believe in God, how often they
pray or attend worship services, and whether they read holy writings, the
DSES focuses on the such experiential matters as feeling God’s presence,
connecting with God in a way that produces joy, feeling God’s love, and
being guided by God in daily activities. To date, no study has measured the
independent effects of RBB items compared to those included in the DSES.

There are good reasons to suspect that a comparison effort would prove
fruitful, as suggested by research in the social sciences and humanities.
This research has argued that spiritual experiences, such as feeling divine
love, are more powerful predictors of outcomes like service to others than
denominational differences, creeds, beliefs, or religious social networks. The
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Daily Spiritual Experiences and Adolescent Treatment Response 279

latter constitute the structural ‘‘shell’’ of religion, but the former make up its
‘‘heart’’ (Lee, Poloma, & Post, 2013). In short, it is less important whether
people pray, or how often they pray, and more important to assess what
they actually experience when they pray. Do they simply thank God or
ask for God’s blessings, or do they engage in a two-way communication
with the divine that permeates all aspects of their daily life? Similarly, the
essential question is not whether a person is religious, but ‘‘how’’ they are
religious. Do they simply attend church once a week, in the role of passive
spectator, or do they have a transformative, daily relationship with a living
God? Is this relationship primarily cognitive, or does it include emotions, or
a mystical/supernatural dimension? In terms of benevolent service to others
as an outcome measure, recent empirical work suggests that emotionally
powerful spiritual experiences of divine love are consequential (Lee et al.,
2013).

Consistent with a central theme in the AA literature, recent research
(on adults and adolescents) confirms that narcissism feeds addiction, while
benevolence counters it (Carter et al., 2012; Kelly, Hoeppner, Stout, &
Pagano, 2011; Pagano et al., 2010; Pagano et al., 2011; Pagano, White,
et al., 2013). Religion/spirituality may serve as a key that unlocks the
door to benevolent service (Lee et al., 2013) and therefore has important
implications for research on addiction. Researchers have used interviews
with nonaddicted people to document a process that is highly relevant for
those battling addiction:

There is a common theme in all of the stories: powerful experiences
of spiritual transformation (often taking the form of feeling born again)
lead to a deeper sense of God’s love and a calling to benevolent action,
which in turn promotes existential well-being: : : : The point we would
like to stress here is that spiritual experience and transformation provide
the foundation for subsequent steps in living out a calling. As National
Public Radio correspondent Barbara Bradley Hagerty explains, ‘‘Half of
Americans claim to have experienced a life-altering spiritual event that
they could circle on the calendar in red ink,’ and this explains why ‘even
the twentieth century, with its Freuds and B. F. Skinners, its technolog-
ical advances and scientific reductionism, could not quash Americans’
yearning for the divine.’’ (Lee et al., 2013, p. 96)

For many people, it may not be religion, per se, that has this effect. Instead,
it may be emotionally powerful spiritual experiences that make the differ-
ence (Lee et al., 2013). Such experiences are a primary aim of the 12-Step
process promoted by AA, as the 12th and final step refers to a ‘‘spiritual
awakening.’’

This transformation has been documented in a variety of therapeutic
settings, such as Hagerty’s (2009) discussion of the findings of psychologist
William Miller:
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280 M. T. Lee et al.

He noticed that some of his patients underwent sudden spiritual ex-
periences, and when they emerged on the other side, they had been
transformed: no longer alcoholic, no longer suicidal, they were people
who treated life as a gift. He called the phenomenon ‘‘quantum change.’’
(p. 30)

Thus, whether a person has such a spiritual transformation while working
the 12 Steps of the AA program may make a significant difference in their
sobriety and service to others, independent of their religious background,
affiliation, beliefs, or church attendance.

Fostered Spiritual Experiences in AA, Sobriety, and Service

The preceding discussion provides an explanation for why Sussman’s (2010)
review of the literature found that AA/NA attendance predicts abstinence and
sobriety (p. 40). Similarly, Carter et al. (2012) found ‘‘preliminary support for
AA’s theory of egocentrism as a root cause of addiction’’ (p. 169), and they
suggest volunteerism as a possible solution. However, the positive effect of
the AA approach to reducing narcissism and fostering service to others is
a function of whether a person actually works the 12 Steps on an ongoing
basis. As mentioned, the 12th Step includes benevolent service to others
(often referred to as AA-related helping, or AAH). However, a 10-year follow-
up study has shown that only 10% of AA participants were engaged in AAH
at any given time over this period. We argue that a closer examination of
religiosity and spirituality may help us understand the striking disconnect
between AA participation and AAH engagement.

The literature on this topic is just now emerging, but early work has
found that teens with high levels of religiousness (measured by the RBB) at
intake displayed greater 12-Step work and greater AAH at discharge roughly
2 months later (Krentzman et al., 2012). Religiousness was not related to
drug use during the treatment period or to AOD cravings after discharge.
The DSES was not used in this study, so it remains an open question whether
spiritual experiences would have predicted the outcome measures. As we
have said, the RBB does include a couple of items on spiritual experience,
but the potential impact of these measures are likely to be overwhelmed
by other items that are unrelated to actual experience, such as belief or
worship attendance. Still, this early study suggests that disentangling the
different aspects of religiosity/spirituality might be fruitful.

Zemore (2007) found that participation in AA predicted abstinence and
that this effect was mediated partly by spirituality and religious practices. This
study employed a single-item measure of spirituality that was distinct from
religiosity (measured by the RBB), and both were significant predictors. It is
noteworthy that baseline spirituality/religiosity did not have this effect; rather,
it was the change in spirituality/religiosity over time that made the difference.
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Zemore (2007) concluded that spirituality/religiosity is an important mecha-
nism by which 12-Step programs increase abstinence and that ‘‘it is spiritual
change (but not spirituality at treatment outset) that matters’’ (p. 78S). In
other words, the effects of spirituality/religiosity are not spuriously related
to abstinence because of an association with 12-Step work. Stated differently,
spirituality/religiosity ‘‘may help to drive (or mediate) the effects of 12-step
involvement on recovery outcomes’’ (p. 76S).

Another study using the RBB assessed the effect of adult religiosity as a
mediator between AA participation and a number of outcomes (Kelly et al.,
2011). This research found religiosity was an important mediator for aftercare
patients but not for those in an outpatient program, which indicates that
religiosity may be more important for those with more severe substance
abuse problems. Although this research did not involve teens, it is informative
that, ‘‘The spiritual framework of AA may provide a compassionate structure
that facilitates self-forgiveness’’ (p. 297). Self-forgiveness may short-circuit
the ‘‘self-criticism’’ and ‘‘functional decline’’ displayed by alcoholics as their
addictions worsen. The authors did note the caveat that the RBB ‘‘may not
be consistent with AA’s own idea of ‘spirituality’ ’’ (p. 297). The DSES would
be an improvement in this regard.

