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Abstract  

 

Thesis Title: Raise the Roof: Cognitive Associations of Homelessness and Implications for 

Problematic Substance Use 

 

Student: Lorna Crean 

 

Problematic substance use (PSU) affects 39.5 million people worldwide, an increase 

of 45% in the past decade. Homelessness is a chronic and growing issue, affecting 

approximately 100 million people globally. The bi-directional relationship between PSU and 

homelessness, including the inhibition of housing acquisition via PSU and of difficulties 

maintaining sobriety through homelessness, is well-established. Cognitive research has 

identified numerous traits which may be trained to optimise PSU recovery; of these, time 

perspective, affectivity, and self-control appear central. Meanwhile, a body of work 

documents executive function disparities between individuals with and without homes. 

However, despite the high co-occurrence between PSU and homelessness, the implications of 

these for PSU recovery appear considerably unexplored.  

The major hypothesis underlying this body of research is that cognitive adaptations 

associated with homelessness increase risk of PSU. The traits Desire for Control, Locus of 

Control, Affective Forecasting, and Recent Life Events were investigated. Firstly, this project 

aimed to delineate the relationship between Locus of Control and abstinence in PSU 

treatment clients. Secondly, to reveal potential differences in cognitive traits relative to stable 

and independent accommodation. Thirdly, to investigate possible variance in the role of these 

traits for sobriety in PSU treatment clients, dependent on residential stability. Finally, to 

examine the potential ability of a simple intervention to adjust relevant traits and substance 

use in people experiencing homelessness. 

A systematic review examined the role of Locus of Control in PSU treatment client 

recovery. Cognitive assessments and residential histories of 60 adult PSU treatment clients 

were compared and independently correlated with treatment outcomes. Efficacy of an 

episodic future thinking intervention via Internality was investigated with people 

experiencing homelessness in detoxification treatment.  

Our major findings indicate that moderated Locus of Control and particularly Internal 

Locus of Control beliefs may best facilitate optimal PSU treatment outcomes, irrespective of 

housing status. This trait may also be modifiable using a brief cognitive reframing 

intervention with people experiencing homelessness in detoxification treatment. Significant 

differences between homeless and housed groups on selected cognitive variables were not 

revealed. Future research and practice should consider the potential impact of homelessness 

on cognitive traits pertinent to PSU treatment.
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Chapter One. Introduction  

1.1 Project Introduction 

Problematic substance use (PSU) is a psychological condition in which the individual 

uses psychoactive substances in a way that negatively impacts their health and well-being 

(Tiffany et al., 2012). It is highly prevalent, with latest global figures indicating that alcohol 

and drug/substance use disorders affect 400 million and 64 million people, respectively 

(United Nations Office on Drugs and Crime [UNODC], 2024; World Health Organisation 

[WHO], 2024). This is concerning, considering the detrimental personal and societal impacts 

(Manthey et al., 2021; Whiteford et al., 2015). Research has identified a collection of 

cognitive traits that can be therapeutically trained to promote abstinence and recovery; many 

surround time perception, emotion regulation, and self-control (Bickel et al., 2023; Brooks et 

al., 2017; Tang et al., 2016). Despite this, abstinence and recovery remain atypical and 

permeated by relapse (Fleury et al., 2016). Thus, fine-tuning existing research is required. 

PSU and homelessness are strongly associated (McVicar et al., 2015). International 

consensus defining homelessness appears elusive, seemingly due to its complexity (Amore et 

al., 2011). However, it is a dynamic social process of micro and macro constituents (Lee et 

al., 2021; Maguire, 2017). Most recent estimates suggest 100 million people are currently 

homeless worldwide, with a further 1.6 billion inadequately housed in informal settlements 

such as slums (United Nations Human Settlements Programme [UN-Habitat], 2021). This is 

another worldwide crisis with serious health and economic sequelae (Bowen et al., 2019; 

Culhane, 2008; Gaetz, 2012; Zaretzkt et al., 2008). Cognitive disparities between homeless 

and housed individuals are repeatedly revealed (Depp et al., 2015; Stone et al., 2019). 

However, the potential interaction of these disparities with regard to treatment for PSU 

appears underexplored. 



2 
 

This chapter provides overviews of PSU, homelessness, their interactions, current 

treatment landscapes, and knowledge of cognitive processes relating to both. Project 

hypotheses and aims are then introduced.  

1.2 Problematic Substance Use 

 Background literature and justification for the methods and operational definitions 

used throughout this thesis regarding PSU are provided in this section.  

1.2.1 Definitions of Problematic Substance Use, Abstinence/Relapse, and Treatment 

Outcomes/ Recovery 

1.2.1.1 Clinical Definitions. ‘Substance Use Disorders’ (SUDs) are a group of 

disorders, classed under ‘Substance and other Addictive Disorders’, in the most up-to-date 

version of the psychiatric diagnostic statistical manual, the DSM-V-TR (American 

Psychiatric Association, 2022). They are classed through satisfaction of the principal criterion 

‘A problematic pattern of use leading to clinically significant impairment or distress, as 

manifested by at least two of the following, occurring within a 12-month period of time.’ 

Table 1.1 outlines the 11 diagnostic criteria under their domain of effect. 
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Table 1.1 

Substance Use Disorder Diagnostic Criteria as Outlined in the DSM-V-TR (2022) 

Impaired control 

Substance is often taken in larger amounts or over a longer period than was intended 

There is a persistent desire or unsuccessful efforts to cut down or control alcohol use 

A great deal of time is spent in activities necessary to obtain, use, or recover from its 

effects 

Craving, or a strong desire or urge to use 

Social problems 

Recurrent use resulting in a failure to fulfil major role obligations at work, school, or 

home 

Continued use despite having persistent or recurrent social or interpersonal problems 

caused or exacerbated by the effects of alcohol 

Important social, occupational, or recreational activities are given up or reduced 

because of the substance 

Risky use 

Recurrent use in situations in which it is physically hazardous 

Use is continued despite knowledge of having a persistent or recurrent physical problem 

that is likely to have been caused or exacerbated by (drug) 

Physical dependence 

Tolerance- Increased or decreased need 

Withdrawal- syndrome- or taken to relieve or avoid withdrawal symptoms 

 

As per the DSM-V-TR, meeting any two to three of the diagnostic criteria indicates a 

‘mild’ form of the condition/disorder, four to five a ‘moderate’ state, and six or more a 

‘severe’ form of SUD. These disorders are individually diagnosed according to the misused 

psychoactive substance which fall under the following broad categories: ‘Alcohol’, 

‘Cannabis’, ‘Hallucinogens’, ‘Inhalants’, ‘Opioids’, ‘Sedatives/ Hypnotics’, ‘Stimulants’, 

‘Tobacco’, and ‘Other’. However, diagnosis refers to the specific substance in question, not 

its overarching category; for example, ‘methamphetamine’, not ‘stimulant’. Consequently, a 
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polysubstance user may be concurrently diagnosed with several clinical diagnoses, such as 

‘severe heroin use disorder, moderate cocaine use disorder, and mild benzodiazepine use 

disorder’. ‘Remission’ is classed by the same manual in two stages; ‘Early Remission’ when 

‘after full criteria are met, none have been met for at least three months’, and ‘Sustained 

Remission’ when the same symptom reversal (i.e., full criteria are not met) has occurred for 

12 months or more. 

1.2.1.2 Operational Definitions Used in The Current Thesis. Although coined 

Substance Use Disorders (SUDs) by the American Psychiatric Association (APA), these 

conditions are described as Problematic Substance Use (PSU) throughout this thesis. The 

justification for this is multifactorial. As this project focuses on people experiencing 

homelessness (PEH) and substance misuse, who frequently encounter substantial difficulties 

accessing healthcare (Omerov et al., 2020), and, according to recent systematic review and 

meta-analysis experience significantly reduced access to General Practitioners (GPs) in 

Ireland (Ingram, Buggy, Elabbasy, & Perrotta, 2024), it is highly likely that the participants 

contributing to this project do not have clinical diagnoses as outlined in section 1.2.1 for their 

condition(s). In this way, referring to these participants as having SUDs would be inaccurate 

and interfere with the potential integration of this research to the field more broadly. 

Including only diagnosed individuals could bias results towards those for whom mental 

health services are more easily accessed, misrepresenting the actual homeless population. I 

proffer that people attending residential PSU treatment services are almost certainly using 

psychoactive substances to a degree that is problematic and warrants investigation (also 

wishing to seek treatment or stop using substances is a diagnostic criterion under the DSM-V-

TR). Consequently, attending treatment is utilised as a proxy for PSU in the experimental 

studies of this thesis. More theoretically, I propose that the word disorder connotes 

chronicity, antagonising the idea of possible recovery. Alternatively, problematic holds a 



5 
 

more transient implication, of possible alleviation. For these reasons, Problematic Substance 

Use (PSU) is used to describe the issues faced by the participants who contributed to the 

experimental components of this project. Our use of this phrase is supported throughout 

contemporary academic literature, with similar defence (Brophy, Dyson, & Rittenbach, 2023; 

Carver et al., 2020; Cherner et al., 2017; Delker et al., 2014). However, please note that the 

phrase Substance Use Disorder (SUD) is retained within the systematic review described in 

Chapter Three to reflect the terminology used by the research compiled to create this piece. In 

the context of the systematic review, it was viewed to be the most appropriate term to capture 

the representative literature in the field to best address the review’s research questions. 

 Although the DSM-V-TR uses the term ‘remission’ to describe alleviation of PSU 

symptoms, the phrase more frequently used throughout the academic literature, practice, and 

policy is ‘recovery’ (Best et al., 2018; Hoeppner et al., 2019; Jones, Noonan, & Compton, 

2020). ‘Recovery’ encapsulates more holistic criteria than the biomedical terms ‘remission’ 

or ‘rehabilitation’ which identify the issue as one that is chronic and/ or recurring; a 

perspective that is contested as being a societal construction rooted in AA models due to the 

heterogeneity of symptoms, trajectories, personal and social factors among people with PSU, 

and also as undermining the agency and motivation for recovery of those affected (Wiens & 

Walker, 2015). ‘Recovery’ avoids the moral associations made by the traditional terms 

‘reformation’ and ‘redemption’, the former closely tied to the criminal justice system and the 

latter to spiritual atonement; both of which are now implicated in the stigmas associated with 

the issue (El-Guebaly, 2012; Inanlou et al., 2020; White, 2007). Although a relatively fluid 

construct across the academic literature, several recent investigations have worked to identify 

agreements in the field and to construct working definitions of PSU recovery (Ashford et al., 

2019; Inanlou et al., 2020; Witkiewitz et al., 2020; Zemore et al., 2023). These broadly agree 

that PSU recovery is an individualised process, rather than a goal, which produces enhanced 
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well-being via the reduction of substance use (Brophy et al., 2023). Similarly, relapse is a 

ubiquitous term in the PSU literature that is measured according to several definitions; recent 

concept analysis compiled and analysed this to construct a working definition of relapse as a 

regression in the recovery process, prompted by a return to the previous behaviour of 

substance use, despite the intention to stay abstinent (Moon & Lee, 2020). While total 

abstinence from all substances may be required for individuals with more severe forms of the 

issue (Ashford et al., 2019; Kaskutas et al., 2014; Schoenberger et al., 2022; White, 2007), 

the parameters of substance use and well-being are ultimately the decision of each individual 

in recovery (Inanlou et al., 2020; Okrant, 2019; Schoenberger et al., 2022; Witkiewitz et al., 

2020). This complicates quantitative measurement of PSU recovery (Okrant, 2019). While 

abstinence duration is often utilised (Laudet, 2007; White, 20007), this operationalises 

recovery as an endpoint that must be sustained rather than a process without time limit and a 

personalised pathway. Recognising this, measurements such as reduced substance use and 

DSM-defined and presented symptoms are acknowledged as more reflective empirical 

referents (Borkman et al., 2016; Brophy et al., 202; El-Guebaly, 2012; Laudet 2007; White, 

2007). Within cognitive psychological investigations specifically, measurements of substance 

use are far more commonplace (Athamneh et al., 2023; Emery et al., 2022; Gilbey & 

Wilcockson, 2024; Rezapour et al., 2021; Sliedrecht et al., 2021). With respect to the 

empirical investigations of the current thesis, research participants are attendees of 

abstinence-based rehabilitation/treatment programmes; thus, cessation of, or at least reduced, 

substance use is a significant recovery goal. Therefore, for the dual purposes of ecological 

validity and comparison with the broader field, frequency of substance use episodes during 

treatment is assessed as a proxy for PSU recovery within the experimental investigations 

described in this thesis. As our assessments measure group, rather than individual, substance 

use they can be understood to reflect reduced group substance use, which is an appropriate 
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indicator of PSU recovery regardless of whether complete abstinence from substances is 

within each individual's PSU recovery plan. Again, to reflect the literature included in this 

piece, other proxies for PSU recovery, such as duration or intensity of substance use episodes 

as well as treatment engagement, are included in our systematic review. 

1.2.2 Negative Consequences of PSU 

Annually, 0.6 million deaths are related to psychoactive drug use with a further 2.6 

attributable to alcohol consumption, accounting for 5.8% of all global deaths (WHO, 2024b). 

The harms caused by PSU, as outlined by the DSM-V-TR’s criteria, are multifaceted and 

considerable (Nutt et al, 2007). Regarding alcohol misuse, medical research suggests alcohol 

consumption contributes to over 200 physical, mental, and accidental health issues. These 

include falls, burns, and drowning, alongside liver cirrhosis, diabetes, heart diseases, various 

cancers, and mental health issues such as depression and anxiety (Rehm et al., 2017; WHO, 

2014, 2018). However, the harms of alcohol are not limited to the individual; in 2019, of 

298,000 global deaths from alcohol-related road crashes, 156,000 were due to someone else’s 

drinking (UNODC, 2024). Alcohol consumption during pregnancy increases the risk of 

miscarriage, pre-term, and stillbirths, alongside foetal alcohol spectrum disorders (FASDs; 

UNODC, 2024). Alcohol is also a key driver of intimate partner violence (IPV) and sexual 

assault (Finney, 2004; Foran & O’Leary, 2008; McKinney et al., 2010; Radcliffe & Gilchrist, 

2016; Zaleski et al., 2010). All this considered, alcohol use can be attributed to 99.2 million, 

and 4.2% of all, worldwide Disability-Adjusted-Life-Years (DALYs; Degendardt et al., 

2018). 

Drug association to illness and mortality varies by type (Peacock et al., 2018; Pinel & 

Barnes, 2023; Shahbazi et al., 2018; UNODC, 2024; Walker et al., 2017). While the direct 

physical health hazards of chronic opiate use, such as reduced sex drive, pupil constriction 

and menstrual irregularity, are surprisingly minor (Al-Gommer et al., 2007; Babakhanian et 
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al., 2012; Chawla et al., 2021; Darke, 2011; Dhingra et al., 2019; Firth, 2004; Grönbladh, & 

Öhlund, 2011; Grover et al., 2014; Madrid et al., 2018; Pinel & Barnes, 2023), it accounts for 

the second highest number of SUD treatment admissions (33%), the majority of overdoses 

(69%), and the largest proportion of healthy life lost to premature death and disability (71%; 

UNODC, 2024). This is due to the highly addictive nature of these substances combined with 

their illegality; maintaining opiate addiction often leads to poverty, criminal activities, and 

other unsafe practices such as needle sharing which accounted for over half of all new human 

immunodeficiency virus (HIV) infections in 2022 (Albery et al., 2013; Bobashev et al., 2019; 

Brown, 2004; Crean et al., 2021; Edelman et al., 2015; Kaestner, 1999; Kane, 2002; Mateu-

Gelabert et al., 2016; O’Gorman et al., 2016; Smart, & Reuter, 2022). Due to its prevalence 

and increasing chronicity of use, cannabis yields considerable harms, such as increased risk 

of psychosis, motor fatalities, as well as the largest proportion of SUD treatment admissions 

(38%); however, its use is rarely fatal (~0%; UNODC, 2024). Stimulant drug misuse has 

(re)surged in recent years, with Western and Central European cocaine consumption 

increasing 80% from 2011 to 2022, as per wastewater analyses (UNODC, 2024). 

Concurrently, the more potent ‘crack’ cocaine form which is chemically altered to a 

smokable substance is underlying an increasing proportion of cocaine use disorder treatment 

admissions in these areas of the world (UNODC, 2024). Taken together, drug use can be 

linked to 31.8 million, and 1.3% of all, DALYs (Degenhardt et al., 2018). Further, and of 

critical importance, the burden of drug use disorders, as measured by the average annual 

percentage change (AAPC) of deaths and DALYs, has increased exponentially over the past 

three decades, particularly in high-income countries (Shen et al., 2023). More worrying still, 

this trend in rising substance use-related deaths per 1,000 of the global population is expected 

to continue over the coming decades (Kim et al., 2025). 
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Unfortunately, the adverse effects of PSU are not contained to illness and injury. 

