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Tbe Recovery Attitude and Treatment Evaluator-ClinicaZ 
Evaluation OpAATE-CE) assesses resistance and impedi- 
ments to addiction treatment participation. Tbe autbors 
cotsdzlcted a preliminary test of tbe RAAlE-CFs predictive 
validity. Addiction counselors conducted RAAlE-CE assess- 
ments on 220 adults wbo were newly admitted to a bospital 
detdfication unit. Relationsbips between scores and dis- 
position were examined using analysis of variance. Atl 
RAAiT-CE &mensronS sbow signijkant associations witb 
subsequent treatment placements in tbe expected direc- 
tions. Preliminary findings of predictive validity warrant 
furtber researcb on tbe RAATE-CE for clinical researcb and 
treatmentplanning. (American Journal on Addictions 1995; 
4:254-260) 

reatment expectations, motivation, and T impediments are frequently mentioned 
as important to treatment.'-' They aiso are 
frequently called into question during 
third-party precertification and utilization 
reviews.5 Providers must verify these char- 
acteristics to insurers, yet they lack a reli- 
able and d i d  method for evaluation. 

This prelimimry study was designed to 
investigate the predictive vaIidity of an in- 
strument designed to assess addiction 
treatment readiness and impediments, the 
Recovery Attitude and Treatment Evalu- 

ator-clinical Evaluation (RAATE-CE). The 
instrument consists of 35 fixed-interval 
items witb five dimensions pertinent to 
treatment planning decisions: A) degree of 
resistance to treatment; B) degree of resis- 
tance to continuing care; C) acuity of 
biomedical problems; D) acuity of psychia- 
tric problems; and E) extent of social/fam- 
iiy environmental problems unsupportive 
to recovery6 Each of the dimensions is 
composed of 5-10 items, such as A) Does 
the patient demonstrate a commitment to 
seeking help or treatment? B) Does the 
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patient realize that recovery is an ongoing 
process requiring personal responsibility? 
C) Does the patient have a chronic physical 
condition or disability that interferes with 
treatment or recovery efforts? D) Is the 
patient able to focus on addiction treat- 
ment even if he/she has psychiatridpsycho- 
logical symptoms? E) Is the worWschool 
system accommodating or supportive of 
the treatment/recovery program? AU items 
are graded on a Likert-type scale from 1 to 
4 in which a low score indicates greater 
treatment readiness.'.' 

In conceptualizing the RAATE-CE, 
Mee-Lee'.' sought to develop a predictor of 
treatment failure and relapse that would 
have the clinical purpose of indicating 
which patients would require intervention, 
relapse prevention services, and environ- 
mental support. Mee-Lee described the 
need for an addictions "vital signs" mea- 
sure-an economic, quantitative, multifhc- 
eted, cross-sectional view of the patient's 
condition. Revisions could be made at any 
adjustment of treatment to reflect the re- 
sulting changes in that condition. Mee-Lee 
also proposed a need for a staging system 
that would guide treatment planning ac- 
cording to disease prognosis, analogous to 
the staging of heart disease or carcinoma. 

So far, relatively limited effort has been 
made to implement measurement of pa- 
tient motivation and resistance in s u b  
stance use disorders, either in terms of 
assessmentp12 or outcome research.*>l6 
The National Institute on Alcohol Abuse 
and Alcoholism (NIAAA) published AZco- 
holism Treatment Assessment Research 
Instruments, a compendium of 45 instru- 
ments; many of these used severity rating, 
but few or none addressed treatment 
readiness." In a review of 36 studies that 
attempted to develop accurate outcome 
prediction scales for alcohol treatment, al- 
most all considered drinking behavior his- 
tory and sociodemographic chmcteristics 
but omitted treatment readiness." More 
recent work derived from smoking cessa- 

tion research has been directed at measur- 
ing internal motivation for changing addic- 
tive behaviors" and at  therapeutic 
strategies for iduencing these behaviors 
at discrete stages.m The RAATE-CE was de- 
veloped to assess treatment readiness in 
terms of belie& and behavioral efforts that 
are individual-based as well as external cir- 
cumstances that either pose impediments 
or are conducive to recovery. 