Two studies by Kelly and Pagano (and their colleagues) are relevant
especially to this discussion. The first study assessed youth participation in
AAH using the Service to Others in Sobriety Scale (SOS, see also Pagano et al.,
2010) and included two items from the DSES, although these were included
as part of a prosocial behavior scale, rather than a scale that measures
spirituality. Findings indicated that the SOS scale was associated with helping
and compassion and negatively related with narcissistic entitlement, which
has important implications for long-term abstinence (Pagano, Kelly, et al.,
2013). The second study showed the influence of lifetime formal religious
practices but not God consciousness on youth engagement in programmatic
12-Step activities (step work and AAH), which in turn were associated with
improved outcomes (Kelly, Pagano, Stout, & Johnson, 2011). These findings
suggest that one’s lifetime God consciousness before getting sober does not
influence one’s progress during treatment in contrast a positive influence of
lifetime religious practices. However, it is not clear whether recent spirituality
or religious practices, or both influence youth self-care practices as well as
care for others.

Purpose of Study

Taken as a whole, the research to date suggests that the AA program is
effective in fostering sobriety for those who work the steps, including AAH,
on an ongoing basis and that some aspect of religiosity/spirituality is involved
in this process. However, there are a number of gaps in the literature. First,
prior research with adults may not extend to adolescents with addiction.
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Second, measurement of spirituality in addiction research is limited. The
measure of choice up to this point (the RBB) aggregates a number of dis-
tinct aspects and deemphasizes spirituality in favor of beliefs and formal
practices. This may account for some of the mixed findings with regard to the
relationship between religiosity and sobriety. AA does not ask participants
to simply attend worship services, pray, or believe in God. It requires that
they turn their lives over to a higher power and that a spiritual awakening
inform all aspects of their daily living. The DSES, with its emphasis on
spiritual experience, comes closer to the AA conception of spirituality than
the RBB. But it is an empirical question whether the DSES, or RBB, or both
predict outcome variables independent of other controls. Some research
indicates that spirituality and religiosity ‘‘should not be thought of as mutually
exclusive categories but as concepts tapping different dimensions of faith
with a fair amount of overlap between them’’ ( Jang & Franzen, 2013, p. 3),
despite the existence of a sizeable group of people who self-identify as
‘‘spiritual but not religious.’’ There is also a question about whether the
effects of these variables are related to their levels at baseline or to changes
in spirituality/religiosity that occur during the treatment process. The purpose
of this study is to explore (1) changes in belief orientation after 8 weeks of
residential treatment, (2) the link between increased DSE and improved care
for self (substance abuse and cravings) and others (prosocial and narcissistic
behaviors), and (3) changes in formal religious practices (FRP) in relation to
increased DSE.

METHOD

Procedures

Data were derived from Project SOS, a longitudinal investigation of ado-
lescent participation in 12-Step programs of recovery. Recruitment for this
study was conducted from February 2007 to August 2009 at New Directions,
the largest adolescent residential treatment provider in northeast Ohio. New
Directions is a 24-hour monitored, AA-based, intensive residential treatment
program that provides a range of evidence-based therapeutic modalities,
including cognitive-behavioral therapy (CBT); motivational enhancement
therapy; reality therapy; adolescent community reinforcement approaches;
gender-specific treatment; medication-assisted treatment; relapse prevention;
family, individual, and group therapies; and aftercare. Clients in residential
treatment spend approximately 20 hours per week in therapeutic activi-
ties and attend up to five 12-Step meetings per week. Inclusion criteria
included the following: ages 14 to 18 years; English speaking; stable address
and telephone; met DSM-IV-TR diagnostic criteria for a current substance-
dependency disorder; and medically stable (American Psychiatric Associ-
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ation, 2000). Exclusion criteria included a major chronic health problem
other than substance use likely to require hospitalization, currently suicidal
or homicidal, and expected incarceration in the subsequent 12 months.
Participants were referred to treatment from a variety of sources, including
juvenile court (83%), mental health professionals (65%), and nonpsychiatric
physicians (2%). Participants were admitted into treatment one week after a
3-day detoxification (if required). In the week before their scheduled date of
admission, participants were sent a packet of information with an invitation
letter to participate in the study. Following admission, participants were
approached to participate in the study. After a complete description of the
study, eligible participants signed statements of informed consent/assent.
Ninety-minute baseline interviews were conducted within the initial 10
days of treatment (M D 7.5 days after intake admission) and repeated at
discharge after an average of 2.2 months of residential treatment. Participants
were paid $25 for completed assessments. All procedures of this study
were approved by the University Hospitals/Case Medical Center Institutional
Review Board for human investigation, and a Certificate of Confidentiality
from the National Institute on Alcohol Abuse and Alcoholism was obtained.
Additional information regarding the study design and methods is detailed
elsewhere (Kelly, Pagano, et al., 2011).

Participants

A total of 482 adolescents were admitted into treatment during the study’s
enrollment period. All youth with scheduled admission appointments and
those unscheduled occurring during regular weekday hours (8 am–6 pm),
one weekday evening (5 pm–8 pm), and one weekend day (9 am–5 pm)
were approached by research staff. Of the 211 patients approached, none
were ineligible and 16 refused, resulting in an enrollment sample of 195
participants. There were no significant intake differences between youth
enrolled (N D 195) versus not enrolled (N D 287) in terms of demographic
characteristics, AOD severity, years of illicit drug use, trauma and sexual
history, treatment history, as well as likelihood of residential treatment com-
pletion. There were more girls in the enrollment sample (50% vs. 17%, p <

0.0001) due to the study design’s gender stratification.

Measures

Data were gathered via rater-administered, semistructured interviews; medi-
cal chart review; biomarkers; and youth, parent, and clinician reports. Semi-
structured interviews were conducted in person by experienced clinical
interviewers whose training and certification ranged from bachelor’s level to
doctor of medicine. All individuals involved in collecting data from subjects
completed National Institutes of Health required courses on human subjects’
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284 M. T. Lee et al.

protection. Background characteristics and addiction severity were assessed
at baseline; belief factors and study outcomes were assessed at baseline and
discharge.

BACKGROUND CHARACTERISTICS

Background characteristics included gender, age, minority status, ethnicity,
grade (years in school), number of arrests in prior 24 months, parental
education, and single-parent household, which were assessed using select
items from valid and reliable Health Care Data Form (HCDF; Zywiak et al.,
1999) and Teen Treatment Services Review (McLellan, Alterman, Cacciola,
Metzger, & O’Brien, 1992).