These conditions often significantly strain the person’s social network to the point of 

breakdown (Boden et al., 2013; Di Sarno et al., 2021; Ólafsdóttir, 2020). This results in 

disaffiliation, lack of support, loneliness, and marginalisation which then work to perpetuate 

the PSU (Abbas et al.,2021; Aldrigde et al., 2018; Christie, 2022; Hosseinbor, et al., 2014; 

Ingram et al., 2020; Ingram et al., 2020; Jahan et el., 2024; Lander et al., 2013; Pompili et al., 

2010; Unterrainer et al., 2017). Individuals with PSU often struggle to fulfil daily tasks 

(Abdel-Baki et al., 2017; Davies et al., 2015; Gabrielsen et al., 2024; Kronenberg et al., 

2014). This impacts their ability to maintain employment, causing financial pressure (Dagher 

& Green, 2015; Nolte-Troha et al., 2023; Tambling et al, 2021), which can motivate criminal 

activity to satisfy the steep costs associated with such substance use patterns (Achilli et al., 

2024; Caudy et al., 2015; Moore et al., 2019; Prince & Wald, 2018; Scott, 2021). This 

financial and social pressure can then in turn perpetuate the PSU, resulting in a cycle of 

marginalisation, antisocial behaviour, and inadvertent self-harm (Du Rose, 2017; Sierka, 

2015).  

Additionally, PSU bears further societal burdens (Manthey et al., 2021). As ability to 

partake in the workforce dissipates from affected individuals, tax contribution is reduced and 

welfare demand is augmented (Chaloupka et al., 2000; Fuhrmann-Berger, 2018; McCollister, 

& French, 2003; Shield et al., 2015). This pressurises public systems in myriad ways, 

affecting society at large. The consequent estimated economic costs of PSU are stark 

(Copello et al., 2010; de Oliveira et al., 2015; Shield et al., 2015). Healthcare is particularly 

affected, due to the multitude of direct and indirect health consequences stemming from these 

conditions (Urbanoski et al., 2018; Wei et al., 2021). Last but not least, activities associated 

with obtaining and using some of these substances impacts community health, wellbeing, and 
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security (Barrett et al., 2014), which also weighs on judicial and punitive systems (Oteo Pérez 

et al., 2015; Schmidt et al., 2018). 

1.2.3 Prevalence of PSU 

1.2.3.1 Global PSU Prevalence. PSU affects approximately 2.2% of the global 

population or 464 million people (Castaldelli-Maia, & Bhugra, 2022; UNODC, 2024; WHO, 

2024). Alcohol use disorders are most prevalent, at 1.5% of the population, followed by 

cannabis (0.32%), opiates (0.29%), amphetamine (0.10%), and cocaine (0.06%; Castaldelli-

Maia, & Bhugra, 2022; Degenhardt et al., 2018). However, prevalences in the problematic 

use of various substances differ inter-continentally, with Europe experiencing the highest 

proportion of Alcohol Use Disorders (AUDs), at 2.9% of the combined population, followed 

by Oceania (2.6%), South America (2.4%), North America (2.1%), Asia (1.2%), and Africa 

(0.7%; Institute for Health Metrics and Evaluation [IHME], 2024). Meanwhile, drug use 

disorders are most prevalent in North America (2.4%), followed by Oceania (1.7%), Europe 

(0.9%), South America (0.8%), Asia (0.5%), and Africa (0.3%; IHME, 2024).  

1.2.3.2 European PSU Prevalence. With national surveys indicating that 8.4% of the 

European population have used cannabis in the last year, and 1.5% are daily users, this is by 

far the most commonly used illicit substance in Europe (European Union Drugs Agency 

[EUDA], 2025). Cocaine is the second most commonly used illicit substance in Europe, the 

rate of which is increasing rapidly; in 2023 EU member states reported a record amount of 

cocaine seized for the 7th year in a row (EUDA, 2025). While globally, cocaine use is at an 

all-time high, this increase is starkest in Western and Central Europe where an 80% increase 

between 2011 and 2022 has been indicated through wastewater analyses, alongside a 60% 

increase in treatment demand for problematic use of this substance during the same period 

(WHO, 2024). Moreover, of those requiring treatment for problematic use of cocaine 

between 2011 and 2022 in Western and Central Europe an increasing proportion primarily 



11 
 

use its more potent free base form ‘crack’ (WHO, 2024). MDMA is the second most 

commonly used stimulant after cocaine but is rarely cited as a reason for entering PSU 

treatment (EUDA, 2025). Amphetamine, methamphetamine, and synthetic cathinones1 are 

further central nervous system (CNS) stimulants; while amphetamine was historically the 

most common in Europe, the presence of synthetic cathinones is becoming more widespread 

(EUDA, 2025). Opioids are present in 69% of European overdose deaths; heroin remains 

Europe’s most commonly used illicit opioid and is responsible for a large share of the disease 

burden attributed to illicit substances (EUDA, 2025). However, the cohort of heroin users in 

Europe appears to be ageing (EUDA, 2025). While the route of heroin administration appears 

to be shifting from injection to other routes like smoking, this substance is being increasingly 

used in combination with other substances; as heroin is a respiratory depressant, this poses a 

particular risk of overdose (EUDA, 2025). Currently, synthetic opioids such as fentanyl are 

scant in the European drug market (EUDA, 2025). Non-controlled benzodiazepines continue 

to pose a threat to European health; mimicking CNS depressants used to treat insomnia and 

anxiety, these street tablets are still available in more than two thirds of European countries. 

GHB, a further CNS depressant, was the fifth most common drug reported by Euro-DEN Plus 

hospitals in 2023 (EUDA, 2025). Ketamine is an authorised medical anaesthetic and as such 

is subject to different regulatory controls. Because of this, monitoring the illegal ketamine 

market is more challenging. However, indicators such as drug seizures suggest illicit use of 

this substance is increasing (EUDA, 2025). While still low, ketamine PSU treatment 

admissions have risen from 300 in 2018 to 1380 in 2023 and doubled from 2022 to 2023. 

New Psychoactive Substances (NPSs) are being developed at an alarming rate to avoid legal 

control; these include synthetic cannabinoids, synthetic opioids, and synthetic cathinones. In 

 
1Note. Synthetic Cathinones are New Psychoactive Substances (NPS), the uptake of which has increased rapidly 

in recent decades (Karila et al., 2015). They are amphetamine analogues which go by the name ‘snow blow’ 

(Giese et al., 2015; Soares et al., 2021).  
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keeping with development rates since 2016, 47 NPSs were first detected in 2024. However, 

record quantities have been seized in the past two years (EUDA, 2025). 

1.2.3.3 Irish Prevalence of PSU. Surveys of drug use in the Irish population have 

been carried out every four years since 2002 (Health Research Board [HRB], 2025). These 

surveys show that the proportion of 15-64 year olds living in Ireland who had ever used illicit 

drugs increased from approximately 19% in 2002 to 27% in 2019 (HRB, 2025). The current 

proportion has been stable since approximately 2014; however, of those using illicit 

substances an increasing prevalence uses multiple (HRB, 2025). The number of deaths per 

annum attributable to drug use has increased by 87%, from 431 in 2002 to 806 in 2019 (HRB, 

2025). The drugs being used appear to be shifting; past year cannabis use has decreased from 

2014 to 2019 while ecstasy and cocaine use increased (HRB, 2025). Nonetheless, cannabis 

remained the most commonly used illicit substance within the last year at 91% of the 

population, followed by cocaine (49%), ecstasy (31%), and ketamine (24%; HRB, 2025). 

Males and females exhibited similar levels of substance use, excluding Lysergic acid 

diethylamide (LSD) and psilocybin ‘magic’ mushrooms which were more commonly used by 

males (HRB, 2025). Mean age of commencing the use of various substances has not changed 

throughout this period, remaining between 18 and 21 years of age (HRB, 2025).  

Internationally, Ireland has the 16th highest rate of AUD, at 3.2% of the population, 

and the 8th highest rate of Drug Use Disorder (DUD), at 1.2% of the population (IHME, 

2024). According to data collected from 22 European hospitals as part of the Euro-DEN 

project, Ireland, Norway, and the Netherlands exhibit the highest levels of acute drug toxicity 

hospitalisations (European Monitoring Centre for Drugs and Drug Addiction [EMCDDA], 

2024). Of these, Ireland showed the second highest proportion of drug toxicity 

hospitalisations that include heroin (25%) after Norway (26.73%). Further, Ireland reported 

the second highest prevalence of cocaine use in Europe (4.8%) after the Netherlands (5%) 
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and the 7th highest drug toxicity presentations including benzodiazepines (EMCDDA, 2024), 

while in 2024 synthetic nitazene opioids mis-sold as benzodiazepines resulted in mass 

poisonings among vulnerable community and prison cohorts (EUDA, 2025). Furthermore, 

women constitute the fourth largest proportion of overdoses in Ireland, compared to other 

European countries (EUDA, 2025). Drug use prevalence is highest in Ireland’s most and least 

economically advantaged areas; however, the negative impacts of drug-related activities are 

strongest in the country’s least affluent areas (HRB, 2025). 

1.2.4 Intersectional Stigma  

Intersectionality theory postulates that people live with numerous interrelated 

attributes that exist along various dimensions ranging from privilege to marginalisation 

(Rosenthal, 2016). These attributes interact in distinct ways, such that, for example, to be a 

black woman is not equal to the additive disadvantages of being black plus being a woman 

(Hancock, 2011). These dimensions are created via stereotypes to enforce power dynamics 

(Link & Phelan, 2014). Their valences are thus heavily influenced by macro, meso, and micro 

political and cultural structures and are consequently sensitive to both time and space 

(Dhamoon & Hankivsky, 2011; Winker, & Degele, 2011). In this way, individuals often 

experience varying degrees of entitlement and oppression in concert (Pescosolido & Martin, 

2015). 

 Stigmas are socially constructed negative associations linked to arbitrary personal 

attributes which come to function at a subliminal level (Major & O’Brien, 2005). They inflict 

a plethora of negative consequences on targets, such as impeding housing and employment 

opportunities, disrupting interpersonal relationships, and undermining mental and physical 

health (Krendl & Perry, 2023). In fact, they are recognised as a fundamental cause of health 

inequities (Hatzenbuehler et al., 2013). Stigmas exist within intersectionality (Williams & 

Frederick, 2015). The multidimensional origins of stigmas are similar to and often overlap 
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with those concocting intersectionality dimensions (Pescosolido & Martin, 2015). 

‘Intersectional stigma’ describes the unique stigmas faced by individuals who live with 

multiple compounding stigmatised attributes (Earnshaw, 2020). In this way, these stigmas act 

as a ‘complex within a complex’ (Turan et al., 2019). 

Individuals with SUD tend to endure more incisive and pervasive stigmatising beliefs 

than those with other mental health issues (Room et al., 2001; Rundle et al., 2021; Schomerus 

et al., 2011). This results in greater public desire for social distance from those affected in 

comparison with other mental illnesses (Kilian et al., 2021). The observable paucity of 

academic literature examining SUD stigma processes when compared to those of other 

mental illnesses reflects this (Corrigan et al., 2016; Krendl & Perry, 2023; Kulesza et al., 

2013). The increased stigmatisation of individuals with SUD appears linked to the societally 

perceived choice to enact these behaviours (Schomerus et al., 2011), paired with the 

inadvertent harms they often inflict on others via passive smoking (Khoramdad et al, 2020), 

neglectful parenting (Walsh, et al., 2003), motor crash fatalities (WHO, 2016), and increased 

aggressive behaviours (Beck & Heinz, 2013; Parrott, & Eckhardt, 2018). As such, SUD 

stigma is theorised to serve a societal function by enforcing perceived ‘acceptable’ non- to 

moderate substance use boundaries (Phelan et al., 2008). However, this strategy is inherently 

flawed (Earnshaw, 2020). SUDs are not exclusively controlled by the individual; they have 

biological, social, and environmental underpinnings (Merikangas, & McClair, 2012). 

Consequently, they cannot be prevented by stigmas (Schomerus & Corrigan, 2022). Stigma 

also impedes treatment access and recovery outcomes via shame and undercut self-esteem 

(Crapanzano et al., 2018). 

1.2.5 Treatment Access and Coverage 

 Latest estimates suggest only approximately one in 11 individuals with PSU access 

various types of treatment worldwide, a decrease from preceding years (UNODC, 2024). 
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These figures vary substantially across regions, with reduced access in lower-income 

countries. In comparison with Africa at 2.8%, Europe has the highest treatment coverage at 

around 26%, which further rises to about one in three for Western Europe. The 

socioeconomic characteristics of those accessing treatment across global subregions appear 

similar; with the exception of African nations, the level of education of people in PSU 

treatment tends to be lower than that of the general population and the proportion of people 

without access to stable housing stands at around 10% (UNODC, 2024). In Ireland, latest 

reports indicate that approximately 8,163 individuals were treated for problematic alcohol use 

in 2023 and 13,295 for problematic drug use in 2024 (Lynch, Tierney, & Lyons, 2025; 

O'Neill, Ní Luasa, Lyons, & Carew, 2024). From 2022 to 2023, this number increased at the 

drastic rate of 9.7% (HRB; 2025b). The mean age of those using alcohol was 44 for females 

and 42 for males, with females comprising 36% (O'Neill, Ní Luasa, Lyons, & Carew, 2024). 

Twenty-five per cent (25%) of those with alcohol as their primary substance also used other 

drugs, mainly cocaine and/or cannabis, and 57% of those with alcohol as their primary 

substance of concern had children (O'Neill, Ní Luasa, Lyons, & Carew, 2024). Primary 

cocaine use represents a rapidly increasing proportion of the drug using cohort, which jumped 

from 21.2% in 2022 to 24.2% in 2023 (HRB, 2025b). Furthermore, 25% of these report 

problematic use of the more potent smokable form, crack cocaine (Lynch, Tierney, & Lyons, 

2025). As with alcohol, cocaine was the most commonly cited substance among polydrug 

users, mostly in combination with alcohol, cannabis, or opioids (HRB, 2025a; Lynch, 

Tierney, & Lyons, 2025). In 2024, cocaine was the primary concern for the largest proportion 

of those using substances other than alcohol at 40%, while opioids accounted for 25%, 

cannabis 17%, and benzodiazepines 13% (Lynch, Tierney, & Lyons, 2025). Females 

accounted for 30% of those attending PSU treatment for drugs; in 2024 their mean age was 

35, while for males it was 33 (Lynch, Tierney, & Lyons, 2025). Mirroring other European 
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countries, the Irish opiate using population appears to be increasing in age but decreasing in 

numbers (EUDA, 2025; HRB, 2025b).  

1.2.6 Women 

PSU disproportionately affects disadvantaged genders, including women (UNODC, 

2024). Although men make up over three quarters of the global drug-using population, 

women who use substances face greater harms from their use and barriers to accessing 

treatment (European Monitoring Centre for Drugs and Drug Addiction [EMCDDA], 2023; 

Simpson & McNulty, 2008). Many of these harms and barriers stem from conventional 

gender roles and power structures. Women are more likely than men to be introduced to 

substance use or heavy substance use by their partners; they are also more likely to ask their 

partners to inject them. Women who use substances are more susceptible to gender-based 

violence and sexual assault than men (Plaza-Hernàndez et al., 2023). They are also 

considerably less likely to enter treatment; while one in seven men with PSU enter treatment 

worldwide, just one in 18 women do the same (UNODC, 2024).  

1.3 Homelessness 

1.3.1 Defining Homelessness 

 1.3.1.1 Defining Homelessness Globally. Defining homelessness, a form of poverty 

discussed only since the latter half of the last century, and the understanding of which has 

varied considerably across time and space, is complex (Cross et al., 2010; O’Sullivan, 2023). 

Initially understood as a labour issue explained via individual-level indolence and targeted 

via punishing means of survival beyond the labour market such as begging, charity, and 

prison-labour, understanding of homelessness has been transformed into a systemic issue 

stemming from lack of affordable housing options (Bloom, 2005; Fowle, 2022; O’Sullivan, 

2023). The length of time required to be considered as experiencing homelessness, from one 

to 30 nights, has also been contested over the past decades (Lima, Hearne, & Murphy, 2023; 
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Toro, 2007; Toro & Warren, 1999). While understood to be a shared global phenomenon, in 

acknowledgement of the significant international economic inequities in existence, definition 

as such often includes only the most extreme forms such as rough sleeping (marginally or un-

sheltered in a sleeping bag and/ or tent), emergency shelters, squatting (living in usually 

derelict buildings unknown to the owners and illegally), and informal settlements including 

slums and shanty towns (Busch-Geertsema et al., 2016). However, while individuals residing 

in self-constructed basic dwellings in countries where this is not the norm may be considered 

‘homeless’, in regions where makeshift houses are widespread, only those sleeping without 

shelter may fall into this category (Allen et al., 2020; Cross et al., 2010; Speak, 2019). 

 1.3.1.2 Defining Homelessness in Europe. A previous European Typology on 

Homelessness and Housing Exclusion (ETHOS) by the European Federation of National 

Organisations Working with the Homeless (Fédération Européenne d’Associations 

Nationales Travaillant avec les Sans-Abri; FEANTSA) mandates absence of physical 

structure, social control, and legal tenure (Busch-Geertsema, 2010; FEANTSA, 2007). 