The RAATE-CE, like the Addiction Se- 
verity Index (MI),!' is multidimensional, 
suitable for serial use over the course of 
recovery, and includes both biomedical 
and psychiatric dimensions. Both instru- 
ments use a combination of patient and 
clinician data sources to enhance accuracy 
The RAATE-CE differs from the ASI, how- 
ever, in that the AS1 emphasizes the degree 
of recent substance abuse and conse- 
quences, whereas the RAATE-CE includes 
some of these areas but emphasizes issues 
of denial, social obstacles, and response to 
treatment. These areas may be more infor- 
mative for such decisions as patient place- 
ment (e.g., inpatient vs. outpatient) and 
treatment modality (e.g., peer counseling 
vs. psychotherapy). Also, because the 
RAATE-CE was developed on inpatient 
units populated by a broad clinical 
caseload rather than a more homogeneous 
addict population, it may offer a broader 
range of assessment than the MI. 

Prior study of the RMTE-CE has dem- 
onstrated acceptable interrater reliability 
(between 0.59 and 0.77 across the five di- 
mensions) and internal consistency (be- 
tween 0.65 and 0.87) in 139 publicly 
funded, high-severity inpatients." The 
RAATE-CE has generated interest among 
addiction treatment professionals on the 
basis of its perceived face validity Interest- 
ingly even before the scale received a thor- 
ough validation, RAATE-CE training 
courses were presented at the American 
Society of Addiction Medicine, at treatment 
or clinical research programs in eight cit- 
ies, and at state agencies in Florida and 
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Pennsylvania (David Mee-Lee, personal 
communication). The publisher reports 
that over 250 requests have been received 
for the instrument and related materials 
fiom sources in 34 U.S. states, Canada, 
Colombia, Mexico, the Netherlands, and 
Spain, and the instrument is known to be 
in routine clinical use at 16 treatment and 
employee-assistance programs (Norman 
H o h a n n ,  New Standards, Inc., personal 
communication). 

A s  a result of this need, an initial study 
was designed to evaluate the usefulness of 
the RAATE-CE as a predictor of clinical 
outcomes. This initial study examined the 
relationship between RAATE-CE scores at 
the beginning of inpatient detoxification 
treatment and subsequent disposition 
status (as a proxy for outcome). This time 
frame was chosen because it is of critical 
importance in treatment planning, yet it is 
an increasingly brief period under the 
pressure of current fiscal constraints. If ad- 
mission RMTE-CE scores were signifi- 
cantly elevated in the patients who, upon 
discharge, would require continued care 
in high-intensity settings, this finding 
would provide preliminary evidence for 
the predictive validity of the instrument. 

METHODS 

setting and Subjects 

The study was conducted on the inpa- 
tient addictions unit of an 88-bed addic- 
tion treatment hospital (Parkside Lutheran 
Hospital; Park Ridge, IL), admitting on the 
basis of a clinical diagnosis of substance 
dependence (using DSM-III-R criteria). All 
patients required inpatient detoxification 
and received an RAATE-CE assessment in 
the l b t  48 hours of admission. Of 409 
patients admitted over a 3-month period, 
only those whose length of stay exceeded 
48 hours and who could therefore yield a 
RAATE-CE assessment and complete basic 
laboratory panel were included. 

Procedures 

The counseling staff of the detoxifica- 
tion unit received 2 hours of lecture in the 
use of the RAAXE-CE. Other measures col- 
lected included demographic, clinical, and 
physiologic variables. Subjects' discharge 
dispositions were recorded by a fesearch 
assistant after agreement was achieved be- 
tween the multidisciplinary treatment 
teams and the subjects. Discharge disposi- 
tions included 1) remaining on the unit for 
intensive medical rehabilitation (Parkside 
Lutheran Hospital) or general hospital ad- 
mission (Lutheran General Hospital); 2) 
nonmedical residential ("social model") re- 
habilitation (Parkside Lodge of Mun- 
delein); 3)  outpatient counseling; or 4) 
home/self-help. A fifth discharge disposi- 
tion, leaving against medical advice (AMA), 
was also noted. 