ADDICTION SEVERITY

Addiction severity indices included treatment history, readiness-to-change,
and length of time sober. Treatment history (AOD inpatient, outpatient,
residential, detoxification episodes) in the 24 months prior to intake was as-
sessed using select items from the HCDF. Readiness-for-change was assessed
with the University of Rhode Island Change Assessment scale, a measure of
motivation for behavioral change that has been validated with treatment-
seeking young adults and adults (DiClemente, Schlundt, & Gemmell, 2004).
With reference to the past month, 32 items are rated on a 5-point Likert-
type scale from 1 (strong disagreement) to 5 (strong agreement). A readiness
for change score is formed from the sum of three subscale scores (con-
templation, action, and maintenance) minus the precontemplation subscale,
with scores ranging from 0 to 105. Youth self-report of the longest period
of voluntary abstinence since initial AOD use was assessed using a select
item from the valid Addiction Severity Index (ASI; Hendricks, Kaplan, Van-
Limbeck, & Geerlungs, 1989). There were no significant correlations between
addiction severity indices (rs D �.1 to .1, NS).

BELIEF FACTORS

Current belief orientation, formal religious practices (FRP), and God Con-
sciousness (GC) were assessed using the RBB (Connors, Tonigan, & Miller,
1996) and the DSES (Underwood & Teresi, 2002). These questionnaires
were chosen because of item congruency with 12-Step practices (i.e., prayer,
meditation), their frequent use in addiction research, and good psychometric
properties (Goggin, Murray, Malcarne, Brown, & Wallston, 2007; Loustalot,
Wyatt, Boss, May, & McDyess, 2006). The first RBB item asked participants to
indicate their belief orientation at the present time (atheist D 0 to religious D

4). The FRP subscale of the RBB was used to assess youth engagement in
various religious activities (meditation, worship attendance, reading scrip-
tures, experiences of God). With reference to the past three months, four
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RBB items were rated from 0 (never) to 7 (more than once a day) and
summed (range D 0–28), with higher scores indicating higher engagement
in RFP. The DSES was used to assess GC as manifested in daily life activities.
With reference to the past week, 15 items were rated from 1 (many times a

day) to 6 (never or almost never), with one item rated from 1.5 (as close as

possible) to 6 (not close at all). Items were reverse-scored and summed for
a total score (range D 16.5–96), with high values reflecting high closeness.
DSES and FRP scores were moderately correlated at baseline and discharge
(rs D .6, p < 0.0001).

STUDY OUTCOMES: CARING FOR SELF AND OTHERS

Study outcomes included two care-for-self indices (AOD use and cravings)
and two care-for-others indices (narcissistic and prosocial behaviors). Bio-
marker data collection of AOD use was collected prospectively each week
of the 8-week trial by counselors as part of clinical procedures and upon
youth return from pass outings in the community. Urine screens tested for
the presence of amphetamines, opiates, cannabinoids, cocaine, and phency-
clidine. A positive toxicology screen was determined by detection of any six
drugs, including ethanol, amphetamines, opiates, cannabinoids, cocaine, and
phencyclidine. Abstinence was defined as zero versus one or more positive
toxicology screens. Cutoff ng/ml concentrations for the following drugs were
THC (50), opiates (300), PCP (25), and amphetamine (1000). AOD cravings
were assessed with the valid Adolescent Obsessive-Compulsive Drinking
Scale (AOCDS; Deas, Roberts, Randall, & Anton, 2001). With reference to
the past week, 14 items were rated on a Likert-type scale from 0 to 6 and
summed. Narcissistic behaviors were assessed using the valid Narcissistic
Personality Inventory (NPI; Raskin & Terry, 1988). Forty items were rated
using a forced-choice format and summed for a total NPI score ranging
from 0 to 40, with higher scores reflecting higher narcissistic behaviors.
Prosocial behaviors were measured with the valid and reliable Service to
Others in Sobriety (SOS) questionnaire, a self-report of AAH (Pagano et al.,
2009; Pagano et al., 2013a). With reference to the past month, 12 items were
rated from 1 (rarely) to 5 (always) and summed (range D 12–60). In the
current sample, good internal consistency was found for the AOCDS, SOS,
and NPI (Cronbach’s alpha >.85). In contrast to nonsignificant correlations
between care-for-self indices, care-for-others indices were moderately corre-
lated baseline and discharge (rs D .3, p < 0.001).

Data Analytic Plan

Statistical analyses were conducted with SAS Version 9.2 (SAS Institute Inc.,
2002), using PROC FREQ, PROC GENMOD, PROC TTEST, PROC LOGISTIC,
and PROC MIXED. Distributions of variables were examined for normality.
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Positively skewed variables (longest time sober, number of prior arrests)
were given a square root transformation, as was done in the primary MATCH
(Matching Alcoholism Treatments to Client Heterogeneity) outcome analyses
(Project MATCH Research Group, 1997). Missing data for key variables at
discharge ranged from 0.5% to 9.5%, and biomarker outcomes were obtained
for all participants. Fisher’s Exact Test for binary variables and Kruskal-
Wallis chi-squared test for continuous variables were performed to evaluate
differences between participants. Nonparametric t tests were used to test
for score changes at discharge in comparison to the baseline assessment.
A logistic regression was performed to determine main effects of belief
factors on likelihood of AOD abstinence (0 versus 1C positive toxicology
screen). Hierarchical linear model (HLM) regressions were performed to
explore the relationship between changes in belief factors and continuous
outcomes. Independent variables in regression models included belief factors
(DSES, FRP) and covariates associated with outcomes, including age, minor-
ity status, arrest history, parental education and marital status, and addiction
severity indices. Regression models controlled for baseline assessments of
belief factors and the dependent variable. Two-way Gender � Belief Fac-
tor and baseline Agnostic/Atheist Status (y/n) � Belief Factor interactions
were tested initially in regression models to explore whether main effects
of belief factors on outcomes differed between boys and girls, and between
those entering treatment with and without faith. Variables were mean cen-
tered to reduce multicollinearity (Aiken & West, 1991). Fitted models were
corrected for overdispersion, and multicollinearity diagnostics indicated no
problems (i.e., tolerances �0.50). Statistical significance was set at p < 0.05
(two-tailed).

RESULTS

Sample Description

Table 1 shows the intake profile of adolescent boys (N D 93) and girls (N D

102, 52%). The majority of youth entered treatment with drug dependency
(99%) and comorbid alcohol dependency (60%). The most common drug
dependency disorder was marijuana (92%), followed by narcotics (30%) and
hallucinogens (29%), with rates comparable to other adolescent samples in
residential treatment (Deykin & Buka, 1994; Godley, Godley, Dennis, Funk,
& Passetti, 2002). Participants were age 16 years on average (M D 16.2)
and in 10th grade (M D 10.1 years of education). Approximately one half
(50%) were from a single-parent household, and 73% had a parent with a
high school diploma or less. Thirty percent were African American, and 8%
were Hispanic. Eighty-five percent had a history of parole/probation, with
an average of 2.5 arrests in the 24 months prior to treatment admission.
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Daily Spiritual Experiences and Adolescent Treatment Response 287

TABLE 1 Intake Profile of Adolescent Boys and Girls

Intake characteristic
Total,

195 (100%)
Male,

93 (48%)
Female,

102 (52%)