However, this has been denounced as reflecting only a small fraction of those considered 

homeless by the standards of the Global North by only accounting for those sleeping rough or 

in emergency shelters who are included in census counts, but ignoring those sofa surfing 

(staying on family or friend’s couches and often moving through a series of one to the next 

after short periods of time) or squatting who have roofs but lack privacy and ownership 

(Amore et al., 2011). Several contemporary researchers refer to a ‘continuum of 

homelessness’ which runs from the stably housed, to those precariously housed and/ or at risk 

of homelessness, to those in temporary accommodations or non-homeless institutions, to 

those on the street or in emergency shelters (Toro, 2007). In this way, the original FEANTSA 

ETHOS is lauded as more culturally inclusive, recognising the so-called “hidden homeless”; 

those staying with family and friends or squatting because they have nowhere else to go 
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(Pleace & Bretherton, 2013). While these people have physical roofs, they lack control over 

the physical, social, and legal domains of their accommodations; they are not observed in 

census counts, but experience what FEANTSA describe as “housing exclusion” (FEANTSA, 

2005). This considered, homelessness may be better understood as a culturally-relative state 

of psychological distress, stemming from a lack of ‘home’, rather than ‘house’ (Pleace & 

Hermans, 2020). In this respect, the word ‘home’ goes beyond physical roofed structures to 

hold cultural, emotional, and psychological dimensions - often pertaining to security (Meers, 

2023). The most recent ETHOS put forth by FEANTSA more closely reflects this 

understanding (FEANSTA, 2017). While it does not attempt to harmonise transnational 

definitions, it provides shared language for communication. It segregates individuals 

experiencing homelessness into four main categories with 13 subcategories along a spectrum 

of homelessness, presented in Table 1.2.  
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Table 1.2 

The European Typology of Homelessness and Housing Exclusion (ETHOS) Created by FEANTSA 

  Operational Category Living Situation Generic Definition 

C
o

n
c
e
p

tu
a

l 
C

a
te

g
o

ry
 

R
o

o
fl

es
s 1.     People living rough  1.1 Public or external space Living in the streets or public spaces, without a shelter that 

can be defined as living quarters 

2.     People in emergency 

accommodation 

2.1 Night Shelter People with no usual place of residence who make use of 

overnight shelter, low threshold shelter 

H
o

u
se

le
ss

 

3.     People in accommodation for 

the homeless 

3.1  Homeless hostel 

3.2  Temporary accommodation 

3.3  Transitional supported 

accommodation 

Where the period of stay is intended to be short term 

4.     People in women’s shelter 4.1 Women’s shelter 

accommodation 

Women accommodated to experience of domestic violence 

and where the period of stay is intended to be short term 

5.     People in accommodation for 

immigrants 

5.1  Temporary accommodation/ 

reception areas 

5.2  Migrant workers’ 

accommodation 

Immigrants in reception or short-term accommodation due 

to their immigrant status 

6.     People due to be released 

from institutions 

6.1  Penal institutions 

6.2  Medical institutions* 

6.3  Children’s institutions/ homes 

No housing available prior to release 

Stay longer than needed due to lack of housing 

No housing identified (e.g. by 18th birthday) 
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In
se

cu
re

 

7.     People receiving longer-term 

support (due to homelessness) 

7.1  Residential care for older 

homeless people 

7.2  Supported accommodation for 

formerly homeless people 

Long stay accommodation with care for formerly homeless 

people (normally more than one year) 

8.     People living in insecure 

accommodation 

8.1  Temporarily with family/ 

friends 

8.2  No legal (sub)tenancy 

8.3  Illegal occupation of land 

Living in conventional housing but not the usual place of 

residence due to lack of housing 

Occupation of dwelling with no legal tenancy illegal 

occupation of a dwelling 

Occupation of land with no legal rights 

9.     People living under threat of 

eviction 

9.1  Legal orders enforced (rented) 

9.2  Re-possession orders (owned) 

Where orders for eviction are operative 

Where mortagee has legal order to re-possess 

10.  People living under threat of 

violence 

10.1 Police recorded incidents Where police action is taken to ensure place of safety for 

victims of domestic violence 

In
ad

eq
u
at

e 

11.  People living in temporary/ 

non-conventional structures 

11.1 Mobile homes 

11.2 Non-conventional building 

11.3 Temporary structure 

  

Not intended as place of usual residence 

Makeshift shelter, shack or shanty 

Semi-permanent structure hut or cabin 

12.  People living in unfit housing 12.1 Occupied dwellings unfit for 

habitation 

Defined as unfit for habitation by national legislation or 

building regulations 

13.  People living in extreme over-

crowding 

13.1 Highest national norm of 

overcrowding 

Defined as exceeding national density standard for floor-

space or useable rooms 

 

*Includes drug rehabilitation institutions, psychiatric hospitals, etc.  
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 1.3.1.3 Defining Homelessness in Ireland. As a European country of the Global 

North, Ireland’s conceptualisation of homelessness largely mirrors that provided by 

FEANTSA (2017). The Housing Act, 1988 details that ‘-A person shall be regarded by a 

housing authority as being homeless for the purposes of this Act if- (a) there is no 

accommodation available which, in the opinion of the authority, he, together with any other 

person who normally resides with him or who might reasonably be expected to reside with 

him, can reasonably occupy or remain in occupation of, or (b) he is living in a hospital, 

county home, night shelter or other such institution, and is so living because he has no 

accommodation of the kind referred to in paragraph (a), and he is, in the opinion of the 

authority, unable to provide accommodation from his own resources.’ In practice, Ireland’s 

local authorities tend to appreciate each form of homelessness explicitly detailed in 

FEANTSA’s (2017) ETHOS, as is also indicated by this Act. Consequently, in keeping with 

the legislative and practical understanding of homelessness in Ireland and Europe, the types 

of homelessness outlined in FEANTSA’s (2017) ETHOS are those encapsulated by any 

reference to homelessness throughout the remainder of this thesis.  

1.3.2 Prevalence of Homelessness 

 1.3.2.1 Global Prevalence of Homelessness. The nebulous consensus surrounding a 

global “homelessness” definition renders worldwide prevalence estimates exceptionally 

difficult to ascertain (Deleu et al., 2023; Pleace & Hermans, 2020). Compounded by financial 

and time constraints, the most recent attempt, and widely referenced count, was made by the 

UN almost 20 years ago in 2005 (UN-Habitat, 2020, 2021). However, a more recent attempt 

by the Organisation for Economic Co-operation and Development suggests about half of the 

world’s countries have a homeless population of more than one per 1,000 people (OECD; 

Herre & Arriagada, 2024). Due to the shortcomings surrounding a cohesive international 

definition discussed above, these estimates tend to focus only on the highly visible city centre 
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street and emergency shelter homeless individuals (Drilling et al., 2020; Robinson, 2006). 

This ignores large proportions of ‘hidden’ homeless individuals who keep away from these 

areas, are only homeless in these ways for short periods of time, or as per their alias, ‘hide’ 

(Agans et al., 2014; Deleu et al., 2023). The result is the sole enumeration of chronically 

homeless individuals who face the most barriers to exiting homelessness and are not as 

endangered in these most explicit homeless locations (O’Sullivan et al., 2020). This leads to a 

distorted portrayal of an issue which mostly affects lone men with high and complex needs; 

typically, addictions and other mental health issues (Daly, Craig, & O’Sullivan, 2018; Cloke 

et al., 2001).  

1.3.2.2 Prevalence of Homelessness in Ireland. Ireland’s homelessness counts 

indicate that this is a critical issue for this country. Currently standing at approximately 

15,747, Ireland’s homeless population has increased 77.4% in the past five years (Department 

of Housing, Local Government, and Heritage, 2020; Department of Housing, Local 

Government, and Heritage, 2025). Of these, almost one-third (4,844) were children, while 

only 4% are over 60 years of age (Central Statistics Office [CSO], 2022; Department of 

Housing, Local Government, and Heritage, 2025). In the most recent Irish census, just under 

40% of the country’s homeless population were female (CSO, 2022). While approximately 

65% are Irish, 45% are non-Irish citizens mostly from Romania (15%), other European 

countries (10%), and Africa (6%; CSO, 2022). Approximately 36% of Ireland’s homeless 

population have a disability or long-lasting condition; the most prolific being psychological 

or emotional (CSO, 2022). However, despite Ireland’s comprehensive definition of ‘home-

lessness’ which is in keeping with contemporary definitions of the international Global 

North, these estimates similarly only refer to those accessing emergency accommodation. 

Thus, indicating that approximately 0.29% of Ireland’s approximate 5.38 million population 

almost certainly underestimates the gravity of the issue within this country and, as described 
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above, most likely caricatures the extent to which it affects males. Unfortunately, further 

research into homelessness trends in Ireland indicate that this caricature is then further 

exaggerated by the ‘institutional circuit’ of temporary accommodations, hospitals, prisons, 

and psychiatric institutions operating in this country which often do not meet the needs of 

their services users but instead ‘perversely perpetuate and maintain people in an endless loop 

of expensive unstable short-term residences in a variety of institutional settings’ (Bashir et 

al., 2021; Daly, Craig, & O’Sullivan, 2018; Hopper et al., 1997).             

1.3.3 Intersectionality and Gender 

The gross oversimplification of homelessness to city centre street and emergency 

shelter dwellers heralds our next issue; the misrepresentation of underprivileged groups in 

homeless populations (Bretherton, 2017; Toro, 2007). This occurs through various means 

(Bretherton & Mayock, 2021). One relates to that mentioned above; the spatially-determined 

inclusion criteria of homelessness counts within narrow and arbitrarily drawn parameters 

around easily reached and easily definable “homeless” spaces in city centre streets and 

emergency shelters. Disadvantaged groups avoid these native male-dominated spaces for 

obvious interpersonal safety reasons such as physical or sexual abuse (Sikich, 2008). This 

reality is underscored by the almost ubiquitous ‘bedding-down’ of many homeless women 

electing the streets with male partners who abuse them, due to its relative safety to sleeping 

alone and ‘unprotected’ (Meyer, 2016; Moss & Singh, 2015; Scott, 2007; Watson 2011). A 

second relates to social care administration internationally whereby lone women with 

children tend to be classed as ‘family’ homelessness and those who become homeless 

escaping IPV and finding solace in women’s refuges as “domestic abuse” (Sikich, 2008). As 

both childcare following separation and IPV disproportionately affect those identifying as 

women, these administrative defaults depict homelessness as a male-centred issue, 

disregarding the types of homelessness faced by women (Cano & Gracia, 2022; Ferraro, 
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2012; González, & Rodríguez-Planas,2020; Hakovirta et al., 2021; Savage, 2016; Williams, 

2011). In a similar fashion, internal migrant homelessness is often labelled ‘asylum seeker’ or 

‘refugee’ (Pleace, 2010). The cross-sectional methods typically used to quantify an inherently 

transient population further gloss over the specific issues faced by disadvantaged homeless 

people (Schneider et al., 2016). Counting individuals sleeping on the streets on a single night 

is a common method employed by national governments; however, this method overlooks the 

temporarily homeless, those beyond the city centre, and those hiding (Gabbard et al., 2007; 

Tsai & Alacón, 2022). Female, family, LGBTQI+, youth, elderly, and immigrant, 

homelessness, to name but a few, are all more readily characterised by hiding, sofa-surfing, 

squatting in informal settlements, or admission to more specialised ‘non-homeless’ services 

(Early, 2005; Kimbler et al., 2017; Morton et al., 2018; Newbold, 2010; Page, 2016). While 

less recognised than those dominating the visible spaces, these ‘hidden’ homeless share a lack 

of control of their physical surroundings and thus privacy, safety, legal rights and exhibit 

similar complex needs (Bretherton, 2017; Bretherton & Mayock, 2021). Unfortunately, it 

does appear to be “a man’s world - even when you’re homeless” (Hamilton, 2007).  

1.3.4 Irish Travellers 

A caveat to this very global understanding of homelessness exists however, 

particularly within the Irish context where this PhD is set. Irish travellers are a distinct ethnic 

minority group comprising 0.6% of the Irish population (Central Statistics Office [CSO], 

2022). Genetically Irish, their diversity is cultural (Gilbert et al., 2017); it relates to their 

nomadic lifestyle resembling that of homeless populations in the Global North (Aspinall, 

2014; Cullinane, 2021). They often have no land ownership, meaning they move from place 

to place for unknown periods of time and regularly live in cramped conditions with poor 

access to basic facilities such as water and sewage (McElwee et al., 2003; Watson et al., 

2017). Discrimination against this group is routine and relatively socially acceptable among 
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sections of the Irish general public (Cihan Koca-Helvaci, 2016; Fanning, 2018). This is 

fostered by governmental policies which, rather than respecting and supporting the culture, 

have historically taken an assimilationist approach (Haynes et al., 2021). This stigma has 

resulted in poor education and healthcare outcomes such as significantly lower life 

expectancy (Abdalla et al., 2013; CSO, 2022; Fay, 2019; Kennedy et al., 2023; Kenny & 

Binchy, 2009; McGorrian et al., 2012; Quirke et al., 2022).  

Despite these ostensible similarities, the Irish traveller and Irish homeless populations 

are distinct groups; the fundamental difference between them being choice. Although not in 

settled houses, Irish travellers are not displaced. Their nomadic lifestyle is a culture in which 

they opt to participate. This ties back to the ETHOS definition described above, which 

emphasises control of physical structure, social environment, and legal tenure (FEANTSA, 

2005). Further, and importantly, they have security of community, unlike many PEH (Bower 

et al., 2018; Griffin, 2012). In this way, it is actually possible for a traveller to become 

homeless, should they become excluded from this community (Devine et al., 2020; Hearne, 

2020). In fact, due to their extreme societal marginalisation and consequent disadvantage, as 

outlined in Section 1.2.4, they are at increased risk. This is evidenced in their significantly 

increased prevalence within the Irish homeless population, at approximately 7.5% (CSO, 

2016).  

1.3.5 Causes of Homelessness 

  Understanding of the mediating factors contributing to homelessness is as complex as 

our understanding of homelessness itself (Anderson & Christian, 2003; Baron, 2004; Hardin 

& Wille, 2017; Johnson et al., 2017; Rukmana, 2020). The parameters of homelessness 

appear to be as political and ideological as they are theoretical and empirical (Feldman, 2004; 

Lancione, 2013; Schiff, 2003). The distinction between house and home, as well as the idea 

of a human right to either, are yet to be drawn, if in fact they can or should (Meers, 2023). 
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These topics cannot escape political and ideological influences as they pertain to societal 

organisation; whether housing should be an endemic right legally protected from the negative 

effects of capitalism (Hennigan, 2019; Kolocek, 2013; Leijten & De Bel, 2020; Mikkola, 

2008; Mitchell, 2020). Thus, although the majority of discussions and research into this topic 

centre around its causes, they are muddied by dominating political perspectives (Farrugia & 

Gerrard, 2016). This considered, the prevailing consensus appears to be that homelessness 

results from labyrinthine interplays of structural and personal factors (Hoolachan, 2024; 

Rukmana, 2020). Such structural factors may include inadequate housing provision, 

institutional care, and/or mental health care services (Batterham, 2012; Colburn & Aldern, 

2022). Personal factors relate to relationship breakdown, IPV, lack of skills, running away 

from abusive or neglectful homes, and/or mental ill-health (Johnson et al., 2015). This 

emphasises its existence beyond lone men, whose street and shelter homelessness is 

somehow caused by complex needs experienced by much larger segments of the population 

who do not become homeless, such as PSU and mental ill-health. 

1.3.6 Negative Impacts of Homelessness 

 The effects of homelessness are prolific and profound, ranging from physical to 

psychological, emotional, and social (Fornaro et al., 2022; Richards & Kuhn, 2023; Om et al., 

2022). In terms of physical effects, PEH are repeatedly found to exhibit premature physical 

ageing that impacts daily functioning (Cronin et al., 2025; Dawes et al., 2022; Kiernan et al., 

2021). Chronic conditions like HIV and Chronic Obstructive Pulmonary Disease (COPD), 

alongside accidents and injuries are overrepresented in homeless populations (Bhunu, 2015; 

Burki, 2013; Dombrowski et al., 2025; Feodor Nilsson et al., 2014; Lewer et al., 2019; 

Nguyen et al., 2019; Thakarar et al., 2016; White et al., 2025). PEH exhibit significantly 

higher rates of hospital admission and increased mortality than their housed counterparts 

(Feodor Nilsson et al., 2014; Reilly et al., 2020; Romaszko et al., 2017; Subedi et al., 2022; 
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White et al., 2025). People sleeping rough on the street experience increased exposure to 

extreme weather conditions such as high heat, cold weather or a storm, and thus also bear the 

physical health effects of this, sometimes including death (Akhanemhe et al., 2025; 

Bezgrebelna et al., 2021; Noor et al., 2025; Perrich et al., 2025; Richard et al., 2023; Zhang et 

al., 2019). So extreme are the physical health impacts, that specialised health screens for PEH 

are recommended for physicians (Gordon et al., 2019). Psychological mental illness is also 

observed to a much larger extent in homeless than housed populations; particularly PSU, 

depression, and schizophrenia (Barry et al., 2024; Fazel et al., 2008; Gutwinski et al., 2021; 

Hossain et al., 2020; Schreiter et al., 2017; Smartt et al., 2019). Moreover, PEH exhibit 

extremely high levels of self-harm, suicidal ideation, suicide attempts, and death by suicide 

(Armoon et al., 2024; Ayano et al., 2019; de Campos et al., 2025; Giannouchos et al., 2024; 

Nilsson, et al., 2025). Regarding interpersonal violence, PEH experience higher levels of both 

physical and sexual assault (Carrillo Beck et al., 2022; Ellsworth, 2019; Tyler & Wright, 

2019; Xu et al., 2016). PEH are an exceptionally marginalised population, who experience 

extreme stigmatisation from the domiciled public which exerts its own plethora of negative 

physical and psychological health impacts (Batterham, 2020; Canham et al., 2024; Meanwell, 

2012; Reilly et al., 2022; Schreiter et al., 2021).  