Statistical Analysis 

Results for each comparison were re- 
ported on the total number of subjects for 
whom complete data were available. Pear- 
son product-moment correlations were 
used for interscale correlations. Relation- 
ships between scores on the five RAATE- 
CE dimensions vs. type of primary 
substance dependence or vs. disposition 
were evaluated using analysis of variance. 
Tukey's honestly significant difference was 
used as a conservative test for post hoc 
analysis of significance. 

RESULTS 
~ 

RAATE-CEs were administered to 220 
newly admitted men (66%) and women 
(34%) with a mean age of 38.9 -+ 12.6 years. 
Alcohol was the primary substance depen- 
dence in 57% of the sample; combined 
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RAATE-CE Subscale lntercorrelations 

1 Interscale correlations between most 
subscales were weak, as expected; how- 
ever RAATE-A: Resistance to Tieatment was 
strongly correlated with UTE-B:  Resis- 
tance to Continuing Care (r = 0.127; 
P < 0.001). 

alcohol and drug dependence was identi- 
fied in 22%; and drug dependence alone 
was the primary dependence in 21%. After 
alcohol, the second most frequent agent of 
abuse was cocaine (in 17% of the sample), 
then heroin (5%), prescription sedatives 
(5%), opiates other than heroin (2%), and 
marijuana (2%). Some prior treatment was 
reported by 52% of the sample. The educa- 
tional level of subjects included at least 
some college experience in 58%; only 12% 
reported less than a high school education. 
The living situation of 43% included a 
spouse, and 22% reported living with par- 
ents. Only 22% reported living alone. 

Predictive Validity 

The results of the counselor's initial 
RAATE-CE assessments in comparison 
with subjects' actual discharge disposition 
are presented in Table 1. The data indicate 
that, upon admission, all five FUATE-CE 
dimensions produced significant F-test re- 
sults for eventual disposition, and four of 
the subscales showed significant post-hoc 
contrasts. 

Approximately half of the patients 
(53%) were retained after detoxification 
for in-hospital rehabilitation. For this 
group, intake RAATE-CE scores indicated 
more Resistance to Treatment in general 
and significantly more Resistance to 
Continuing Care than those who could be 
discharged to residential (P = 0.046) or 
outpatient (P = 0.016) treatment. 
Biomedical Acuity for the group who 
remained in the hospital was initially rated 
as more severe than for all other groups 
and significantly more severe than those 

TABLE 1. Differences in mean RAATE-CE scores by dischvge disposition, f SD (N = 210) 

RAATE-CE Resi- Outpatient HomeWitb- Left 

(a ) (115) (31) (34) (9) (21) F P 
Subscale Hospital dcntial Follow-up outTkatmcnt AblA 

A Resistance to 
Treatment 13.7f4.7 12.2f4.1 12.0k3.9 15.7f4.8 14.5f4.1 2.61 0.037 

B: Resistance to 
ContinuingCare 15.0f3.3' 13.2f3.1 13.0+3.3 12.9f4.1 15.3f2.P 4.51 0.002 

C:BiomedicdAcuity 13.5f4.9' 10.4f4.1 11.5f5.2 8.8f3.5 11.755.0 4.45 0.002 
D: Psychiatric Acuity 17.0 5.5d 13.3 f 4.2 13.5 & 4.0 14.2 f 4.9 17.4 f 5.0' 5.78 < 0.001 
E: SociaVFamily Envi- 

ronmcntalStatus 25.9 f 5.4' 20.9k 5.4 22.4 f 5.4 22.7f6.7 27.9f 5 . 9  8.72 < 0.001 
Total 85.1f13.9h 69.9f14.9 72.1f14.8 75.2f18.2 86.9k12.9' 11.59 <0.001 

Note: RAATEXE = Recovery Attitude and Treatment EvaluatorXlinical Evaluation; AMA = against 
medical advice. 
' hospital > residential (P = 0.046) > outpatient (P = 0.016). 

AMA > outpatient (P = 0.071). 
hospital > Outpatient (P = 0.014) > home (P = 0.040). 
hospital > residential (P = 0.003) > outpatient (P = 0.004). 