Background
Age 16.18 (1.1) 16.1 (1.1) 16.23 (1.1)
Minority 59 (30%) 34 (37%) 25 (25%)
Hispanic 15 (8%) 5 (5%) 10 (10%)
Prior arrests (#) 2.7 (2.4) 2.9 (2.5) 2.5 (2.2)
Years in school 10.09 (1.2) 10.1 (1.3) 10.09 (1.1)
Single-parent household 97 (57%) 41 (44%) 56 (55%)
Parental high school graduate or less 142 (73%) 72 (71%) 70 (75%)

Addiction severity (current)
Treatment history 9 (5%) 4 (4%) 5 (5%)
Readiness-to-change 109.7 (11.7) 108.8 (12.5) 111.3 (10.6)
Longest time sober (days) 89.0 (88.3) 85.9 (84.0) 91.9 (92.4)

Belief
Religious denomination 66 (34%) 33 (35%) 33 (32%)
Spiritual 76 (39%) 36 (39%) 40 (39%)
Agnostic/atheist 53 (27%) 24 (26%) 29 (28%)
Daily Spiritual Experiences (DSES) 56.2 (17.8) 55.9 (15.7) 56.5 (19.7)
Formal Religious Practices (FRP) 8.0 (6.5) 8.0 (6.6) 8.0 (6.3)

Outcomes at baseline
Adolescent-Obsessive Compulsive

Drinking Scale (AOCDS)
34.5 (11.3) 33.3 (10.7) 35.5 (11.5)

Narcissistic Personality Inventory (NPI) 18.9 (6.1) 19.4 (5.4) 18.4 (6.6)
Service to Others in Sobriety (SOS) 26.2 (10.5) 26.6 (10.5) 25.7 (10.5)

Approximately one out of four youth entered treatment as an agnostic or
atheist (27%), 39% were spiritual with no religious denomination, and 34%
endorsed membership in a religious denomination. Few had received prior
substance use disorder treatment (SUD) (5% reported prior residential treat-
ment, and 8% reported prior intensive outpatient treatment). Average belief
scores at baseline (DSES: M D 56.2, FRP: M D 8.0), AOD cravings (AOCDS:
M D 18.9), and care-for-others indices (NPI: M D 18.9, SOS: M D 26.2) were
similar across gender groups (Table 1). Additional information regarding the
clinical profile of the sample at intake is detailed elsewhere (Johnson, Carter,
& Pagano, 2011; Kelly, Pagano, et al., 2011).

Changes in Spirituality/Religiosity and Outcomes at Discharge

After two months of residential treatments, t test statistics revealed a signif-
icant increase in DSES scores (M D 62.1, t D 5.8, p < 0.001) and relatively
constant FRP scores (M D 9.9, t D 2.1, p D .20). The sample overall demon-
strated significantly improved outcomes in terms of decreased AOD cravings
(M D 8.9, t D �24.7, p < 0.0001) and increased SOS scores (M D 36.4,
t D 11.6, p < 0.0001), with relatively constant NPI scores (M D 17.5, t D

�2.2, p D .22). One half of the sample (50%) had at least one positive
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TABLE 2 Changes in Belief and Outcomes at Discharge

Care-for-self Care-for-others

Toxicology
AOD

cravings SOS NPI

�
2 p F p F p F p

Belief
FRPB 1.11 0.29 0.16 0.68 0.18 0.67 0.41 0.52
DSES 5.70 0.03 0.69 0.40 6.34 0.01 4.29 0.04

Covariates
Male 0.17 0.68 0.21 0.64 1.70 0.19 0.10 0.75
Age 1.75 0.19 0.03 0.85 0.08 0.77 0.01 0.94
Minority 1.41 0.42 0.01 0.91 0.14 0.71 3.38 0.07
Hispanic 0.00 0.98 0.15 0.70 1.55 0.22 5.43 0.02

Prior arrests (#) 1.70 0.19 1.65 0.20 0.96 0.33 0.62 0.43
Years in school 0.00 0.98 0.79 0.37 0.50 0.48 1.48 0.22
Single-parent household 0.63 0.43 0.08 0.78 0.08 0.78 0.00 0.99
Parental high school

graduate or less
0.01 0.92 0.36 0.54 0.25 0.62 0.15 0.70

Treatment history 0.19 0.66 0.35 0.55 1.38 0.24 0.91 0.34
Readiness-for-change 0.43 0.51 0.12 0.72 1.35 0.25 0.36 0.55
Longest time sober 0.07 0.79 0.92 0.33 0.78 0.38 0.02 0.88
FRPB (intake) 1.47 0.22 0.09 0.76 0.03 0.86 15.89 0.00

toxicology screen. Approximately 3 out of 4 youth who entered treatment as
spiritual (74%) or as belonging to a religious society (77%) reported the same
religious orientation at discharge. Few spiritual (7%) and no religion-affiliated
youths became atheist or agnostic (AGN) at discharge while nearly half of
AGN youths became spiritual (32%) or religion-affiliated (8%). Twenty-five
percent of AGN youths claiming a spiritual/religious affiliation at discharge
tested positive for AOD during treatment in comparison to 55% of sustained
AGN youths (�2 D 3.2, p < .05).

Table 2 shows the effects of changes in DSE and FRP on care-for-self and
care-for-others indices. There were no significant interaction effects between
belief factors (DSE, FRP) and gender (p > 0.40), or between belief factors
(DSE, FRP) and baseline belief orientation (p > 0.55), which were removed
from regression models. As shown in Table 2, significant main effects of DSES
were found for three out of four outcomes: every one unit increase in DSES
score was associated with a 5% decrease in the odds of testing positive for
AOD on the toxicology screen HR (Hazard Ratio) D 0.95, 95% confidence
interval [CI] [0.92, 0.99], p < 0.05), a .16 unit increase in SOS score (p <

0.05), and .05 unit decrease in NPI score (p < 0.05). Baseline assessments
of the DSES and FRP were not related significantly to study outcomes with
one exception: higher FRP scores were associated significantly with reduced
NPI levels at discharge (p < 0.01). Consistent patterns were found when
regression models were rerun separately for each belief factor.
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DISCUSSION

This study is the first to include detailed measures of spirituality and religios-
ity as independent variables at baseline and over the course of treatment for
sample of adolescents following the AA program, and therefore it is the first
to determine which aspects of religiosity/spirituality help teens stay sober
and engage in service to others. Our work was motivated by recent research
attempting to disentangle the effects of religion and spirituality in a 12-Step
context on care-for-self (e.g., sobriety) and care-for-others (e.g., prosocial
behaviors). Indeed, it has been suggested that AA’s effectiveness depends
on the extent to which those working the 12 Steps become more spiritual or
religious during the treatment process (Zemore, 2007). Increases in spiritual-
ity or religiousity may be related to levels before treatment, progress through
the 12 Steps, other aspects of the treatment process, or other individual or
social factors.