1.3.7 Exiting Homelessness 

 These effects of living in such extreme living conditions of regular forced nomadism, 

imminent interpersonal or environmental danger, marginalisation, and destitution further 

work to impede the return to stable independent housing (Desjarlais-deKlerk, 2018; Nilsson 

et al., 2019; Nilsson et al., 2020). Moreover, they impact the transition from homelessness to 

housing, with newly-housed individuals regularly losing tenancies due to perpetuating mental 

ill-health, namely PSU and PTSD, which are regularly linked to continued other health issues 

(Boland et al., 2018; Crane & Warnes, 2007; Gabrielian et al., 2016; Iaquinta, 2016; Marshall 
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et al., 2024; Nilsson et al., 2019; Patterson et al., 2015). These ‘homeless in a home’, 

evidence the lasting psychological effects exerted by homelessness on the individual, even 

following the restoration of housing (Aubry et al., 2016; Boland et al., 2018; Crane et al., 

2016; Gabrielian et al., 2017; McCabe & O’Connor, 2016; North et al., 2010; Raphael-

Greenfield & Gutman, 2015; Roebuck et al., 2024; Van Straaten et al., 2017). For this reason, 

a variety of supported living accommodations for individuals exiting homelessness have been 

developed (Bowpitt, & Jepson, 2007; Canham et al., 2022; Pleace & Quilgars, 2003). These 

typically include drop-in social care and medical assistance, in recognition of the extreme 

circumstances people exiting homelessness have recently lived through, to help them recover 

their physical and mental well-being to a level where they can healthily and sustainably 

maintain their own accommodation with dignity (Gutman et al., 2018; Onapa et al., 2022; 

Pilla, & Park‐Taylor, 2022).  

1.4 The PSU-Homelessness Intersection 

 PSU and homelessness are strongly associated (Stablein et al., 2021). Estimates 

suggest up to 58.5% and 54.2% of those experiencing homelessness in Western countries 

struggle with alcohol and substance dependence, respectively; prevalences which appear to 

be increasing (Fazel et al., 2008; Grinman et al., 2010; Kertesz, 2021; Laporte et al., 2018; 

Palepu et al., 2013; Sharman et al., 2016). Meanwhile, the United Nations suggests that 

approximately 10% of those accessing PSU treatment across the world are simultaneously 

homeless (UNODC, 2024). However, academic literature reports prevalences as high as 36% 

and 49.9% (Han et al., 2022; Kemp et al., 2006; Palepu et al., 2010). A recent systematic 

review and meta-analysis states that homeless people in Ireland are at significantly increased 

risk of illicit substance use (Ingram et al., 2024), and recent analysis of those who were 

homeless at time of death states that 86% had a history of PSU (Ríordan et al., 2021). Opioids 

were the most commonly implicated substances in the deaths of Ireland's homeless 
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population, followed by benzodiazepines, alcohol, and cocaine (Ríordan et al., 2021). Almost 

one in 12 (7.8%) of those attending PSU treatment in Ireland for alcohol, and 11.7% of those 

attending for drugs, concomitantly experience homelessness; a prevalence that is increasing, 

having stood at just 9.6% in 2017 (Lynch et al., 2025; O'Neill et al., 2024). Importantly, 

homelessness is more common among those with previous PSU treatment admissions, crack 

(21.2%) versus powder (5.1%) cocaine users, and injections drug users (34.8%; Lynch et al., 

2025; O'Neill, et al., 024).  

This overlap has been the focus of much speculation, giving rise to several 

explanatory theories (Baum, 2019; Coumans & Spreen, 2003). The social selection model 

posits that as individuals’ chronic substance use persists their social and material capital 

depletes until they are isolated and destitute (Ayed et al., 2020; Johnson et al., 1997; Neale & 

Stevenson, 2015). Indeed, sizable portions of PSU treatment service users in the Global North 

depend on social welfare (UNODC, 2024). Although primarily caused by dysfunctional 

housing, health, and welfare systems, a collection of personal factors have been found to 

elevate homelessness risk (O’Sullivan, 2022; Shelton et al., 2009). While emphasising the 

crucial role of economic policy in placing certain groups at increased risk of homelessness, 

the recent “Homelessness in the European Union” report specifically acknowledges the 

empirical evidence that “excessive or persistent use of psychopharmacological substances” 

augments risk for specific individuals within these groups (O’Sullivan et al., 2023; Thompson 

et al., 2013). PSU has further been shown to exacerbate homelessness through interruption of 

tenancy attainment and sustainment (McNaughton, 2008; Moxley et al 2020; Post et al., 

2022; Zhao, 2023).  

Conversely, the social adaptation model posits that PSU and homelessness are so 

intimately linked because people use substances to adjust to homeless life (Johnson & 

Fendrich, 2007). Research has revealed PSU intensification through homelessness in 
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numerous ways (Austin et al., 2021). Some individuals commence substance use after 

becoming homeless, while existing substance may worsen in others, to moderate the physical 

or social intensity (Alexander et al., 2022; Betancourt et al., 2023; Johnson & Chamberlain, 

2008). PEH also exhibit reduced PSU treatment admission and retention rates, as well as 

greater numbers of lifetime relapses, prolonging recovery and entrenching the condition 

(Friesen & Young, 2021; Hsu et al., 2024; Kertesz et al., 2003; Padwa et al., 2022; Zerger, 

2002).  

Despite apparent bi-directional influence, a more nuanced understanding of PSU and 

homelessness as exacerbating sequelae of common underlying factors is beginning to emerge 

(Bramley & Fitzpatrick, 2018; Padgett et al., 2016). Adverse life events such as trauma, 

poverty, and unreliable social networks combined with structural issues such as inadequate 

public services and capitalist economies initially increase risk of both conditions (Padgett et 

al., 2012; Vangeest & Johnson, 2002). As they are created and sustained, PSU and 

homelessness work to entrench one another forming a labyrinth of difficulties (Karadzhov, 

2023). However, while good support for this model exists, homelessness appears to be more 

reliably preceded by PSU (McVicar et al., 2015). 

1.5 Current Treatment Landscape 

These models of the PSU-Homelessness Intersection are reflected in conventional 

treatment paradigms for people with comorbid PSU and homelessness. These paradigms 

initially approached this compound of issues by first targeting substance use, followed by 

housing when abstinence was stabilised (Orwin et al., 1999). This “Treatment First” (TF) 

approach follows a stratified path of professional PSU support to independent residence 

according to abstinence stability (Zerger, 2002). It usually starts with medical detoxification 

followed by residential full-time “high-support” recovery, “dry” houses, and “half-way” or 

transitional housing with minimal support or aftercare check-ins (Wong et al., 2006). Long-
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term private accommodation is finally pursued when abstinence is demonstrated for lengthy 

periods of time (Schumacher et al., 2002). This approach was the prevailing paradigm for 

decades when understanding was that this combination of issues stemmed from substance use 

(Early, 2005; Orwin et al., 2005). It is biomedical in nature, focusing on the personal level 

factors of this phenomenon (Lyon-Callo, 2000).  

The TF paradigm has come under critical review in recent years following 

appreciation of its individual level emphasis (Dordick, 2002). Enquiry revealed that many 

service users were not serviced by this approach, particularly those with “complex needs” 

such as dual diagnosis (National Institute for Health and Care Excellence [NICE], 2022). 

Such individuals often struggled to meet the standards set by this paradigm, vacillating 

through its stages with their social and mental health care needs deteriorating until it 

resembled a revolving, rather than exit, door for PSU and homelessness (Dyb, 2016; Hopper 

et al.,1997; Johnsen & Teixeira, 2010; Sahlin, 2005). The model was deemed to lack client-

centredness and thus be ignorant to the complexity of this circumstance (Tsembris & 

Eisenberg, 2010; Watson & Rollins, 2015). The idea of housing ‘readiness’ was also 

scrutinised for refusing the basic human right to housing from some of society’s most 

vulnerable people (Greenwood et al., 2013; Padgett et al., 2016). 

To counteract this approach, and in keeping with the social adaptation model, 

‘Housing First’ (HF) was designed (Johnson & Fendrich, 2007; Tsembris, 1999; Tsembris & 

Asmussen 2016). This paradigm posits the contaminating factor of these people’s complex 

situations is their homelessness (McNaughton Nicholls & Atherton, 2011). It, thus, as per its 

name, primarily acquires service users’ housing and applies relevant supports as necessary 

when settled (Tsembris, 2010). This approach does not dictate total drug and alcohol 

abstinence and thus is lauded to employ a harm reduction method which better recognises the 

complex nature of PSU recovery, including service users’ holistic development as well as 
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potential substance relapse (Deegan, 1988; Zerger, 2002). This model was rapidly deemed an 

innovative solution to the quagmire and rolled out across North America and Europe 

(Baptista & Marlier, 2019; Sylvestre & Kerman, 2024). However, this action seems to have 

occurred prematurely to generally accepted empirical support (Groton, 2013; Munthe-Kaas et 

al., 2018; Woodhall-Melnick, & Dunn, 2016). HF is regularly hailed as a panacea for all the 

issues faced by PEH despite a minute literature body; of note, a large proportion of this body 

is also authored by the paradigm’s creators using qualitative methods supported by 

quantitative scales designed ad hoc by the team (Lancione et al., 2018; MacNaughton et al., 

2012; Schiff & Rook, 2012). Most of the work on this topic discusses its effects on housing, 

cost-effectiveness, and staff perspectives with a limited amount considering service user 

health and well-being (Gulcur et al., 2003; Lancione et al., 2018; McNaughton Nicholls & 

Atherton, 2011; Quilgars & Pleace, 2016). Indeed, HF appears to evidence relative success in 

achieving its primary aim of housing procurement and retention for its service users (Aubry 

et al., 2021; O’Shaughnessy et al., 2024). This is unsurprising considering the central tenet of 

this programme is housing provision regardless of social or psychological behaviours (Pleace, 

2016). Its effect on mental health, substance use, physical health, and other social care needs, 

however, remains uncertain (Kerman et al., 2021). It stands to reason that this approach 

would protect service users from some of the injuries inflicted to these areas through the 

experience of homelessness (Atherton & Nicholls, 2008). In this way, HF appears to be a 

solution to homelessness and its associated afflictions, but not for pre-existing mental health 

or substance use issues (Busch-Geertsema et al., 2010; Edens et al., 2011; Kertesz et al., 

2009; Lipton et al., 2000; Moledina et al., 2021; Padgett et al., 2006; Pleace & Bretherton, 

2013; Tsai et al., 2010). Considering its reported cost-effectiveness, its rapid uptake may thus 

have political, rather than scientific or social, underpinnings (Aubry et al., 2021; Collins & 

Stout, 2021; Raitakari & Juhila, 2015; Sylvestre & Kerman, 2024; Tsai et al., 2010). Thus, 
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the need for PSU treatment for individuals with prior or comorbid homelessness remains 

exigent (Christenson et al., 2005; McNaughton Nicholls & Atherton, 2011).  

1.6 Cognition  

 One of the most promising avenues for the enhancement of mental health treatments 

including those of PSU is targeted social, biological, neuroscientific, pharmacological, and 

cognitive psychological research (Amaro et al., 2021; Aoun et al., 2004; Butelman & Kreek, 

2017; Cook et al., 2019; Davies et al., 2015; Kilbourne et al., 2018; Lake & Turner, 2017; 

Melugin et al., 2021; Moustafa, 2020; Tanabe et al., 2019). Cognitive research specifically 

identifies thought patterns, mechanisms, and functions correlated with certain behaviours or 

psychological conditions and potential methods to adjust these if desired; it is thus easily 

integrated into treatment (Eysenck, 2013; LeMoult & Gotlib, 2019; McKay et al., 2015; Shin 

et al., 2014; Steinglass et al., 2019). It has made exciting advancements in the field of PSU, 

progressing our understanding of both prevention and treatment (Copersino, 2017; Neighbors 

et al., 2019; Verdejo-Garcia et al., 2019). Some of the key thought traits consistently 

identified as correlating with increased or problematic use of substances include truncated 

time perspective, reduced cognitive control in various forms, and negative affect (Baker et 

al., 2004; Barrós‐Loscertales et al., 2020; Dalley et al., 2011; Davies & Filippopoulos, 2015; 

Dean et al., 2020; Fieulaine, & Martinez, 2010; Groman & Jentsch, 2012; Hogarth, 2020; 

Kassel et al., 2007; Koob & Volkow, 2010; Kräplin et al., 2020; Kwako & Koob, 2017; Lui 

& Rollock, 2020; Paasche et al., 2019; Wiers et al., 2013; Zdybek, 2016). 

 Interestingly, the vast majority of the literature on homelessness prevention and return 

to housing considers predictive factors, treatment modalities, and policy (Adams-Guppy & 

Guppy, 2016; Fazel et al., 2014; Fitzpatrick-Lewis et al., 2011; Hartmann MacNamara et al, 

2013; Olukoju, 2017; Ponka et al., 2020; Sarnowska, & Gach, 2018; Schutt & Garrett, 2013; 

Sullivan, 2023). Within predictive factors, demographics such as mental health diagnoses, 
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socio-economic status (SES), and quality of interpersonal relationships are frequently 

discussed (Brakenhoff et al., 2015; Caton et al., 2005; Crane et al., 2005; Czaderny, 2020; 

Giano et al., 2020; Habánik, 2018; Nishio et al, 2017; Susser et al., 2021; Van Den Bree et 

al., 2009). Regarding cognitive factors, limited investigation beyond general intelligence and 

cognitive function emerges (Depp et al., 2015; Pluck et al., 2011; Pluck et al., 2012; Pluck et 

al., 2015; Spence et al., 2004; Stone et al., 2019). However, of the few studies considering 

cognitive psychological aspects, striking overlap with PSU literature can be observed; PEH 

exhibit augmented present and/ or attenuated future orientation, reduced cognitive control 

across various indices, and pronounced negative affect when compared with the general 

population (Dierst-Davies et al., 2011; Freyberger et al., 2008; Incekara-Hafalir, & Linardi, 

2017; Leclair et al., 2020; Maddock et al., 2017; Milford, 2007; Pluck et al., 2008; Powell & 

Maguire, 2018). Despite this, investigation into potential factors underlying this phenomenon 

is scant. One theory suggests the precarity of homelessness in terms of urgent present needs 

and uncertain futures could promote present- over future-oriented thought, ipso facto 

increasing impulsivity and delay discounting (Cooper, 2015; Fieulaine, & Apostolidis, 2014). 

In fact, this predisposition actually appears to be somewhat advantageous in homelessness 

and possibly other crisis situations (Epel et al., 1999; Fieulaine & Apostolidis, 2014). While 

pursuing a potential causal relationship between homelessness and PSU, another set of 

authors concluded that such a relationship may not exist, and that these phenomena may 

instead be driven by shared underlying factors (McVicar et al., 2015). In this way, it is 

unclear whether these unconventional thought patterns actually precede or succeed 

homelessness (Backer & Howard, 2007). Nonetheless, the potential interaction of such 

homelessness-shifted cognition with PSU recovery, where the reverse traits have evidenced 

benefit, appears largely underexplored. This is the aim of the current thesis; to examine 

cognitive associations with homelessness and PSU, with particular respect to the cognitive 
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traits Locus of Control, Desire for Control, and Affective Forecasting and to examine their 

potential influence on treatment of PSU, in terms of recurrence of substance use (relapses). 

1.7 Thesis Rationale 

 In summary, the preceding sections have primarily posited the widespread and often 

fatal issue of stark PSU recovery rates. They also described the significant overlap of the PSU 

and PEH communities, as well as the pronounced difficulties in attaining sobriety for PEH 

with PSU. Cognitive psychological research and interventions were then introduced, as well 

as their particular applicability to the separate and concomitant issues of PSU and 

homelessness recovery. Thus, in response to these preceding sections, the current thesis aims 

to primarily shed light on how treatment of PSU in PEH may be scaffolded from a cognitive 

psychological angle. In achieving this overarching project aim, several specific and 

cumulative aims were identified.  

 Stemming from my observation that temporal perspective and interpersonal control 

cognition appear pivotal to both PSU and homelessness, the current project aimed to target 

these traits in my investigations. Prior to experimental exploration with PEH with PSU, a 

prominently vulnerable group which is not regularly considered within PSU research, I 

decided it would be apt to first obtain a robust knowledge of the role played by these selected 

psychological factors during PSU with a general population. Upon deeper review of the 

literature, I observed several discrepancies within a wealthy body of work examining the role 

of Locus of Control (LoC) for PSU recovery. In response to this, I believed it important to 

better define this role; thus, my first specific aim was to examine the role played by LoC to 

substance use outcomes for PSU treatment service users. 