'AMA > residential (P = 0.031) > outpatient (P = 0.041). 
'hospital > residential (P < 0,001) > outpatient (P = 0.01 1). 
g AMA > rtsidential (P < 0.001) > outpatient (P = 0.003). 

hospital > residential > outpatient (P < 0.05). 
AMA > residential > outpatient (P < 0.05). 
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discharged to outpatient treatment 
(P = 0.014) or to home without profes- 
sional treatment (P = 0.040). The hospital 
p u p  had significant€y greater Psychiatric 
Acuity ratings initially than those dis- 
charged to residential (P = 0.003) or out- 
patient (P = 0.004) treatment. The 
hospital group also scored significantly 
higher on SociaVFamily Environmental 
Status than those discharged to residential 
(P c 0.001) or outpatient (P = 0.011) 
treatment. 

Wenty-one patients left treatment 
AMA during detoxification (but after 
RAATE-CE assessments were completed). 
At the initial assessment, this p u p  had 
received high scores on Resistance to 
Treatment, and there was a trend for this 
group to have higher scores on Resistance 
to Continuing Care than those who were 
discharged to outpatient treatment (P = 
0.071). Patients who left AMA had less 
Biomedical Acuity than those who re- 
mained in the hospital. In contrast with 
Biomedical Acuity, the AMA group had the 
highest initial scores of aJ.I groups on Psy- 
chiatric Acuity, and significantly higher 
scores than those dischatged to residential 
(P = 0.031) or outpatient (P = 0.041) 
treatment. The AMA p u p  also had the 
highest scores on SociaVFamily Environ- 
mental Status and these were significantly 
greater than scores for those discharged to 
residential (P < 0.001) or outpatient 
(P = 0.003) treatment. 

Sixty-five patients who completed de- 
toxitication and were discharged from the 
hospital (i-e., did not continue with inpa- 
tient rehabilitation) accepted some form of 
continuing care. These patients had been 
rated on admission with low mean resis- 
tance and acuity scores on all RAATE-CE 
dimensions. Group mean differences did 
not differentiate between those discharged 
to residential vs. outpatient treatment, 
however. Statistical differences on most 
RAATE-CE dimensions did not emerge for 
patients discharged home without profes- 

sional treatment; however, only nine pa- 
tients fell into this category. This was a 
heterogeneous group that included both 
patients who were judged to require only 
community mutual-help group support 
and patients who rejected professional 
treatment. 

DISCUSSION 

In this preliminary study of the validity of 
the RAATE-CE fbr predicting treatment fail- 
ure, significant findings on RAME-CE Di- 
mensions B, C, D, and E all showed 
associations with subsequent treatment 
discharges in the expected directions. 
These findings provide initial support for 
the predictive validity of the instrument 
and suggest that the RAATE-CE may have 
clinical utility in treatment planning, a pur- 
pose for which it was designed. 

This s t u d y  tested the RAATE-CE’s abil- 
ity to predict treatment dropout and the 
need for intensive treatment. Predictive va- 
lidity was demonstrated by comparing in- 
itial RAATE-CE scores with discharge 
dispositions after detoxification. These 
treatment outcomes were studied natural- 
istically and represent the range of options 
accessible and commonly utilized from the 
inpatient detoxification unit. Signrficant 
findings on the RAATE-CE dimensions 
demonstrated group differences consis- 
tent with the intensity and restrictiveness 
of the subsequent treatment setting. Sub- 
scale B showed stronger predictive validity 
than Subscale A. This may be due to the 
logical distinction between resistance to 
continuing care vs. acute treatment. It also 
suggests a need for future research to ex- 
plore more fully the psychometric proper- 
ties of the subscales. Subscales B, C, D, and 
E showed some highly significant differ- 
ences across treatment outcomes. On 
these dimensions, mean group differences 
were observed between subjects who re- 
quired extended hospital rehabilitation vs. 
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those discharged to less restrictive settings. 
Dimensions B, D, and E all showed signifi- 
cant differences between subject groups 
that would accept an outpatient level of 
continued care vs. subjects who left AMA. 
As hypothesized, the AMA group had more 
initial resistance to continuing care and 
more severe psychiatric and environ- 
mental obstacles to treatment. 