Although this study did not determine the source for changes in DSE,
increased DSE was associated with greater likelihood of abstinence during
treatment and increased care for others (higher prosociality and lower nar-
cissism). Our findings indicate a link between sobriety and spirituality and
service to others and suggest the utility of incorporating spiritual approaches
like AA into treatment modalities for young people. In a time when most
federal, state, and local jurisdictions are facing looming budget shortfalls and
significant cuts in treatment programs, it would seem prudent to consider
all efficacious alternatives, especially those bringing no added burden to
taxpayers.

There are three primary findings from this study. First, an increase in
spirituality as indicated from change in DSES scores was observed after ap-
proximately two months of residential treatment without a formal spirituality
intervention. Concretely, 40% of AGN youths claimed a spiritual/religion
affiliation at discharge, a change associated with reduced risk of AOD use.
Second, independent of intake belief orientation, increased DSES scores
were associated with reduced likelihood of testing positive for AOD use
and improved narcissistic and prosocial behavior. Third, with exception to a
link between intake FRP and reduced NPI scores, FRP scores were relatively
constant and not associated with outcomes. However, the importance of
these practices is inconclusive, given the moderate correlation between FRP
and DSES scores at intake and discharge (r D .6). This suggests that FRP
serves as an active mechanism of change in daily spiritual experiences and
also in reducing narcissism. We also note that the New Directions program
did not encourage increased FRP, although the AA component of the pro-
gram did attempt to foster more spiritual experiences. Therefore, we must be
cautious about concluding that spiritual experiences are more significant than
religious practices; the two are clearly related and the program encouraged
one more than the other.
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12-Step theory posits self-centeredness as a root cause of addiction.
This perspective is particularly relevant for the study population, because
adolescents are regarded widely as a much more self-centered age group
compared with those who are older. This issue has received recurring media
attention for decades and is often the topic of national conversation (Reeve,
2013). As our literature review indicated, young people are increasingly
unsupervised by adults and less involved in volunteerism and other pursuits
that might reduce narcissism (e.g., religious activities). These conditions, if
not remedied, could create a kind of perfect storm for adolescent addiction
and other negative outcomes (e.g., delinquency) that have negative conse-
quences over the life course.

There are a number of reasons why higher levels of spirituality or
religion (S/R) might affect outcomes like sobriety or benevolence.One recent
study found evidence that those ‘‘who had more faith in God also had
more faith in treatment. They were more likely to believe that the treatment
would help them, and they were more likely to see it as credible and real’’
(Rosmarin, quoted in Taylor, 2013). Future research will need to further
explore this possibility and other competing explanations. For the present
discussion, it is sufficient to point out that S/R appears to be a positive
factor in treatment programs that deal with issues ranging from addiction,
mental health, delinquency, and a host of other issues related to individual
and communal well-being. But scholars in a number of disciplines, includ-
ing religious studies, criminology, and addiction research, are realizing that
there is an important distinction between spirituality and religion (Lee et al.,
2013; Jang & Franzen, 2013). It remains an open question whether one is
more important than the other or whether they reinforce each other in their
influence on outcomes like addiction or crime.

It is important to define these terms and ensure that they are opera-
tionalized appropriately in scientific studies. Otherwise, the results might be
more a function of poor conceptualization and measurement error than a
real effect. Jang and Franzen (2013) note that, ‘‘spirituality was most often
described in personal or experiential terms, whereas religiousness was used
in relation to institutional beliefs and practices, such as church membership
or attendance and commitment to the belief system of organized religion’’
(p. 3). They also stated that these concepts are ‘‘modestly’’ correlated—which
our results support—and should be understood as conceptually distinct but
complimentary rather than mutually exclusive.

Our findings indicate that both are statistically significant predictors of
sobriety and benevolence. Religiosity at baseline predicted increased service
to others and reduced narcissism at discharge, though change in religiosity
during the treatment period was not significantly related to any of the out-
comes. On the other hand, spirituality at baseline was not associated with
the four outcomes, but change in spirituality over time did predict lower
levels of toxicology and narcissism and higher levels of benevolence. Stated
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differently, AOD cravings were not affected by religiosity or spirituality (or
any of the other variables in our model), whereas reduced toxicology was
related to change in spirituality, but not to baseline spirituality or to religiosity
at baseline or discharge. Lower levels of self-centeredness (measured by
prosociality and narcissism) were related to religiosity at intake and change
in spirituality.

These results suggest that the relationship between spirituality, religios-
ity, benevolence, and sobriety is a complicated one and requires additional
study. We might have obtained different results had we relied on a single-
item measure of spirituality, as some previous work has done, instead of the
16-item DSES. Some studies combine spirituality and religiosity (e.g., those
that use the full 14-item RBB), which we argue obscures different aspects
of a person’s spiritual and religious life. There are alternative approaches to
this kind of research. One fruitful line of inquiry has attempted to separate
those who are ‘‘spiritual but not religious’’ from those who are ‘‘religious
but not spiritual’’ and those who are ‘‘spiritual and religious.’’ Although
the outcome variable was crime rather than addiction, the finding that the
spiritual but not religious group had a higher propensity to violent crime
than the other groups is informative. The researchers found that this result
could be explained partially by the finding that the spiritual but not religious
individuals scored low on religious involvement and also exhibited lower
levels of self-control (Jang and Franzen, 2013).

The 12-Step program encourages reliance on a power greater than
oneself for personal freedom from the disease of addiction but is clear that
no religious affiliation is required for membership. This is partly due to AA’s
attempt to create a ‘‘big tent’’ atmosphere that welcomes people from all
backgrounds, including the nonreligious. In our study, increases in DSE
were associated with greater likelihood of abstinence, reduced narcissistic
behaviors, and improved prosocial behaviors. Although FRP and DSE scores
were highly correlated at both intake and discharge, FRP was largely not
associated with improved outcomes. These findings support AA’s contention
that a ‘‘daily reprieve’’ from addiction is contingent on the maintenance of
one’s spiritual condition, but Jang and Franzen’s (2013) study raises a ques-
tion about whether spirituality alone will also be effective in reducing crime.

There are several limitations that merit attention. Although valid and reli-
able, the FRP subscale was assessed with four items and may miss important
aspects of religiosity. Future research may wish to incorporate an alternative
measure of religiosity. Second, our tested models were not exhaustive, and
other nonspecified variables could also account for observed relationships.
Third, the majority of the sample were nonviolent first-time offenders court-
referred to treatment. Although this referral source is the most common
for youth entering SUD treatment, referrals that will increase with recent
legislation changes (Courier, 2011), results may not generalize to populations
where court-referred patients are not the norm.
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Despite these limitations, this study was able to overcome some of
the limitations of previous research, including a lack of gender/racial/ethnic
diversity. Additionally, independent and dependent variables were assessed
using multiple methods (i.e., bio-markers, semistructured interviews, medi-
cal chart), multiple informants (i.e., clinician, rater-administered, and youth
reports), and missing data rates were low (<10%). We used prospective
biomarker assessment of substance use, medical chart information, and clin-
ician report of adolescent AA/NA-related helping and global functioning to
reduce the potential social desirability bias that is inherent in self-report
assessment. Biomarkers were collected prospectively each week by clinical
staff, who provided reliable assessments of substance use for all participants
on their return from an outside-facility outing (i.e., client pass, shuttle van to
local meeting). Also, though unmeasured variables could exist that influence
the processes of interest, the environment in which participants were studied
(e.g., 24-hour monitored care for 10 consecutive weeks) provided a natural
incubator/laboratory to study youth behavior independent of familial or
substance-using peer-group influences.