 Following this systematic review, I wished to conduct experimental investigations 

with PEH in PSU treatment. However, upon selection of my cognitive assessments, I noticed 

a substantial middle-class bias to items within. In acknowledging once again the particular 
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vulnerability of this population, I decided to entreat an Experts by Experience group of PEH 

in PSU treatment and PSU treatment professionals to aid the design process of my 

experimental studies. This formed my second specific aim. 

 Prior to investigating potential differences in the cognitive journeys to PSU recovery 

for currently housed and homeless individuals, I thought it prudent to first detail whether 

baseline cognitive differences may exist between these groups. Recognising the significant 

impact varying levels of psychoactive substances may enact on such an investigation under 

normal circumstances, I decided to recruit currently housed and homeless people early on in 

their PSU treatment programmes, i.e., within the first six months. Thus, the third aim of this 

project was to examine whether baseline cognitive differences may exist between currently 

housed and homeless individuals.  

 After baseline cognitive dispositions relative to the constructs detailed in Section 1.6 

had been extracted, I aimed to see whether these may differentially predict treatment 

outcomes for currently housed and homeless peoples. Due to various unknowns regarding 

self-report substance use for people with PSU, I decided to use the number of recurrences of 

substance use, or relapses, during their first six months of residential treatment as an accepted 

empirical proxy. In this way, my fourth specific aim was to investigate whether temporal 

perspective and interpersonal control cognitive may differentially predict substance use 

outcomes for currently housed and homeless peoples.  

 In recent years, a brief, simple, and easily implementable cognitive-reframing 

intervention has demonstrated impressive efficacy in reducing the problematic use of various 

substances through the cognitive trait Delay Discounting (Stein et al., 2016). Once again 

acknowledging the vulnerability of my target population PEH with PSU, rather than exposing 

a large such sample to this relatively novel intervention, which could trigger stress or upset, I 

decided to run a Proof-of-Concept (PoC) investigation to trial its implementability with a 
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small sample of this population. Thus, my final aim was to trial an investigation into the 

potential efficacy of a simple, brief, and easily implementable intervention with PEH in PSU 

treatment.  

1.8 Thesis Conspectus  

This thesis comprises seven chapters. The current chapter, Chapter One, introduces 

the background research required to contextualise this project and the rationale for its 

performance. Chapter Two outlines the stakeholder engagement strategies employed to 

appropriate all measures and methods used throughout this project to this notably 

marginalised group. Chapter Three describes a systematic review conducted to investigate the 

potential role played by an interpersonal cognitive trait, Locus of Control (LoC), in PSU 

treatment service users’ substance use recovery. Chapter Four details a between group 

comparison conducted on cognitive profiles of housed, homeless, and previously homeless 

PSU treatment service users. Chapter Five explores whether these investigated cognitive 

traits may differentially predict PSU recovery according to housing history. Chapter Six 

conveys the efficacy of a brief abstinence enhancing intervention via LoC with PEH in 

residential medical detoxification treatment. Chapter Seven discusses the potential 

implications of this project for the field and recommendations for future professionals who 

may wish to improve PSU recovery outcomes for individuals with, and without, homes. 
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Chapter Two. General Methodology 

2.1 Introduction 

The experimental research described in the following sections of this thesis are 

distinct but interact substantially. To elucidate the various ways in which these studies relate, 

this chapter will clearly detail the overarching PhD project methodologies as well as study-

specific methodologies utilised throughout this project. It will also clarify how earlier studies 

informed later investigations. As described in Section 1.3, homelessness is a nebulous 

experience. Consequently, dividing participants into groups according to their homelessness 

experience required substantial empirical consideration which is described in this chapter. To 

highlight the potential impact of substance use, lifetime trauma, and comorbid psychiatric 

issues on the results obtained in subsequent chapters, Table 2.1 presents the characteristics of 

the three experimental groups comprising the longitudinal study in this PhD. One of the 

major investigative approaches employed throughout this project is stakeholder engagement. 

The research and theoretical foundations to this approach are firstly provided, followed by the 

specific methods used throughout this project. A reflection and critical analysis of these 

overarching processes is finally provided in the Discussion section. 

2.2 Overview of Research Comprising this Thesis 

 The research studies comprising this thesis are distinct but related. This section will 

overview the specific interplay between these studies: namely, how earlier studies inform 

subsequent studies and the origins of data for each study. It will describe the process by 

which the participants informing the major longitudinal study were separated into 

comparative groups according to their prior experience of homelessness, and finally, Table 

2.1 outlines the traits of each group pertinent to the longitudinal study research questions and 

statistical analyses.  
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2.2.1. Interplay of Research in this Thesis 

 This PhD thesis comprises three research studies: one systematic review, one major 

longitudinal research study with two data collection timepoints and two separate research 

questions, and one Proof-of-Concept study trialling a novel research design. These are 

distinct studies answering unique research questions which, when combined, elucidate the 

specific role of a cognitive trait of interpersonal control for PSU recovery, how this and other 

cognitive traits pertinent to PSU may function differently in PEH, how these alterations may 

affect substance use recurrence/relapse during PSU recovery, and if a major study into the 

potential usefulness of an established cognitive PSU intervention with PEH in PSU 

detoxification treatment via identified cognitive traits of interest (within the thesis) is 

feasible. These studies were conducted in chronological order, and, as such, findings from 

earlier studies inform the research questions and inferences drawn from later studies. The 

ways in which these distinct studies interact are outlined graphically via flow diagram 

presented in Figure 2.1. 
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Figure 2.1 

Flow Diagram Graphically Presenting Data Origins and Results Informing Later Research Directions for Each Study Comprising This PhD 

 

*Data for one participant was not available at Timepoint Two, as their data did not save to the organisation’s system – consent was obtained for 

my academic team to collect this information from this participant 
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2.2.2 Longitudinal Study Research Design 

 Chapters Four and Five of this thesis describe a longitudinal research study in which 

data was collected from 60 PSU treatment participants approximately six months apart during 

a residential PSU treatment admission. Housing histories and cognitive assessments of 

interpersonal control and temporal affectivity were conducted earlier in their treatment 

admission and consent to collect relapse data from their service providers was collected 

towards the end of their admission. The goals of this longitudinal study were bimodal;  

• To investigate the interaction of homelessness experience with cognitive traits 

pertinent to PSU recovery, and 

• To investigate the potential interaction with the role of these traits in abstinence 

during PSU recovery 

2.2.2.1 Division of Longitudinal Study Participants into Groups According to 

Homelessness Experience. To examine these hypotheses, conceptualisation of 

‘homelessness’ for statistical analyses first had to be conducted. Prior to commencing 

timepoint one data collection, the original intention for these studies was to run comparative 

analyses between two categorical groups of participants either experiencing homelessness or 

housed. However, as initial assessments were conducted, the reality of homelessness as a 

state, not trait, variable emerged; i.e., participants described circumstances where they lived 

in a two-bedroom apartment for the nine months pre service entry but were between homeless 

hostels and rough sleeping on the streets for the eight years prior to this, or had been sleeping 

on a friend’s couch for 5 weeks before treatment entry but with their partner and children for 

12 years before that. Such assessments raised the question: “Who is more homeless?”, or 

perhaps more specifically: “Whose cognition is altered by homelessness?”. 

 Quantifying homelessness according to duration, time since, and severity, as per 

previous scales was considered (Argeriou et al., 1995; Farero et al., 2024; Milby et al., 2005). 
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However, this was deemed too sensitive due to the novelty of including homelessness as a 

variable in studies of PSU treatment. Thus, it was deemed more appropriate to more 

specifically categorise these participants. Consequently, an agglomerative hierarchical cluster 

analysis using Squared Euclidean distance and Ward’s method was run in SPSS 30. 

Standardised z scores for 37 participants with any prior homelessness experience were input 

for two variables: ‘Years in Homelessness’ and ‘Days Since Homelessness’. The most 

appropriate solution revealed by this analysis was a two-factor solution, as depicted in Figure 

2.2. 

Figure 2.2 

Scatter Plot Revealing Two-Factor Solution of 37 Participants in Longitudinal Study With 

Any Homelessness Experience 

 

 This solution splits participants with homelessness experience according to the time in 

homelessness as opposed to the time since homelessness variable. However, it is notable in 

this scatter graph that cases tend to appear at the lower end of either or both variables, i.e., 

along either axis of the chart. In this way, it appears that participants who are currently 

homeless (until residential PSU treatment entry) tend to have been homeless for longer 
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periods of time, and those who now live in stable and independent accommodation, but have 

prior homeless experience, were in homelessness for shorter periods of time, while some 

participants with less time since homelessness were also in homelessness for shorter periods 

of time. It would appear that this third cohort at the intersection of the two more defined 

groups could be included with either group. Combining this observation alongside the 

existing literature on psychological function in homelessness which for homelessness 

duration is scant and indicates little to no psychological change (Scutella & Johnson, 2018), 

but for time since homelessness is well-established and indicates local yet not global 

psychological changes (See Section 1.3.7), it was accordingly decided to separate participants 

into the three categorical groups: ‘Current Housed’ with no homelessness experience, 

‘Current Homelessness’ for those experiencing homelessness until treatment entry, and ‘Prior 

Homelessness’ for those with prior homelessness experience but who were in stable, 

independent accommodation at residential PSU treatment entry. 

2.2.2.2 Characteristics of Longitudinal Study Participant Groups. Several 

characteristics are understood to systematically influence cognition, such as gender, age, and 

ethnicity. With respect to PSU populations, age of substance use onset and the quantity of 

substances consumed over time are of particular importance (Ramey, & Regier, 2019; 

Vonmoos et al., 2014). Chronic use of different substances is shown to exert distinct 

psychological changes which are compounded in polysubstance users (Bolla et al., 2000; 

Crowe & Stranks, 2018; Gruber et al., 2007; Goldstein et al., 2004; Verdejo-García et al., 

2007). Thus, to accurately interpret findings from this PhD’s longitudinal study, the 

characteristics that are known to impact PSU recovery must be outlined for each comparative 

group. Table 2.1 conveys this information for the 60 participants who completed residential 

history and cognitive assessments at timepoint one. 
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Table 2.1 

Characteristics of the Three Groups Devised to Investigate the Interaction of Homelessness With Cognition and Abstinence During PSU 

Recovery 

Variable Current Housed Current Homelessness Prior Homelessness 

N 24 24 12 

Organisation 3 DSC (12.5%) : 21 CTC 

(87.5%) 

10 DSC (42%) : 14 CTC 

(58%) 

2 DSC (17%) : 10 CTC (83%) 

Gender 16 M (67%) : 8 F (33%) 15 M (62.5%) : 9 F 

(38.5%) 

10 M (83%) : 2 F (17%) 

Age M = 32.85 

SD = 7.71 

M = 39.17 

SD = 9.63 

M = 35 

SD = 6.47 

Ethnicity 23 WI (98%) : 1 WIT 

(1%) 

24 WI (100%) 9 WI (75%) : 1 WIT (8%) : 2 

CI (17%) 

Years in Homelessness M = .0008 

SD = .00408 

M = 5.88 

SD = 5.08 

M = 3.7 

SD = 4.66 

Days Since Homelessness - M = 124.21 

SD = 92.66 

M = 762.08 

SD = 801.32 

Years in Prison M = 1.63 

SD = 4.4 

M = 3.7 

SD = 7.9 

M = 3.2 

SD = 3.5 

Age Substance Use                    Started M = 14.13 

SD = 3.42 

M = 12.54 

SD = 3.19 

M = 12.17 

SD = 1.9 

Number of Substances Started in First Year of 

Substance Use 

M = 1.42 

SD = .78 

M = 1.25 

SD = .44 

M = 1.17 

SD = .39 

Years of Substance Use M = 18.58 

SD = 7.96 

M = 25 

SD = 9.34 

M = 20.5 

SD = 5.71 

Lifetime Relapses M = 1.21 

SD = 1.5 

M = 2.96 

SD = 3.99 

M = 3.42 

SD = 2.64 

Days Since Last Psychoactive Substance Use M = 136.96 

SD = 138.35 

M = 138.46 

SD = 87.10 

M = 108.08 

SD = 64.69 

Treatment Days Until Assessment M =104.71 M = 7 M = 110.42 
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SD = 100.57 SD = 90.69 SD = 65.86 

Number of Problem Substances Entering 

Treatment 

M = 2.46 

SD = 1.18 

M = 2.58 

SD = 1.1 

M = 2.17 

SD = 1.19 

Alcohol 17 (70.83%) 14 (58.33%) 6 (50%) 

Cannabis 8 (33.33%) 8 (33.33%) 3 (25%) 

Tablets 7 (29.17%) 9 (37.5%) 8 (66.67%) 

Cocaine 20 (83.33%) 19 (79.17%) 5 (41.67%) 

Heroin 5 (20.83%) 10 (41.67%) 4 (33.33%) 

Ketamine 1 (4.17%) 1 (4.17%) 0 (0%) 

Cathinones 1 (4.17%) 0 (0%) 0 (0%) 

Methamphetamine 0 (0%) 1 (4.17%) 0 (0%) 

Methadone 0 (0%) 4 (16.67%) 0 (0%) 

Lifetime Trauma 

    Brain Injury 

    Child Sexual Abuse 

    Intimate Partner       Violence 

    Psychosis 

    Benzodiazepine Seizures 

  

0 

0 

0 

3 

2 

1 

  

1 

2 

2 

4 

1 

1 

  

0 

0 

0 

1 

0 

2 

Psychiatric Comorbidities 0 : 18 (75%) 

1 : 4 (16.66%) 

2 : 2 (8.33%) 

0 : 22 (91.66%) 

1: 2 (8.33%) 

0 : 12 (100%) 

Responsibility OCD 

GAD 

ADD 

ADHD 

Psychosis 

Schizophrenia 

Depression 

1 

1 

1 

1 

2 

1 

1 

0 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 
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EUPD 0 1 0 

Psychoactive Medicines Current 0 : 16 (66.66%) 

1 : 6 (25%) 

2 : 2 (8.33%) 

0 : 22 (91.66%) 

1 : 0 (0%) 

2 : 2 (8.33%) 

0 : 10 (83.33%) 

1 : 1 (8.33%) 

2 :1 (8.33%) 

Mirtazapine (Antidepressant) 

Seroquin 

Sertraline 

Antidepressants 

Amitriptyline 

Anticonvulsant 

Clotiapine (Antipsychotic) 

Olanzapine 

Mirap 

Quilivant 

Zopiclone 

1 

1 

1 

1 

1 

1 

1 

2 

1 

0 

0 

1 

0 

0 

0 

1 

0 

0 

0 

1 

1 

0 

0 

0 

2 

0 

0 

0 

0 

0 

0 

0 

1 

Disclosed Suicide Attempts Previous 18 Months 0 : 20 (83.33%) 

1 : 1 (4.16%) 

2 : 1 (4.16%) 

3 : 1 (4.16%) 

6: 1 (4.16%) 

0 : 20 (83.33%) 

1 : 3 (12.5%) 

3 : 1 (4.16%) 

  

0 : 10 (83.33%) 

1 : 2 (16.66%) 

Note. Data for just one participant was not available at timepoint two, as this data did not save to the organisation’s system; this participant 

provided consent for their relapse during treatment data to be collected by my academic team.  

ᵃA reminder that clinical diagnoses were not assessed during the course of the research but were instead self-reported by participants. Therefore, 

it is possible that participants had undiagnosed conditions, measurement of which were beyond the scope of the current study. 

ᵇIn the organisation row, DSC stands for Dublin Simon Community while CTC represents Coolmine Therapeutic Community. With regard to 

Gender, M stands for Male and F stands for Female. In Ethnicity, WI represents White Irish, WIT White Irish Travellers, and CI Caribbean Irish 

Individuals. Under Psychiatric Comorbidities, OCD represents Obsessive Compulsive Disorder, GAD stands for Generalised Anxiety Disorder, 

ADD reflects Attention Deficit Disorder, and ADHD Attention Deficit Hyperactivity Disorder.  
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2.3 Overview of Stakeholder Engagement in the Current Project 

This PhD was funded through the Irish Research Council’s Enterprise Partnership 

Scheme in collaboration with Dublin Simon Community, for whom I had worked for two 

years prior to the commencement of the project (EPSPG/2021/258). Terms and conditions of 

this scholarship stipulated that: ‘The Enterprise Partner will nominate an Enterprise Mentor 

from the organisation to work with the awardee and their supervisor, to offer advice and to 

create a link with the Enterprise Partner’s activities. Contact should be maintained between 

the enterprise mentor and the awardee throughout the duration of the scholarship’. 

Three Enterprise Mentors were assigned to this project throughout its course, for 

reasons detailed in Section 2.3.2.1.2, below. My academic team met with these Enterprise 

Mentors at intervals deemed important to the project’s ecological value and validity. This 

resulted in more frequent meetings during the project’s design and experimental research data 

collection and analysis phases, and less often during the systematic review data collection 

phase. Each Enterprise Mentor offered insights and advice that were invaluable to the design 

and execution of my project, outlined in further detail in Section 2.3.2.1.2, below.  