The approach used by the RMTE-CE 
to measure treatment readiness differs 
from that of instruments that measure 
either severi@*O or motivati~n.~~-** The 
RMTE-CE assesses both internal motiva- 
tion and extrinsic impediments to treat- 
ment, and the latter include biomedical, 
psychological, family, social, and voca- 
tional sources. Treatment dropout from 
detoxification is a multidetermined proc- 
ess that is related to all of these dimen- 
sions. The fact that all of the subscales 
representing these dimensions yielded 
expected associations with outcome differ- 
ences supports the use of t h i s  multidimen- 
sional approach. 

several design limitations underscore 
the need for replication of these results in 
future research. Raters underwent only 
limited training (2 hours) and interrater 
reliability was not established. Patient dis- 
charge recommendations were con- 
strained by several factors, including 
patient finances, program availability, geo- 
graphic access, and patient acceptance. 
There were small sample sizes in the dispo- 
sition groups, especialty in the group dis- 
charged home without treatment. 
However, considering these limitations, 
the finding of significant differences is im- 
pressive. The lack of independence be- 
tween raters and outcomes (counselors 
who made initial ratings were members of 
the discharge-planning teams) will need to 
be addressed in future studies. Also it must 
be recognized that discharge dispositions, 
although used here as a proxy for out- 
come, do not necessarily equate with clini- 
cal outcome. 

Conclusions and Directions 
for Future Research 

These preliminary findings of predic- 
tive validity support further research with 
the RAATE-CE for examining sample differ- 
ences in treatment readiness and impedi- 
ments. For example, the RAATE-CE may be 
effective for determining the treatment 
readiness of an experimental vs. placebo 
group in studies that need to determine 
whether randomization has been effective. 
In the present study, the effect size is not 
great; that is, between-group differences 
are not large relative to standard deviations 
within groups. Therefore future research 
would be needed to calculate the effect 
size in a general population, which would 
be important in developing the instrument 
for clinical use. At a further stage of the 
instrument’s development it will be neces- 
sary to ascertain its predictive value for 
specific individuals’ outcomes or for di- 
recting treatment-matching protocols. 

It remains to be determined how 
much the RAATE-CE enhances clinical as- 
sessment and treatment planning beyond 
conventional methods. Future work 
should consider the following: ‘1) The 
RAATE-CE factor structure should be ex- 
amined to determine which items may be 
most predictive and to determine subscale 
thresholds or “cutoff” scores. Also, the in- 
tercorrelation between subscales A and B 
indicates a psychometric weakness of the 
instrument that should be studied to deter- 
mine whether corrections in the instru- 
ment’s design are warranted. 2) Future 
studies should further validate the RAATE- 
CE by examining new samples with other 
tests of validity, such as clinicians’ predic- 
tions. 3) Studies should assess the impact 
of the instrument on clinical care. 4) Fi- 
nally, studies should test empirically the 
instrument’s value in treatment-matching. 
This work is under way as part of the NIDA- 
funded Collaborative Study of Psychother- 
apy for Cocaine Use Disorder. 

THE AMERICAN JOURNAL ON ADDICTIONS 259 



Assessing Treatment Readiness 

Tbis work was suppored by tbe Park- 
side MedicaZ Services Corporation, Park 

Ruge, IL, and National Institute on Drug 
Abuse Grant DA 07693. 

References 

1. &&eland F, Lundwall L: Dropping out of treat- 
ment: a critical review. Psychd Bull 1975; 82:738- 
783 

2. -pen G: Motivation in the treatment of alco- 
holism. Addict Behav 1989; 14:197-200 

3. McMahon RC, Kouzekanani K, DeMarco LA, et al: 
C w t i v e  motivations for drinking among alco- 
holics: factor stcuctlve and correlates. Am J Drug 
Alcohol Abuse 1992; 18:477487 