Clinical Implications and Future Directions

This study advances the literature by ensuring adequate representation of
different gender and minority groups, measuring spirituality and religiosity at
baseline and over time, and disentangling the effects of changes in spirituality
and religiosity on adolescent treatment response. Findings may be of special
relevance to clinicians working with youth with addiction, as well as scholars
exploring the effects of religion and spirituality on a range of outcomes such
as crime/delinquency, benevolence, reduced narcissism, and other aspects
of well-being (Carter et al., 2012; Jang & Franzen, 2013; Lee et al., 2013).
Increased DSE was associated with decreased narcissistic behaviors, 40% of
agnostic/atheist youth became spiritual or religious during treatment, and
the benefits associated with increased DSE were observed independent of
intake belief orientation. These results counter the view that the benefits as-
sociated with spiritual approaches depend upon a certain belief orientation,
and that personality is relatively fixed by adolescence. Rather than being
fixed properties of individuals, Axis II disorders (e.g., narcissistic personality
disorder) can improve (Skodol et al., 2005, p. 487). Changes in spirituality
during treatment may serve as the ‘‘switch’’ that moves youth off of the
track of substance dependency and onto the track of recovery and enhanced
well-being. Longitudinal research with adolescents is needed to confirm this
finding over time and effects on other outcomes, such as reduced crime and
AOD readmissions. In sum, our results support the AA theory of addiction
and suggest that this approach could be helpful in designing treatment
options for adolescents.

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 



Daily Spiritual Experiences and Adolescent Treatment Response 293

FUNDING

This research was supported in part by grants awarded to Dr. Pagano from
the National Institute on Alcohol Abuse and Alcoholism (NIAAA, K01 AA0
15137) and the John Templeton Foundation, as well as a grant awarded to
Paige Veta from the Women in Science & EngineeringRoundtable (WISER) in
conjunction with Support of Undergraduate Research & Creative Endeavors
(SOURCE). The NIAAA and the John Templeton Foundation had no further
role in study design, in the data collection and analysis, writing of the report,
or decision to submit the paper for publication. The authors wish to thank
New Directions treatment staff and participants in this study.

REFERENCES

Aiken, L. S., & West, S. G. (1991). Multiple regression: Testing and interpreting

interactions. Newbury Park, CA: Sage.
Alcoholics Anonymous. (1981). Twelve steps and twelve traditions. New York, NY:

AA World Services.
American Psychiatric Association. (2000). Diagnostic and statistical manual of men-

tal disorders, fourth edition, text revision. Washington, DC: American Psychiatric
Association.

Alcoholics Anonymous. (2001). Alcoholics Anonymous: The story of how thousands

of men and women have recovered from alcoholism (4th ed.). New York, NY:
AA World Services.

Bonnie, R. J., & O’Connell, M. E. (2004). Reducing underage drinking: A collective

responsibility. Washington, DC: National Academies Press.
Bouchery, E. E., Harwood, H. J., Sacks, J. J., Simon, C. J., & Brewer, R. D. (2011).

Economic costs of excessive alcohol consumption in the United States, 2006.
American Journal of Preventive Medicine, 41, 516–524.

Bray, J. H., Getz, J. G., & Baer, P. E. (2000). Adolescent individuation and alcohol
use in multi-ethnic youth. Journal of Studies on Alcohol, 61, 588–597.

Brown, S. A., Tapert, S. F., Granholm, E., & Delis, D. C. (2000). Neurocognitive func-
tioning of adolescents: Effects of protracted alcohol use. Alcoholism: Clinical

and Experimental Research, 24, 164–171.
Bufe, C., & Peele, S. (1998). Alcoholics Anonymous: Cult or cure? Tucson, AZ: Sharp

Press.
Carter, R. R., Johnson, S. M., Exline, J. J., Post, S. G., & Pagano, M. E. (2012). Addic-

tion and ‘‘Generation Me’’: Narcissistic and prosocial behaviors of adolescents
with substance dependency disorder in comparison to normative adolescents.
Alcoholism Treatment Quarterly, 30, 163–178.

Chilcoat, H. D., Dishion, T. J., & Anthony, J. C. (1995). Parent monitoring and the
incidence of drug sampling in urban elementary school children. American

Journal of Epidemiology, 14, 25–31.

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 



294 M. T. Lee et al.

Coleman, L., & Cater, S. (2005). Underage ‘binge’ drinking: A qualitative study into
motivations and outcomes. Drugs: Education, Prevention & Policy, 12, 125–
136.

Connors, G. J., Tonigan, J. S., & Miller, W. R. (1996). A measure of religious back-
ground and behavior for use in behavior change research. Psychology of Ad-

dictive Behaviors, 10, 90–96.
Courier, F. (2011, February 25). Another Ohio view on criminal justice. Daily Jeffer-

sonian. Retrieved from http://www.daily-jeff.com/news/article/4977581
Cullen, F. T., & Jonson, C. L. (2011). Rehabilitation and treatment programs. In J. Q.

Wilson & J. Petersilia (Eds.), Crime and public policy (pp. 293–344). New York,
NY: Oxford University Press.

Deas, D. V., Roberts, J. S., Randall, C. L., & Anton, R. F. (2001). Adolescent Ob-
sessive–Compulsive Drinking Scale (A–OCDS): An assessment tool for problem
drinking. Journal of National Medical Association, 93, 92–103.

Dew, R. E., Daniel, S. S., Goldston, D. B., & Koenig, H. G. (2008). Religion, spiritu-
ality, and depression in adolescent psychiatric outpatients. Journal of Nervous

and Mental Disease, 196, 247–251.
Deykin, E. Y., & Buka, S. L. (1994). Suicidal ideation and attempts among chemically

dependent adolescents. American Journal of Public Health, 84, 634–639.
DiClemente, C., Schlundt, D., & Gemmell, L. (2004). Readiness and stages of change

in addiction treatment. American Journal on Addictions, 13, 103–119.
Drug Abuse Warning Network. (2008). Selected tables of national estimates of drug-

related emergency department visits. Rockville, MD: Office of Applied Studies,
Substance Abuse and Mental Health Services Administration.

Eisenberger, N. I., & Cole, S. W. (2012). Social neuroscience and health: Neu-
rophysiological mechanisms linking social ties with physical health. Nature

Neuroscience, 15, 669–674.
Elgen, L. D. (1991). Alcohol practices, policies, and potentials of American Col-

leges and Universities: An OSAP White Paper. Rockville, MD: United States
Department of Health and Human Services, Public Health Service, Alcohol,
Drug Abuse, and Mental Health Administration, Office for Substance Abuse
Prevention.