Beyond this contact with the DSC Enterprise mentors, appreciable stakeholder 

engagement activities were conducted with PSU service staff and users throughout the course 

of this project to assist with its design, implementation, and dissemination. The overall 

contribution of these activities to the current PhD project were considerable, and well beyond 

the stipulation of the funding body. Consequently, the current section will first discuss the 

research and evidence underpinning stakeholder engagement activities in research. It will 

then describe the specific stakeholder engagement activities conducted with staff and service 

users throughout the course of this project, and the contribution of these to the project’s 

execution and ecological validity. 
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2.3.1 Literature Underpinning Stakeholder Engagement in Research 

Stakeholder engagement refers to the involvement of relevant persons (patients, 

caretakers, healthcare professionals, etc.) in the scientific research being conducted into 

problems that affect them (Green et al., 2020; Trischler et al., 2018). In this way, the research 

is being conducted ‘with’ or ‘by’ members of the public, rather than ‘to’ or ‘about’ them 

(Holmes et al., 2019; INVOLVE, 2012). It is a methodological approach whereby the diverse 

expertise of individuals who engage with a complex issue in various ways are drawn upon to 

develop innovative solutions (Blomkamp, 2018; Heiss, & Kokshagina, 2021; Parsons et al., 

2016; Vaajakallio et al., 2013). It responds to the limitations of top-down research 

approaches, where researchers advise readers on how best to deal with complex situations 

from outsider standpoints (Antonini, 2021; Austin et al., 2020; van Leeuwen et al., 2022). It 

can be employed by involving stakeholders in many ways at various stages of the research 

process from design and data collection to data analysis and report write-up (Cluley et al., 

2022; Forbat et al., 2009). However, this flexibility complicates its operationalisation and 

consequent employability for infrastructure, guidance, and support (Biddle et al., 2021; 

Cartwright & Crowe, 2011). Consequently, the implementation of stakeholder engagement 

remains unreliable, with topics concerning individuals affected by multiple intersecting 

vulnerabilities culminating in considerable health and care disparities most acutely neglected 

(Moll et al., 2020; Price et al., 2018; Voorheis et al., 2023). This poor integration to health 

and research protocol prolongs uncertainty surrounding its efficacy (Forbat et al., 2009; 

Greenhalgh et al., 2019; Ives et al., 2013; Staley, 2013).  

Despite promotion from various systematic reviews, the evidence behind stakeholder 

engagement has been criticised as weak and anecdotal with tokenistic and inconsequential 

implementation (Jones, 2021; Petit-Zeman, & Locock, 2013; Staniszewska et al., 2011; 

Staniszewska et al., 2008). However, conjunct with the abounding empirical support for 
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enhanced decision-making by diverse teams in industry (DiStefano, & Maznevski, 2000; 

Hunt et al., 2015; Li et al., 2016; Mannix & Neale, 2005), stakeholder engagement increases 

researcher exposure to alternative viewpoints, critically those of the affected (Maccarthy et 

al., 2019; Staley, 2015). Consequent research is thus more likely to consider applied issues 

and be reported using sensitive and accessible language (Hannigan, 2018; Reynolds et al., 

2021; Staley, 2015); noteworthy considering the significant influence writing style exerts on 

readers' perceptions of issues (Rybe et al., 2021; Van den Besselaar, & Mom, 2022). This 

synergy is found to promote innovation and thereby more effective solutions to modern 

problems (Wolstenholme et al., 2017). Its benefit is so highly revered that several funding 

bodies and publishing journals now stipulate stakeholder engagement for consideration of 

collaboration (Bagley et al., 2016; Lang et al., 2022). Consequently, a proliferation of 

academic papers with relevant stakeholders listed as contributing authors has occurred in 

recent years (Price et al., 2018). Vis-à-vis, stakeholder engagement yields considerable 

benefits for researchers and stakeholders (Brett et al., 2014). 

2.3.1.1 Stakeholder Engagement With Marginalised Groups and PEH Who Use 

Substances. As discussed, stakeholder engagement bridges the gap between health 

researchers and stakeholders, fostering enhanced solutions to complex problems (Banner et 

al., 2019; Drinkwater, 2021; Ormstad et al., 2021). This process is exceptionally important 

with marginalised groups, whose life experiences often vary substantially from the general 

population and, as per their marginalisation, are not as frequently accessed nor considered in 

the common zeitgeist (Weatherson, 2014; Wimmer, 2024). The more marginalised the 

population, the less their voices are heard, and the less their experience influences the policies 

which often affect them the most (De Abreu Lourenço et al., 2021; McGarry, 2024; Shevlin 

& Rose, 2022; Vaditya, 2018). Moreover, the more marginalised the population, the more 
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distinct their lifestyle is likely to be (Altay et al., 2021; Cooms et al., 2024; Gopaldas & 

DeRoy, 2015; Malik, 2021; Sifris, 2016). 

The current project considers the potential psychological impacts of homelessness on 

PSU recovery. The importance of stakeholder engagement in research regarding individuals 

with multiple disadvantageous characteristics is regularly proclaimed in the literature 

(Kapilashrami et al., 2023; Reynolds et al., 2021; Roche, et al., 2020; Shimmin et al., 2017). 

Within this, PEH and individuals who use psychoactive substances are particularly 

highlighted (Donald et al., 2022; Foster et al., 2021; Gordon et al., 2019). PEH are an 

extremely marginalised group in contemporary societies, who rarely interact with mainstream 

society beyond specialised service staff (Belcher, & DeForge, 2012; Fitzpatrick & Stephens, 

2014; Hughes et al., 2017; Mahlangu, & Kgadima, 2021; Watson et al., 2016). PEH also live 

vastly different lives from domiciled people, usually exerting minimal choice over where 

they live, who they live with, how long they stay, what they eat, when they eat, how long 

they sleep etc., as well as being considerably nomadic (Burn, 1992; Pable, 2012; Parsell, 

2010; Slesnick et al., 2017). Not only is their day-to-day life completely different from 

individuals with houses, but they are also frequently affected by various traumas (Buhrich et 

al., 2000; Deck & Platt, 2015; Parsell, 2010; Radley et al., 2010; Simpson et al., 2018). 

Trauma has been shown to impact psychological functioning and perspective across several 

indices (Beck et al., 2009; Collins & Long, 2003; Gluhoski, & Wortman, 1996; Van der 

Kolk, 2003). These factors considered, PEH not only hold exceptionally different worldviews 

from otherwise matched housed samples (Hodgetts et al., 2012; Savonen et al., 2022; Shier et 

al., 2010; Sifris, 2016; Yavorski, 2021), but particularly and importantly from academics who 

mostly come from more privileged backgrounds (Morgan et al., 2022). Academics are also 

known to sometimes use language that is not up-to-date nor sensitive to their research 

population’s current circumstance (Atayde et al., 2021; Thelwall et al., 2023). Thus, the 
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requisite to employ stakeholder engagement methodologies with this group, to accurately 

research their situation, is evident (Agyei‐Manu et al., 2023).  

2.3.1.2 Experts by Experience Groups. As mentioned above, stakeholder 

engagement can be conducted at various stages of the research process from research design 

to report write-up and dissemination stages (Smits et al., 2020). One potent means by which 

researchers can integrate critical perspectives from the population of study into their work are 

‘Experts by Experience’ (EbE) groups (Foster et al., 2021; Lloyd et al., 2023; Losada Durán 

et al., 2024; Van Oort, 2020). These groups are part of patient-centred care, an increasingly 

prioritised healthcare principle in which the opinions of health service recipients are 

considered throughout healthcare governance (Corring & Cook, 1999; De Witte et al., 2006; 

Pelzang, 2010). This principle stems from the recognition that healthcare is constructed to 

serve patients, and that as such, it would be obtuse to omit their perspectives from service 

design (Bamm et al., 2010; Delaney, 2018; Ferguson et al., 2013; Pulvirenti et al., 2014; 

Santana et al., 2018; Scrambler & Asimakopoulou, 2014; Stewart, 2001). While healthcare 

staff steer provision from their stance of education and training, the patients are the ‘experts’ 

of many of their needs and can shed light on numerous issues which could otherwise be 

overlooked (McLaughlin, 2009).  

Although clear guidelines on how best to format these groups remain elusive (Boivin, 

2021; Robinson, 2014), they typically include ‘scene setting’, ‘cyclical processes’, 

‘appropriate engagement’ and ‘cultural context’ (Lloyd et al., 2023). Scene setting typically 

includes introducing Experts to project aims, their irreplaceable position and potential 

contribution as Experts, relevant policies and procedures, and session aims (Moltrecht et al., 

2022; Morote et al., 2022). Cyclical processes refer to the iterative manner by which many 

investigators invoke EbE guidance, such that outcomes of one session are integrated to the 

study and then presented for further feedback in later sessions to ensure cohesion (Davison et 



52 
 

al., 2022; Zieschank et al., 2021). Appropriate engagement refers to adjustments made for 

vulnerable groups to reduce risk of stress or upset arising from their roles (Brooks et al., 

2021; Povey et al., 2022). Recognising the cultural context identifies steps taken to consider 

the modus operandi of Experts and, if appropriate, integrate these to group sessions yielding 

more authentic responses and furthermore enhancing their representation in research 

(Culbong et al., 2022). While these are all powerful tools to tailor EbE groups to study aims, 

it must be noted that their efficacy appears linked to their relevance to specific study aims 

(Boivin, 2021; Lloyd et al., 2023). 

2.3.2 Stakeholder Engagement Activities in the Current Project 

 Several stakeholder engagement activities were conducted with PSU service staff and 

service users throughout the course of this PhD. This section details first the activities 

conducted with staff from two separate PSU treatment organisations: DSC and CTC. It then 

describes formal and informal activities conducted with PSU service users across both 

organisations. Lastly, dissemination activities with PSU service staff and users are described.  

2.3.2.1 PSU Service Staff. My academic research team collaborated with PSU 

service staff for bi-directional purposes at various stages throughout this project.  

2.3.2.1.1 Dublin Simon Community. This project was partially funded by, and 

conducted primarily in collaboration with, the Irish homeless services non-governmental 

organisation (NGO) Dublin Simon Community (DSC). NGOs are formal, self-governing, 

voluntary organisations involved in helping individuals and communities to achieve their 

social, economic, and cultural goals which are disparate from corporate and bureaucratic 

organisations and do not distribute profits but are accountable to stakeholders (Kuruvila, 

2015). DSC “supports people to exit homelessness, access and retain homes, and rebuild lives 

by delivering housing, health, and well-being services” (DSC, 2024a). These include PSU 

services, such as a blood-borne virus and drug stabilisation unit, an alcohol and 
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benzodiazepine medical detoxification unit, an early recovery unit, medium- and low-support 

transitional housing, as well as a recovery aftercare support worker (DSC, 2024b). As this 

project was partially funded by DSC, I ensured my aims and conduct were aligned with their 

organisational vision, mission, and values throughout (DSC, 2024a). To assist this, the 

organisation appointed an Enterprise Mentor to my project. 

2.3.2.1.2 Enterprise Mentors. Three successive DSC Enterprise Mentors were 

assigned to this project during the course of this project. These Mentors influenced the course 

of this project, through advising queries presented by my academic team from their practice-

based expertise, actively critiquing investigative methods suggested by my team, or 

generating novel additional practices to enhance the project’s operation. These advancements 

were made through regular discussion and consensus regarding study aims, methods, and 

ultimate progress. 

When initially approached to collaborate, Dublin Simon Community’s Head of 

Specialist Services was appointed as this project’s Enterprise Mentor. My academic 

supervisors and I met with this mentor on a regular basis, with respect for her own busy 

schedule, throughout the second year of this project. These meetings occurred at minimum 

quarterly, and more frequently during critical stages such as ethics applications and 

participant recruitment, to discuss project progress and future directions. This mentor was 

critical to informing practical guidance, such as CCTV coverage within their services, on-site 

support available, service user schedules, relevant staff contact information, toxicology tests 

used, various PSU programmes offered by their organisation, as well as programme features. 

My academic supervisors and I also regularly discussed changes to the current substance use 

climate in Ireland and Dublin specifically, as well as the particular profiles of DSC’s various 

services’ users. Following iterative discussion between this Enterprise Mentor, my academic 

supervisors, and I about study aims, I opted to change the investigative group for this PhD’s 
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longitudinal study from this organisation’s Detox to Recovery Service users. This decision 

enhanced participant sobriety, and reduced influence from varying residual psychoactive 

substances and quantities, as well as the effects of acute withdrawal on cognition. Results 

engendered would thus more exactly stem from unadulterated cognition as opposed to 

substance-affected cognition. Subsequent to this, the Enterprise Mentor arranged a meeting 

between my academic team and DSC’s Recovery Service managers, which was beneficial to 

gain their potentially nuanced insights and feedback on the project as well as to delineate 

practical elements regarding its execution. Possibly the most important advancement made 

with this Enterprise Mentor, however, was the EbE group. Upon reading the cognitive 

assessments selected for this study, and having come directly from employment as a support 

worker in homeless PSU services, I couldn’t help but notice a significant middle-class bias to 

scale items, both in terms of content and language. Many of DSC’s Therapeutic Services’ 

users initiated psychoactive substance use at particularly young ages. Early school dropout 

and unemployment are also over-represented in this sample. I thus decided to adapt my 

selected measures for use with PEH in PSU treatment; an endeavour which the Enterprise 

Mentor enthusiastically supported and suggested achieving this via an EbE group.  

Halfway through this project’s third year, DSC as an organisation underwent 

substantial changes to its managerial structure. This project’s Enterprise Mentor was assigned 

the specific role of overseeing the construction of a purpose-built establishment for their 

Therapeutic Services, which comprised a full-time role in-and-of itself. The first Mentor’s 

role in my project was thus re-allocated to her successor and former Recovery Service 

manager. This second Enterprise Mentor brought new insights, considerations, and priorities; 

all of which were reviewed earnestly. Perhaps most significantly, this Mentor highlighted the 

heightened risk of addiction supplanting (replacing one addiction with another) in early 

recovery; a factor which had not yet been considered by my academic team. One of the 
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cognitive measures selected by my team to assess my traits of interest takes the form of a 

computerised task in two parts. In the original version of this task, the second stage involved 

asking participants to guess whether the playing card back presented to them was higher or 

lower than five, excluding picture cards. This Enterprise Mentor spotlighted the notable 

resemblance of this task to “higher or lower” betting games, potentially triggering to 

alternative addictions for people in early PSU recovery. This observation was 

overwhelmingly supported by my team, and efforts to replace this element of the task without 

compromising its integrity commenced immediately.  

This Mentor also highlighted the potential negative implication of relapse as ‘failure’ 

for participants via use of the phrase “recovery success” to describe abstinence in original 

study materials. This was further agreed upon and accordingly adapted. They supported my 

Dublin City University (DCU) and DSC Research Ethics Committee application 

amendments; both of which were approved, but required the amendments described in this 

section alongside EbE group feedback. They connected us with a list of PSU treatment 

services in Ireland to contact for potential collaboration through the provision of a 

comparative non-homeless sample for these investigations. They also supported the data 

collection phase of my longitudinal study, in terms of assessment room selection, contacting 

relevant managers, and arranging recruitment addresses. I further consulted this Mentor to 

validate descriptions given by participants if they mentioned using substances unrecognised 

by my academic team. This Mentor prioritised the implications that this project would have 

on the delivery of DSC’s Therapeutic Services. They ensured that the project’s aims would 

enhance their service delivery and arranged a slot for me to provide a talk about this work at 

their Full-Team Meeting at the beginning of my fourth PhD year.  

This second Enterprise Mentor went on maternity leave halfway through this project’s 

final year. The third Enterprise mentor was a manager of one of the Recovery Services. 
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Similar to the first and second, this Mentor brought original ideas, perspectives and assistance 

to the project. They assisted with locating discharged service users and extracting outcomes 

data from service files for Study Two and Study Three, as well as assisting procedural 

considerations, ethics applications, and liaison with Detox Unit staff for Study Three. Prior to 

becoming Mentor, they also introduced the concept of a “Staff Info” poster (Appendix G) to 

convey all relevant study information, including roles of various members, agreed 

procedures, and how to communicate the study to service users; particularly important 

considering these under-resourced services often employ ‘flexi’ intra-organisational staff or 

‘relief’ staff from social care agencies who may not be fully briefed to all service activities to 

cover unfilled shifts.  