4. Pickens RW, Johvuon CE: Cnving: cozlseflsus of 
status and agenda for future rcscuch. Drug Alco- 

5. Weedman R: Alcohol and Drug "Patient Records" 
Manual for Instructors. Naples, FL, Healrhcare 
Network, Inc., 1990 

6. White W, Mee-Lee 0: Substance use disorder and 
college studeno: Xnpatient treatment issues-a 
model of practice. Journal of college Student 

7. Mee-Lee 0: The Recovery Attitude and Treatment 
Evaluator (RMTE): an instrument for patient 
progress and treatment assignment. Proceedings 
of the 34th International Congress on Alcoholism 
and Drug Dependence, 1985; 424426 

8. Mee-Lee D: An instrument for treatment progress 
and matching: the Recovery Attitude and Treat- 
ment Evaluator (RAATE). J Subst Abuse Treat 
1988; 5:183-186 

9.McLellan AT, luborsky L, Woody GE: An im- 
proved diagnostic evaluation instrument for sub- 
stance abuse patients: The Mdiction Severity 
Index. J Nerv Ment Dis 1980; 168:2&33 

10. Babor TF, H o h a n n  M, DelBoca FK, et al: "ypes 
of alcoholics, I: Evidence for an empiricalky de- 
rived typology based on indicators of vulnerabil- 
ity and severity. Arch Gen Psychiatry 1992; 
49599-608 

11.Helzer J, Canino G, Yeh E, et al: Alcoholism- 
North America and Asia: a comparison of popula- 
tion surveys with the Diagnostic Interview 
Schedule. Arch Gen Psychiatry 1990; 47315319 

12. Donovan DM, Kivlahan DR, Walker RD: Alcoholic 
subtypes based on multiple assessment domains: 
validation against treatment outcome. Recent Dev 

hol Depend 1992; 30:127-131 

P s y c h o t h ~ p y  1988; 2:177-203 

Alcohol 1986; 4:207-222 
13.Annis H: Patient-treatment matching in the man- 

agement of alcoholism. NIDA Resear& Mono- 

14. Cernowky 22: Control groups in routine evalu- 
ations of outcomes of alcoholism treatment. M- 
vances in Alcohol and Substance Abuse 1986; 
6:77-87 

15. Waisberg JL: Patient characteristics and outcome 
dinpatient treatment for alcoholism. Advances in 
Alcohol and Substance Abuse 1990,8:9-32 

16. Powell BJ, Penick EC, Nickel EJ, e t  al: Outcomes 
of comorbid alcoholic men: a 1-year follow-up. 
Alcohol Clin E;up Res 1992; 16:131-138 

17.Alcoholism Treatment Assessment Research In- 
struments (Handbook Series 2). Edited by Letteri 
D, Nelson J, Sayers M. Washington, DC, National 
Institute on Alcohd Abuse and Alcoholism. 1985 

18. IaJeunesse C. Thorcnson R: Generalizing a pre- 
dictor of male alcoholic treatment outcomes. Int 
J Addict 198&23:185205 

19. P&ka J, Diclemente C, N o r u o s s  J: In search 
of how people change. Am Psychol 1992; 

20. Miller WR, Benefield RG, Tonigan JS: Enhancing 
motivation for change in problem drinking: a 
controlled comparison of two thempist styles. 
J Consult Clin psych 1993; 61:455-461 

21. Smith M, HoKman N, Nederhoed R: The develop- 
ment and reliability of the RMTE-CE. J Subst 
Abuse 1992; 4:355-363 

22. Prochaska J, DiClemente C: Stages and processes 
of self-change of smoking: toward an integrative 
model of change. J Consult Clin Psychol 1983; 
51:390-395 

23. Kanfcr F: Implications of a self-regulation model 
of therapy for treatment of addictive behaviors, in 
Treating Addictive Behaviors: Processes of 
Change. Editedby Mier W, Heather N. NewYork, 
Plenum, 1986, pp 27-47 

24.Mder W, Rollnick S: Motivational Interviewing: 
Preparing People to Change Addictive Behavior. 
New York, Guilford, 1991, p 348 

Bnph 1988; 90:152-161 

471102-1114 

260 VOLUME 4 NUMBER 3 SUMMER 1995 