Galanter, M., Dermatis, H., Bunt, G., Williams, C., Trujillo, M., & Steinke, P. (2007).
Assessment of spirituality and its relevance to addiction treatment. Journal of

Substance Abuse Treatment, 33, 257–264.
Gippin, J. (2007). God as we understand him. Retrieved http://www.godasweunder

standhim.org
Godley, M. D., Godley, S. H., Dennis, M. L., Funk, R., & Passetti, L. L. (2002). Prelim-

inary outcomes from the assertive continuing care experiment for adolescents
discharged from residential treatment. Journal of Substance Abuse Treatment,

23, 21–32.
Goggin, K., Murray, T. S., Malcarne, V. L., Brown, S. A., & Wallston, K. A. (2007).

Do religious and control cognitions predict risky behavior? Development and
validation of the Alcohol-related God Locus of Control Scale for Adolescents
(AGLOC-A). Cognitive Therapy and Research, 31, 111–122.

Goldstein, J. R. (1999). The leveling of divorce in the United States. Demography,

36, 409–411.

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 



Daily Spiritual Experiences and Adolescent Treatment Response 295

Green, L. L., Fullilove, M. T., & Fullilove, R. E. (1998). Stories of spiritual awakening:
The nature of spirituality in recovery. Journal of Substance Abuse Treatment,

15, 325–331.
Griffin, K. W., Botvin, G. J., Scheier, L. M., Diaz, T., & Miller, N. L. (2000). Parenting

practices as predictors of substance use, delinquency, and aggression among
urban minority youth: Moderating effects of family structure and gender. Psy-

chology of Addictive Behaviors, 14, 174–184.
Hadaway, C. K., Marler, P. L., & Chaves, M. (1993). What the polls don’t show:

A closer look at U.S. church attendance. American Sociological Review, 58(6),
741–752.

Hagerty, B. B. (2009). Fingerprints of God: The search for the science of spirituality.
New York, NY: Riverhead.

Hargittai, E. (2004). Internet access and use in context. New Media Society, 6, 137–
143.

Hawkley, L. C., & Cacioppo, J. T. (2010). Loneliness matters: A theoretical and empir-
ical review of consequences and mechanisms. Annals of Behavioral Medicine,

40, 218–227.
Hendricks, V. M., Kaplan, C. D., Van-Limbeck, J., & Geerlungs, P. (1989). The

addiction severity index: Reliability and validity in a Dutch addict population.
Journal of Substance Abuse Treatment, 6, 133–141.

Jang, S. J. (2013). Desistance and protection from binge drinking between adoles-
cence and emerging adulthood: Study of turning points and insulators. Socio-

logical Focus, 46, 1–24.
Jang, S. J., & Franzen, A. B. (2013). Is being ‘‘spiritual’’ enough without being

religious? A study of violent and property crimes among emerging adults. Crim-

inology, 51(3), 595–627. doi:10.1111/1745-9125.12013
Johnson, S. M., Carter, R. R., & Pagano, M. E. (2011). Sexual abuse, risky sexual

behaviors, and sexual beliefs among substance dependent adolescents court-
referred to residential treatment. Alcoholism: Clinical and Experimental Re-

search, 35(S1), 12A.
Kelly, J. F., Pagano, M. E., Stout, R. L., & Johnson, S. M. (2011). Influence of religiosity

on 12-step participation and treatment response among substance-dependent
adolescents. Journal of Substance Abuse Treatment, 27, 1000–1011.

Kelly, J. F., Stout, R., Magill, M., Tonigan, J. S., & Pagano, M. (2011). Spirituality
in recovery: A lagged mediational analysis of AA’s chief purported mechanism
of behavior change. Alcoholism: Clinical and Experimental Research, 35, 454–
463.

Kelly, J. F., Hoeppner, B., Stout, R. L., & Pagano, M. (2012). Determining the
relative importance of the mechanisms of behavior change within Alcoholics
Anonymous: A multiple mediator analysis. Addiction, 107, 289–299.

Krentzman, A. R., Pagano, M. E., Bradley, J. C., Battle, D., Andrade, F. H., Delva, J.,
& Robinson, E. A. R. (2012). The role of religiousness on substance-use disorder
treatment outcomes: A comparison of black and white adolescents. Journal of

the Society for Social Work and Research, 3, 104–128.
Lee, M., Poloma, M. M., & Post, S. G. (2013). The heart of religion: Spiritual empow-

erment, benevolence, and the experience of God’s love. New York, NY: Oxford
University Press.

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 



296 M. T. Lee et al.

Li, X., Stanton, B., & Feigelman, S. (2000). Impact of perceived parental monitoring
on adolescent risk behavior over 4 years. Journal of Adolescent Health, 27, 49–
56.

Loustalot, F. V., Wyatt, S. B., Boss, S., May, W., & McDyess, T. (2006). Psychometric
examination of Daily Spiritual Experiences scale. Journal of Cultural Diversity,

13, 162–167.
Mason, S. J., Deane, F. P., Kelly, P. J., & Crowe, T. P. (2009). Do spirituality and

religiosity help in the management of cravings in substance abuse treatment?
Substance Use Misuse, 44, 1926–1940.

McLanahan, S., & Sandefur, G. D. (1994). Growing up with a single parent. Boston,
MA: Harvard University Press.

McLellan, A. T., Alterman, A. I., Cacciola, J., Metzger, D., & O’Brien, C. P. (1992).
A new measure of substance abuse treatment: Initial studies of the Treatment
Services Review. Journal of Nervous and Mental Disorders, 180, 101–110.

Meyer-Lindenberg, A., & Tost, H. (2012). Neural mechanisms of social risk for
psychiatric disorders. Nature Neuroscience, 15, 663–668.

Milgram, G. G. (1993). Adolescents, alcohol and aggression. Journal of Studies on

Alcohol, 54, 53–61.
Miller, J. W., Naimi, T. S., Brewer, R. D., & Jones, S. E. (2007). Binge drinking and

associated health risk behaviors among high school students. Pediatrics, 119,
76–85.

Miniño, A. M., Xu, J., & Kochanek, K. D. (2010). Deaths: Preliminary data for 2008.
National Vital Statistics Reports, 59(2), 1–52.

Mokdad, A. H., Marks, J. S., Stroup, D. F., & Gerberding, J. L. (2004). Actual causes of
death in the United States, 2000. Journal of the American Medical Association,

291, 1238–1245.
Neighbors, B., Kempton, T., & Forehand, R. (1992). Co-occurrence of substance

abuse with conduct, anxiety, and depression disorder in juvenile delinquents.
Addictive Behaviors, 17, 379–386.