2.3.2.1.3 DSC Treatment Services Quality Team. My academic team also liaised with 

DSC’s Treatment Services Quality Team prior to receiving Ethics Committee Approval from 

their organisation. The most pertinent point raised by this team pertained to their service 

users’ capacity to provide consent to prospective data which had not yet been created. More 

specifically, this team maintained that their service users could not legitimately permit my 

academic team’s access to their personal treatment files to collect their potential substance 

use during treatment data following their discharge during their cognitive assessment which 

would take place earlier in their admission. They stated that as this was sensitive data, and 

most service users are likely to assume that they will not relapse early in their admission, 

their willingness to allow access to their potential substance use data may vary as a 

consequence of this potential use. Thus, my academic research team agreed in collaboration 

with the DSC Treatment Services Quality Team to acquire participants’ consent to access this 

data towards the end of their treatment admission or following their discharge. To facilitate 

this, Recovery Service managers would notify my academic team each time a service user 

was planned to discharge, or discharged unplanned, using their homeless services 
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identification number. This Pathway Accommodation and Support System (PASS) number is 

assigned upon registration as homeless in Ireland to facilitate continuity of care between 

relevant services. They are only identifiable to individuals with access to this integrated 

platform, i.e., homeless service personnel. In this way, my academic team would only be able 

to identify the PASS numbers shared with us by participating service users.  

2.3.2.1.4 Coolmine Therapeutic Community. Coolmine Therapeutic Community 

(CTC) is another Irish NGO that “provides a range of quality community and residential 

services to empower people and their families to overcome addiction” (CTC, 2024a). These 

include segregated residential recovery services for men and women with or without children, 

community and day services, methadone detoxification, re-integration services, and lifelong 

aftercare (CTC, 2024b). This organisation services people with and without houses and was 

thus invited to collaborate via provision of access to a comparative sample for this project. 

Following agreement to collaborate, my academic team met with CTC’s Residential Services 

managers to discuss project aims and pragmatic aspects regarding its execution. With 

exception to this organisation’s slightly varied ethos and treatment approach, such as no 

phones and service users submitting and reviewing daily ‘slips’ of other service users’ non-

conducive behaviours ranging from messiness and slouching to possession and use of 

psychoactive substances, assessments with this cohort could remain largely similar to those 

with DSC’s service users. Liaison with this organisation’s Residential Men’s and Women’s 

Recovery Service Managers upheld for approximately 14 months from study three design and 

ethics application, through cognitive assessments, and until completion of participants’ six-

month treatment outcomes data collection. Importantly, due to my interest in the potential 

impact of homelessness on interpersonal control cognition and its role in PSU recovery, 

conversations with CTC staff also highlighted the possible confounding role of service users 

who were not in their services strictly by autonomous choice, but due to court-order, or 
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shock-pregnancy. This information was subsequently collected from all participants’ during 

assessments and considered in data analyses. As part of my academic team’s active 

collaboration with CTC, we were additionally invited to and attended the organisation’s ‘50 

Years’ celebration, where considerable inspiration was drawn from the highly relevant words 

shared by Ireland’s acting President and former poet, Michael D. Higgins “Addiction is often 

seen as a character deficit of the lower socioeconomic classes; however, lower 

socioeconomic classes would not exist if it were not for the character deficits of the higher 

socioeconomic classes”.  

2.3.2.2 PSU Service Users. DSC and CTC services users were consulted through 

formal and informal means throughout this project. 

2.3.2.2.1 EbE Group for the Current Project. The major means through which the 

expertise of PSU service users was garnered came in the form of an EbE group as described 

in Section 2.3.1.2. This group was held upon reflection that the selected cognitive scales may 

include items that do not apply to a proportion of PEH in PSU treatment or may use language 

that is uncommon to this population. These sentiments are echoed in the literature for 

research with marginalised groups and PEH in particular; however, while most appear to 

corroborate the validity of generalised scales for use with this group (Auquier et al., 2013; 

Chum et al., 2016; Girard et al., Housing First Study Group, 2015; McCarty et al., 1994; 

Stone et al., 2019; Wong, 2000; Zanis et al., 1994; Zemmour et al., 2016), asymmetrical 

housed/ homeless interpersonal cognition results emerge particularly surrounding loneliness 

(Bower et al., 2022), and some research groups have pursued the creation of cognitive scales 

specifically for use with PEH  (Sullivan et al., 2001). Considering in particular the current 

project’s focus on interpersonal cognition, validation of the scales selected for use was 

deemed necessary.  
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Consequently, an EbE group was arranged following ethical approvals but prior to 

data collection with DSC Detox Service users. This cohort was selected to represent PEH 

early in residential PSU recovery treatment whilst avoiding Recovery Service users, who 

would be approached shortly thereafter to participate in the main study. As a substantial 

proportion of DSC’s Recovery Service users enter from the organisation’s Detox Service, this 

group was deemed highly similar, with the exception of being a few months earlier in their 

recovery journey. It was further less likely that this EbE would exclude large numbers of 

potential participants via recent exposure to study materials and collaboration in study design, 

as these service users do not exclusively progress to further DSC Recovery, but also to 

Recovery services provided by other organisations, while others may relapse before reaching 

this stage. In case the EbE group decided the selected measures required alteration for use 

with PEH in PSU treatment, relevant approvals were obtained from scale designers 

(Appendix E) prior to the occasion. These approvals further covered scale presentation via 

the psychology experiment software, SuberLab 6.0. Ethics approval was also obtained from 

both Dublin City University and DSC Ethics Committees prior to EbE group execution (see 

Section 4.2.5).  

2.3.2.2.2 The EbE Group. One EbE group was facilitated by myself and one 

academic supervisor (C.F.) in the DSC Detox Service group meeting room. As DSC’s Detox 

Service is an adult unit, all service users deemed by the service Project Worker likely to 

comprehend the group, as per their English language or cognitive capacity, were permitted to 

take part. My team’s enthusiasm for female participants was also communicated to the 

service Project Worker in the week prior to the group. On the day of the group, the project 

worker informed all service users present in the unit, as they are permitted to leave for a few 

hours each day, that psychology researchers wished to speak to them about potentially 

helping with an upcoming project. Four male service users volunteered to attend the meeting; 
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service staff did not attend but left a walkie-talkie should anyone in the group become 

distressed and require assistance.  

As described in Section 2.3.1.2, while EbE groups typically include ‘scene setting’, 

‘cyclical processes’, ‘appropriate engagement’, and ‘cultural context’, these should be 

employed only to an extent that is beneficial to study aims and ecological validity. To ‘set the 

scene’, as per Lloyd et al. (2023), my academic supervisor and I firstly introduced ourselves, 

our professional backgrounds, and current projects. An overview of the present project’s 

background and rationale was then described, followed by its aims and proposed methods. 

The extremely beneficial assistance that the Detox service users present could potentially 

lend to the project’s ecological validity was then explained, with particular respect to its 

overarching hypothesis that the experience of homelessness may in fact alter cognition and 

how individuals respond to stimuli leading to the consequent potential need for psychometric 

measures, which are generally designed with middle-class Western citizens in mind, to be 

adapted for use with PEH in the early stages of PSU treatment.  

At this stage in the EbE group, participants were asked if they would like to assist my 

team in tailoring these materials for use with PEH in PSU treatment; all stated that they 

would like to be a part of this process. Experts were then each presented with an informed 

consent form (Appendix F) and explained that help in terms of comprehension or answering 

could be provided if required. This ensured that the informed consent form in its entirety was 

accessible to all in attendance, reflecting Lloyd et al.’s (2023) ‘appropriate engagement’ 

guideline. Informed consent forms were completed without problem and stored in a locked 

cabinet in my office immediately following group cessation. All hitherto proposed study 

materials were then presented to the group for oral discussion and consensus, a method which 

both recognised the lower education levels of this group, demonstrating further adherence to 

Lloyd et al.'s (2023) ‘appropriate engagement’ guideline, and also worked with the Experts in 
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a way that they are familiar with, witnessing Lloyd et al.'s (2023) ‘cultural context’ guideline. 

The particular insights of interest to the research team were reiterated throughout the process, 

particularly those regarding language which might seem unfamiliar, outdated, or possibly 

confusing, and content which may not apply to some PEH in PSU treatment. However, it was 

also emphasised that all thoughts, suggestions, and feedback were welcome from the Experts’ 

first encounter with these materials, which would be similar to that of prospective Recovery 

Service participants.  

The participant recruitment poster (Appendix H), participant information sheet (PIS; 

Appendix J), informed consent form (ICF; Appendix L), debrief sheet (Appendix S), contact 

card (Appendix U), and treatment outcomes informed consent form (Outcomes ICF; 

Appendix W) designed by the research team were all considered appropriate in terms of 

language and content for use with PEH early in PSU treatment. Study scales, namely the 

Addiction Severity Index (ASI; McLellan et al., 1992), Multidimensional Locus of Control 

Scale (Levenson, 1973; Appendix P), Future Events Questionnaire (FEQ; Miranda & 

Mennin, 2007; Appendix Q), and Recent Life Events Questionnaire (RLE; Brugha et al., 

1985; Appendix R) were further deemed suitable and relevant to PEH in early PSU treatment 

by the EbE group. To check if the Experts felt any of the potential replacement items 

prepared by my academic team could make these scales more inclusive to all PEH in PSU 

treatment, these were also shared. The Experts felt that these adaptations were unnecessary; 

they explained that even if a service user had no expectations to return to school or drive a car 

or receive multiple promotions in work, as per some of the items in the original scales, they 

would be fully capable of envisioning the likely impact or meaning of such an event. They 

thus felt that any PEH in PSU treatment could respond to these scales as aptly as people with 

these expectations, and importantly, people in stable and independent residence.  



62 
 

More broadly and theoretically, the Experts were asked if they felt that the cognitive 

traits selected were of potential relevance to PEH attempting to recover from PSU. They 

agreed with my hypothesis that the proposed thought patterns were of importance to PSU 

recovery and were also impacted by the extreme circumstance of homelessness. Lastly, the 

Experts’ opinions regarding this project's implementation, namely in terms of materials 

presentation, was beseeched. My academic team proposed all study materials be presented 

and responded to using psychology experiment software, SuperLab 6.0. It was explained that 

this would take the format of one item per slide for the scales and approximately one 

paragraph per slide in bullet points for the forms. The researcher would read all forms and 

scales to the participants and they would respond or move forward using corresponding 

coloured buttons on a response pad. It was communicated that this was suggested to 

overcome literacy-based exclusion for people who may not have had the chance to finish 

school or for whom English is their second language, as I felt that these were important 

subsections of Ireland’s current homeless population and did not believe these circumstances 

should influence their ability to participate. This method would also further standardise 

testing across participants. The Experts felt that this was a good way to enhance inclusivity 

and attain a more representative sample of Ireland’s current homeless population. As the 

Experts did not feel any changes to my proposed study materials were required, formal re-

iteration of this EbE group meeting as per Lloyd et al.’s (2023) guidelines was deemed 

inappropriate with these particular EbE group members and unnecessary to achieving this 

EbE group’s research design aims. Figure 2.3 depicts a sample of my proposed PIS 

presentation via SuperLab 6.0.  
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Figure 2.3 

Proposed PIS SuperLab 6.0 Presentation Shared With the EbE Group of PEH in PSU 

Treatment 

 

Note. The first image explains to participants how to interact with the PIS, the second depicts 

the study title and relevant contact information, and the third is an example of how 

information sections would be presented. 

 

2.3.2.2.3 Arranging Cognitive Assessments. Cognitive assessments took place across 

five PSU treatment service sites; one early recovery and two medium support houses run by 

DSC and one male and one female residential recovery service run by CTC. Upon hearing 

my recruitment address, the vast majority of service users decided to participate. This 

mediated an influx of assessments in various locations. These assessments were arranged 

privately between each participant and myself over the phone. PSU service staff were not 

informed which service users opted to participate so that no onus was felt to do so. However, 

while arranging an appointment with one client I explained that I would have to see if another 

potential participant could change their time to accommodate this time and call back to let 

them know. On hearing this, the client on the phone offered to arrange all DSC early recovery 
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appointments, as they often had dinner together and could easily work it out then. As this 

appeared to pose no bias to participation, potential impact on social care received, and offer 

the willing participant a great opportunity to actively contribute to community research, I 

agreed to this proposition from the service user and participant. All service users in this 

service had opted to participate, so sharing PASS ID’s (used to volunteer) with the service 

user research assistant was not required. I told the organising participant the times that they 

were available to conduct assessments in their service that week and they called back the 

following day with all assessment times arranged. This collaboration continued for three 

weeks until all service users were assessed. 

Similarly, all service users in CTC’s men’s service opted to participate following 

recruitment address. This organisation runs a tight midweek schedule for its service users, so 

I was advised by the service manager that weekends would be the best time to conduct the 

cognitive assessments. CTC runs a rank system, with service users admitted for longer 

periods receiving varying duties throughout their stay. When I arrived at the service on their 

first Saturday, they were met by one of the service users on duty. This service user set them 

up in a counselling room and then quickly arranged the three assessments for that day. This 

collaboration similarly continued for the subsequent month until all service users had 

participated. 

2.3.2.2.4 Contact Cards. Following cognitive assessment, all participants of studies 

two and three were provided with a contact card containing information for my academic 

team, the Dublin City University Research Ethics Committee, and the DSC ‘Sure Steps’ PEH 

counselling services (Appendix U). They were informed they may use this information 

should they wish to discuss the study further following their participation, withdraw their data 

from the study, or experience any distress resulting from their participation. I decided to 

provide this information on a take-home card so that the participants were more likely to have 
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it should it be required at a later date. While most studies allow participants to take their PIS 

home following their participation, all materials of the current study are presented via a 

psychology experiment software. Without this nuance, I also feel this media is better suited to 

PEH in recognition of the often nomadic nature of their circumstance; many put the cards 

into the back of their phone cases, wallets or books. Several of the participants expressed 

considerable gratitude upon receipt of this gesture. 

2.3.2.2.5 Follow-Up Reflection. As noted previously, DSC participants’ consent to 

my collection of their potential substance use during treatment data was collected towards the 

end of their treatment admission or following their discharge, approximately six months 

following their initial assessment. I met each of these participants on a one-to-one basis to 

collect this consent in the same way as their initial assessment, via SuperLab 6.0. During 

these outcomes data ICF collections, I asked what the participants thought about the research 

process. CTC and Study Two participants were asked the same question immediately 

following their cognitive assessment, if they had time. Some felt the assessment seemed 

‘childish’, while others expressed understanding its simplistic nature was to ensure clarity. A 

number mentioned the length of the Desire for Control (DC) task. Some Study Two 

participants didn’t believe the DC game/ task could tell if they would relapse or not and 

similarly some Study Three subjects didn’t feel the events read to them while answering the 

Locus of Control scale would influence their answers. Other words used by various 

participants to describe their experiences included ‘insightful’, ‘inspiring’, ‘cool’, ‘great 

craic’, ‘therapeutic’, ‘confusing’, or ‘just… normal’. 

2.3.2.3 Dissemination. My academic team committed to disseminating study findings 

as much as possible to relevant stakeholders soon after beginning my project. At the 

beginning of its final year, I presented my progress at a DSC Treatment Services Full-Team 

Meeting. The floor was opened to feedback and questions, receiving generally very positive 
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feedback, gratitude for the work, and further clarification. The DSC team were eager to 

ensure that they understood the potential clinical significance of the work, as far as my 

interpretation went. In doing so, I made sure to emphasise the suggestive nature of the 

findings until corroboration from future research. 

 In the second and third years I gave a guest lecture as part of DCU’s Age Friendly 

University Introduction to Psychology programme titled “Substances, Substance Use, and 

Problematic Substance Use”. As this lecture topic relates to the current project, this work, its 

background, and potential future directions were also shared with this group, many of whom 

were from economically disadvantaged areas of Dublin. 

 Preliminary talks with DSC and CTC managers regarding full project presentation to 

service users and staff following thesis submission have been held and will be arranged in Q1 

of 2025. DSC further plans to share this project on their website and all social media 

platforms. My academic team will also share the project on all relevant media. My team will 

also present this project at DCU’s School of Psychology Five Year Anniversary which will 

spotlight PSU in February 2025 to alumni as well as the local community, academics in the 

field, Dublin-based PSU treatment services, and other stakeholders. An RTÉ Brainstorm 

article and a podcast episode are also prepared and ready to be shared in the new year on 

relevant platforms. 

2.4 Discussion 

 This Chapter first presented the overall methodology of this PhD and how the studies 

within it interacted. It discussed how the results of earlier studies informed the design of later 

studies. The first study of this PhD was a systematic review investigating the role of Locus of 

Control in SUD treatment client’s recovery. This study revealed the specific relationship of 

this trait to PSU recovery, prior to investigating the interaction of homelessness with it and 

other related traits in later experimental studies. To identify the interaction of homelessness 
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with selected traits of cognition prior to exploring their role in PSU recovery, my first 

experimental study assessed these traits in 60 residential PSU treatment attendees. This data 

was then subsequently re-purposed approximately six months later in the second timepoint of 

this study when each participant’s number of substance use episodes in treatment data was 

collected from service staff. This second timepoint was a substantial piece of work that 

required a second round of informed consent collection from each participant for this 

procedure. The second timepoint of this longitudinal study revealed that the internal LoC 

subscale of Levenson’s (1973) multidimensional scales predicted the number of relapses 

during treatment, such that the more service users believed that they themselves determined 

their life outcomes (perhaps to the exclusion of other people, chance, or fate, as will be 

described in Chapter Three), the more likely they were to relapse. This finding was further in 

keeping with those of my systematic review, described in Chapter Three. For this reason, 

Levenson’s LoC scale was incorporated to the third and final study of this PhD, which 

trialled the feasibility of a major study into the potential efficacy of a brief PSU intervention 

with PEH in alcohol and benzodiazepine detoxification treatment. Following from the 

findings of the longitudinal study, this Proof-of-Concept study examined whether this 

intervention may reduce substance use during treatment and also diminish Internal LoC 

scores. 