Office of Juvenile Justice and Delinquency Prevention. (2005). Drinking in America:

Myths, realities, and prevention policy. Washington, DC: U.S. Department of
Justice, Office of Justice Programs, Office of Juvenile Justice and Delinquency
Prevention.

Office of the Surgeon General. (2007). NSDUH Report: The Surgeon General’s Call

to Action To Prevent and Reduce Underage Drinking. Rockville, MD: USDHHS.
Pagano, M. E., Krentzman, A. R., Onder, C. C., Baryak, J. L., Murphy, J. L., Zywiak,

W. H., & Stout, R. L. (2010). Service to Others in Sobriety (SOS). Alcoholism

Treatment Quarterly, 28, 111–127.
Pagano, M. E., Kelly, J. F., Scur, M. D., Ionescu, R. A., Stout, R. L., & Post, S. G.

(2013a). Assessing youth participation in AA-related helping: Validity of the
Service to Others in Sobriety (SOS) questionnaire in an adolescent sample.
American Journal on Addictions, 22, 60–66.

Pagano, M. E., Post, S. G., & Johnson, S. M. (2011). Alcoholics Anonymous-related
helping and the helper therapy principle. Alcoholism Treatment Quarterly, 29,
23–34.

Pagano, M. E., White, W. L., Kelly, J. F., Stout, R. L., & Tonigan, J. S. (2013b). The
10-year course of Alcoholics Anonymous participation and long-term outcomes:

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 



Daily Spiritual Experiences and Adolescent Treatment Response 297

A follow-up study of outpatient subjects in Project MATCH. Substance Abuse,

34(1), 51–59.
Pagano, M. E., Zeltner, B., Post, S., Jaber, J., Zywiak, W. H., & Stout, R. L. (2009).

Who should I help to stay sober?: Helping behaviors among alcoholics who
maintain long-term sobriety. Alcoholism Treatment Quarterly, 27, 38–50.

Project MATCH Research Group. (1997). Matching alcoholism treatments to client
heterogeneity: Project MATCH post-treatment drinking outcomes. Journal of

Alcohol Studies, 58, 7–29.
Putnam, R. D. (2000). Bowling alone: The collapse and revival of American com-

munity. New York, NY: Simon & Schuster.
Ragge, K. (1998). The real AA: Behind the myth of 12-Step recovery. Tucson, AZ:

Sharp Press.
Raskin, R., & Terry, H. (1988). A principal-components analysis of the Narcissistic

Personality Inventory and further evidence of its construct validity. Journal of

Personality and Social Psychology, 54, 890–902.
Reeve, E. (2013, May 9). Every every every generation has been the me me me

generation. The Atlantic Wire. Retrieved from http://www.theatlanticwire.com/
national/2013/05/me-generation-time/65054/#.UZPa1PMe2bM.email

Robinson, E. A., Krentzman, A. R., Webb, J. R., & Brower, K. J. (2011). Six-month
changes in spirituality and religiousness in alcoholics predict drinking outcomes
at nine months. Journal of Studies on Alcohol and Drugs, 72, 660–668.

SAS Institute Inc. (2002). SAS 9.1.3 Help and Documentation. Cary, NC: SAS Institute
Inc.

Skodol, A. E., Gunderson, J. G., Shea, M. T., McGlashan, C. A., Bender, D. S., Grilo,
C. M., : : : Stout, R. L. (2005). The Collaborative Longitudinal Personality Disor-
ders Study (CLPS): Overview and implications. Journal of Personality Disorders,
19, 487–504.

Steinberg, L., Fletcher, A., & Darling, N. (1994). Parental monitoring and peer influ-
ences on adolescent substance use. Pediatrics, 93, 1060–1064.

Substance Abuse and Mental Health Services Administration. (2010). Results from

the 2009 National Survey on Drug Use and Health: Volume I. Summary of

National Findings (Series H-38A, HHS Publication No. SMA 10-4586). Rockville,
MD: Office of Applied Studies, NSDUH.

Sussman, S. (2010). A review of Alcoholics Anonymous/Narcotics Anonymous pro-
grams for teens. Evaluation and the Health Professions, 33, 26–55.

Tapert, S. F., & Brown, S. A. (1999). Neuropsychological correlates of adolescent
substance abuse. Journal of the International Neuropsychological Society, 5,
481–493.

Tapert, S. F., Caldwell, L., & Burke, C. (2005). Alcohol and the adolescent brain:
Human studies. Alcohol Research & Health, 28(4), 205–212.

Taylor, A. (2013, July 10). How faith can affect therapy. The New York Times.
Retrieved from http://well.blogs.nytimes.com/2013/07/10/how-faith-can-affect-
therapy/?hp&pagewantedDprint

Teplin, L. A., Abram, K. M., & McClelland, G. M. (1996). Prevalence of psychiatric
disorders among incarcerated women: Pretrial jail detainees. Archives of General

Psychiatry, 53, 505–512.
Uecker, J. E., Regnerus, M. D., & Vaaler, M. L. (2007). Losing my religion: The social

sources of religious decline in early adulthood. Social Forces, 85(4), 1667–1692.

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 



298 M. T. Lee et al.

Ulmer, J. T., Desmond, S. A., Jang, S. J., & Johnson, B. R. (2012). Religious involve-
ment and dynamics of marijuana use: Initiation, persistence, and desistence.
Deviant Behavior, 33, 448–468.

Underwood, L. G. (2006). Ordinary spiritual experience: Qualitative research, inter-
pretive guidelines, and population distribution for the Daily Spiritual Experience
Scale. Archive for the Psychology of Religion, 28, 181–218.

Underwood, L. G., & Teresi, J. A. (2002). The Daily Spiritual Experience Scale:
Development, theoretical description, reliability, exploratory factor analysis, and
preliminary construct validity using health-rated data. Annals of Behavioral

Medicine, 24, 22–33.
U.S. Department of Transportation. (2009). Alcohol-impaired driving (DOT HS 811

385). Washington, DC: National Highway Traffic Safety Administration.
Webb, J. (2009, March 29). Why we must fix our prisons. Parade. Retrieved from

http://www.parade.com/news/2009/03/why-we-must-fix-our-prisons.html
Weinraub, M., & Wolf, B. M. (1983). Effects of stress and social supports on mother-

child interactions in single- and two-parent families. Child Development, 54(5),
1297–1311.

Zemore, S. E. (2007). A role for spiritual change in the benefits of 12-step involve-
ment. Alcoholism: Clinical and Experimental Research, 31, 76–79.

Zywiak, W., Larson, M. J., Lawson, C., Rubin, A., Zwick, W., & Stout, R. L. (1999).
Test-retest reliability of the health care data form. Alcoholism: Clinical and

Experimental Research, 23(5, Suppl. 134A), 769.

D
ow

nl
oa

de
d 

by
 [

B
ay

lo
r 

U
ni

ve
rs

ity
 L

ib
ra

ri
es

] 
at

 0
7:

20
 0

2 
Ju

ly
 2

01
4 