I initially intended to conduct comparative analyses in my longitudinal study between 

Housed and Experiencing Homelessness groups. However, as participants of this study 

described their residential histories, the complexity of homelessness was further exemplified 

and separation into two such clear-cut groups was obscured. Considering the fluid definitions 

of homelessness currently in existence, as was described extensively in Chapter One, how 

best to explore the interaction of this experience with cognition during PSU treatment, and 

the potential impact of this on substance use, required consideration. I initially attempted to 
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answer this question statistically via cluster analysis; this revealed three groups, separated 

according to the length of time spent homelessness. However, further inspection of a scatter 

plot depicting these groups revealed that cases tended to exist along either axis; i.e., those 

who were still experiencing homelessness were experiencing homelessness for longer 

durations and those who had experienced homelessness in the past but were currently housed 

spent less time in homelessness. Importantly, several cases who were currently experiencing 

homelessness had also experienced homelessness for shorter durations of time. Reflecting on 

the homelessness literature currently in existence, which indicates arguable impact of 

homelessness duration but considerable post-homelessness impacts on cognition, I decided in 

consultation with my academic supervisors, to split my longitudinal study participants into 

three groups: ‘Current Housed’, ‘Current Homelessness’, and ‘Prior Homelessness’. 

Reflecting the diverse pathways to homelessness, those who experience it are highly 

heterogenous. Lifetime trauma, such as child sexual abuse, suicide attempts, and brain injury 

are prevalent (Ayano et al., 2019; Miller et al., 2020; Stubbs et al., 2020; Sundin & Baguley, 

2015).  Mental health issues, such as depression, anxiety, PTSD, schizophrenia, and PSU are 

also over-represented (Barry et al., 2024). Further, comorbid mental health issues are 

common among people with PSU, to the point they have their own term ‘dual diagnosis’ 

(Holzhauer et al., 2019). Psychoactive substances of abuse and psychiatric medicines by their 

nature alter cognition in distinct ways (Bourin, 2021; Fareed et al., 2017; Harmer et al., 2017; 

Hunt et al., 2020; Meyer, 2025; Nutt et al., 2021; Tolomeo et al., 2021; Trifilieff & Martinez, 

2014). To appreciate some of the ways in which my defined homelessness groups may differ 

on traits relevant to PSU, Table 2.1 conveys group prevalences and means for these variables. 

While this information is important to consider in interpreting the findings of my longitudinal 

study, it is important to note that some of the information presented within may be 

misleading, due to the complexity of both homelessness and PSU. Of particular interest, 
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Table 2.1 indicates notably less frequent co-occurrence of mental health diagnoses in the 

Current Homelessness than the Current Housed group, alongside a notably higher frequency 

of lifetime traumas. It is of crucial importance to note that I did not conduct clinical 

interviews with each participant and instead relied on their own self-report of diagnoses or 

clinical conditions. Considering the vast literature evidencing correlation between lifetime 

trauma and mental ill-health (Myers et al., 2015; O’Hare et al., 2014) and the substantially 

higher rates of mental health issues among PEH (Barry et al., 2024), it is my belief that the 

information presented in this table instead corroborates my justification for the use of the 

term PSU rather than SUD presented in Section 1.2.1.2, and exhibits the poorer access to 

mental health treatments and clinical diagnoses consistently recognised to be experienced by 

PEH (Ingram, Buggy, Elabbasy, & Perrotta, 2024; Omerov et al., 2020). Thus, it is my 

recommendation that the disparities observed between these three housing history groups in 

terms of comorbid mental health issues are not interpreted literally, and instead as unverified 

by clinical assessment. It is also important to note that the inclusion of this heterogenous 

group, as will be further detailed in Section 4.2.1.1 is critical to the ecological validity of this 

study in terms of representing PEH as they present, and not a more sanitised sub-sample.  

As detailed in Section 2.3.1 stakeholder engagement is an effective tool used to 

streamline contemporary social research. For this reason, stakeholder engagement 

methodologies were employed with PSU treatment staff, PSU treatment service users, and the 

public throughout the current project. Treatment service staff were entreated regularly and by 

various means throughout this project’s execution. As a financial and practicable stakeholder 

of this project, DSC assigned a sequence of staff to the formal position of its ‘Enterprise 

Mentor’. I found this process both theoretically and pragmatically beneficial to my project’s 

realisation. The focus of these Mentors on aiding their organisational aims, which directly 

service my project’s target population, ensured that my project aims were directly applied to 
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the recovery of PSU during homelessness. They readily thought of aspects of recovery that 

could appear somewhat peripheral to academics, such as the ease with which individuals in 

early recovery can sometimes replace their PSU with other addictions such as gambling and 

proactively assisted the creative process through which I adapted my DC task to avoid this. 

They also took responsibility for the ease of collaboration with other members of their 

organisation, such as the Therapeutic Services Quality Team and Service Managers. 

Ultimately, when conducting research with an organisation, I strongly recommend 

designating a staff member specifically to the collaboration. The DSC Therapeutic Services 

Quality Team played a significant role in reviewing my ethics application to conduct my 

experimental studies with their service users. This team brought further insights to the 

potential philosophical understanding of consent and enhanced my project’s respect for their 

service users’ autonomy and self-governance. They also encouraged me to think more 

creatively and deeply about consent and its standardised procedures. In this way, 

organisational ethics boards also appear beneficial, as they are more likely to look at the issue 

from a divergent and possibly more practical stance than university ethics committees. 

Regular meetings and emails were shared with various managerial staff members from CTC 

throughout this project. While not as actively involved in steering this project as DSC, 

collaboration with this organisation was enthusiastic, optimistic, and supportive, buttressing 

our argument in favour of industry-based research.  

 PSU treatment service users were involved at various key stages throughout this 

project. Most formally, their participation via the EbE group was integral to piloting my 

project’s proposed materials prior to use with a population as marginalised and disadvantaged 

as PEH with PSU. However, while this EbE group substantiated the content and language 

used in these materials it should be noted that one service user remarked early in the process 

that PEH ‘weren’t stupid’. My academic supervisor and I attempted to salve this comment by 
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clarifying that the EbE group was not being held in response to a different IQ, but the 

different experiences of PEH with PSU. However, a tension from this vocal service user that 

may have affected more of these vulnerable adults could be sensed for the remainder of the 

group. Further, many of the same items thought potentially unsuitable for use with this 

population were remarked upon by participants throughout the experimental studies, for the 

same reasons I had identified. Some of the LoC scale items such as clearing a mortgage or 

falling behind in work were difficult for some participants to imagine. The wording of some 

of these items, such as ‘chiefly’, ‘protecting my personal interests’, ‘appealing to those in 

positions of power’, ‘people like myself’, ‘go to class’, and ‘fortune’ regularly had to be 

further clarified for participants, who often still seemed ill-at-ease with the item afterwards. 

The FEQ presented similar issues with items relating to major career successes and major 

financial assets as well as the phrase ‘socially inadequate’. The RLE posed no issues. As 

mentioned, the length of the DC task was regularly commented upon, by as many as half of 

the participants. A shortened version of this task may be warranted. Thus, the EbE group’s 

promotion of the materials proposed for use in this study in their original state may have 

stemmed from the institutional distrust rife within this population rather than the materials’ 

suitability (Harter et al., 2005; Patterson et al., 2015). Consequently, an alternative method to 

pilot study materials with this cohort may be to conduct a factor analysis of their responses to 

them paired with a reflective analysis of items that proved difficult to understand or not 

applicable, as per Bower et al. (2022). This could be further extended by also including a 

second measure with the proposed adaptations of the research team and repeating the 

process.  

 Participants’ impromptu contribution via arranging many of this project’s assessments 

themselves was exceedingly beneficial to the project's timeline and cohesion. It is possible 

that hours of calling participants back and forth to re-arrange appointments to suit one 
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another, send reminder texts the day before, as well as other issues that may have required 

resolving along the way, were saved. This freed time to ensure that SuperLab software and 

materials were all in working order prior to assessments, as well as to input and clean data as 

they were collected. This in particular transpired to be vital, considering the high 

participation rate for these studies. I felt that the organising participants were enthusiastic and 

grateful for the opportunity to be able to contribute to this project so constructively. All in all, 

I believe that this process is worth replicating in future research projects with this cohort. 

The contact cards disseminated to participants of this project was a novel method to 

my academic team that does not appear to be widely utilised across the literature. I found this 

addition highly impactful; although no participants have contacted the team yet, many 

expressed gratitude for this accessible way to resolve any issues that could arise following 

their participation. I felt that these cards conveyed a greater sense of interest in my research 

population and thus encourage any researchers of human participants to integrate this 

procedure to their future projects. My follow-up reflections with participants were highly 

insightful and informative to my future practices. They highlighted the heterogeneity of this 

group, despite their shared cognitive processes which I aim to further delineate. This 

heterogeneity further justifies my endorsement of simple and clear measures for use with this 

group, to adeptly encapsulate accurate answers for all and not a more privileged subset. 

 This project’s dissemination thus far has received considerable interest from PSU 

service users, staff, and members of the public. The genuine interest of these populations in 

this line of scientific inquiry was palpable, encouraging my pursuit. However, I noticed that, 

through their enthusiasm to enhance their treatment efficacy, the dissemination groups 

approached appeared eager to know how to integrate my findings to their recovery methods. 

In this way, I was careful to detail the expansive process of scientific inquiry of behavioural 

phenomena, and the consequent importance of systematic review. I believe that this 
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communication of scientific literacy may be of importance for stakeholder engagement 

dissemination more generally. My plans to further disseminate objectives, processes and 

outcomes following thesis submission are underway and will hopefully run smoothly. 
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Chapter Three. Systematic Review via Thematic Summary of PSU Treatment Service 

User Locus of Control as a Prognostic Factor of Substance Use Recovery 

 

3.1 Introduction 

  In response to the literature review and introduction to the issue of PSU recovery for 

People Experiencing Homelessness (PEH) provided in Chapter One, this project seeks 

to investigate whether cognitive traits of interpersonal control or temporal perspective may 

differentially affect PSU recovery according to residential independence and stability. 

However, in ascertaining the relationship of these traits to PSU recovery in general samples, I 

observed a wealth of inconclusive literature regarding one of my focal traits; Locus of 

Control (LoC). In this light, the current Chapter will present a systematic review using 

thematic summary methodologies into the predictive ability of LoC for substance use in PSU 

treatment service users. It will first outline the rationale for this review, followed by my 

methods and primary results. A synthesis of these results is then presented before a 

comprehensive discussion.  

3.1.1 Rationale 

 3.1.1.1 Problem. Substance Use Disorders (SUDs) are a crisis and growing health 

issue. Alcohol use causes 3 million or 5.3% of all global deaths, while drug use is reported to 

cause 750,000 deaths annually (World Health Organisation (WHO), 2018; Ritchie & Roser, 

2018). Substance use also negatively impacts health, causing the loss of 30.9 million years of 

“healthy” life to disability or premature death per annum (Institute for Health Metrics and 

Evaluation (IHME), 2019). Despite these negative impacts on health, substance use is 

becoming more commonplace, seeing one of the fastest growth trends of 87 risk factors for 

death from 2010 to 2019 (IHME, 2019). Similarly, SUD prevalence is dramatically rising, 

from 29 million people, or 0.6% of the global population, in 2016 to 36.3 million, or .07% in 

2021 (United Nations Office on Drugs and Crime (UNODC), 2021; UNODC, 2016).  
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SUD treatment varies in many ways, such as inpatient/outpatient, 

psychological/medical modalities, individual/group therapies, reduction/abstinence-oriented, 

and countless others. Treatment programmes cater every stage of the recovery process, from 

detoxification to sobriety-maintenance, and can thus last anywhere from days to years. 

Despite this array of treatment options, efficacy remains low; meta-analysis indicates as 

many as one-third relapse even prior to programme completion (Dutra et al., 2008) and up to 

70% relapse within the first post-discharge year (Gossop, Marsden, Stewart, & Rolfe, 1999; 

Teesson et al., 2006). The potential impacts of relapse for the individual are stark; at best they 

return to the same level of problematic use and associated health, financial, and social 

consequences. At worst, they are at significantly greater risk of fatal overdose (Heale et al., 

2003; Martins, Sampson, Cerdá, Galea, 2015). Thus, the importance of effective SUD 

treatment is evident.  

Research of neurocognitive markers associated with SUD treatment success suggests 

traits worth targeting during treatment for enhanced outcomes. One such target cognitive trait 

is Locus of Control (LoC); the extent to which individuals believe they, more powerful 

others, chance, or fate, determine their life outcomes (Heidari, Ghodusi, Bathaei, & Shakeri, 

2018). Broadly, this trait describes individuals who believe their life outcomes are mostly 

self-mediated to have an internal LoC, and an external LoC if they believe they result mostly 

from external forces (Rotter, 1966). LoC appears malleable, with previous research 

suggesting it changes with age (Sargent-Cox & Anstey, 2015), gender (Alves & Lopes, 2010; 

Eng, Gilsanz, Lacy, Schnaider Beeri, Whitmer, 2020; Wehmeyer, 1993), race (Zahodne et al., 

2015; Zhang & Jang, 2017), culture (Jensen, Olsen, & Hughes, 1990), financial stability 

(Culpin, Stapinksi, Miles, Araya, Joinson, 2015), relationship strain (Nowicki, Iles-Caven, 

Gregory, Ellis, Golding, 2018), and across situations (Ersche, Turton, Croudace, Stochl, 
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2012; Oswald, Walker, Reilly, & Parker, 1992; Turnipseed, 2018). These findings indicate it 

is a potential target of interest for successful rehabilitation.  

LoC has been found to predict early use (Bearinger & Blum, 1997; Squeglia et al., 

2017), moderate the relationship between alcohol consumption and aggression (Purvis, 

Gallagher & Parrott, 2016), and distinguish light from heavy social drinkers (Seo et al., 

2019). As LoC describes how individuals think about themselves in relation to others and the 

world, research in this area is critical, considering the highly social nature of SUD recovery. 

Service users in treatment work closely with treatment professionals on sensitive topics, often 

share accommodation with other service users, and must consistently reject old friends and 

individuals associated with their substance use post-discharge. 

The original LoC scale (Rotter, 1966) has proven effective at predicting outcomes in 

various fields such academic and work performance (Findley & Cooper, 1983; Galvin, 

Randel, Collins & Johnson, 2018), life satisfaction (Hong & Giannakopoulos, 1994), and 

physical and mental health (Churchill, Munyanyi, Prakash, Smyth, 2020; Costello, 1982). 

Subsequent scales have differentiated between more specific internal or external factors, such 

as segregate external LoC factors ‘Powerful Others’ and ‘Chance’ (Lefcourt, von Baeyer, 

Ware, & Cox, 1979; Levenson, 1973; Reid & Ware, 1974) or target particular life domains 

like physical and mental health (Hill & Bale, 1980; Wallston, Wallston, & DeVellis, 1978; 

Wallston, Wallston, Kaplan, & Maides, 1976), personal economics (Furnham, 1986), road 

safety (Ozkan & Lajunen, 2005), academic achievement (Crandall, Katkovsky, & Crandall, 

1965; Trice, Ogden, Stevens, & Booth, 1987), or alcohol or drug use (Donovan & O’Leary, 

1978; Ludke & Schneider, 1996; Oswald, Walker, Reilly, & Parker, 1992). Such scales 

proliferated LoC research, generating more precise indications of its role in psychological 

function. 
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Despite this prolific research, to my knowledge, no systematic review of adult SUD 

treatment has examined LoC as a prognostic factor for sobriety outcomes. The current review 

aimed to address this gap. To promote inclusion of studies describing LoC with different 

terminology, synonymous LoC terms were included in my search strategy. Substance use 

outcomes were broadly defined as quantitative measures of substance use during or post-

treatment, length of treatment stay, or post-discharge time sober. As meta-analytic synthesis 

was initially intended only quantitative studies were reviewed and thematic summaries 

(Gough, Oliver, & Thomas, 2017) utilise effect sizes.  

3.1.1.2 Objectives. The overall aim of this review was to determine whether LoC 

beliefs in adults undergoing SUD treatment are predictive of successful recovery. Specific 

aims were to discover which LoC traits (e.g., internal, external) were predictive of success as 

measured by sobriety following treatment. It was hoped to achieve these aims via meta-

analytic methodologies. Consequently, only studies using validated LoC scales and 

quantifiable measures of substance use, such as treatment or abstinence duration, were 

assessed. For this purpose, effect sizes were also calculated and transformed to a common 

metric for all analyses reporting required data.  

3.1.1.3 Protocol. The protocol for this review was presented for feedback at the 2021 

Psychological Society of Ireland Student Congress and Dublin City University’s School of 

Psychology 2021 Postgraduate Research Conference. No changes were advised or made 

based on these presentations and the protocol was not published before conducting the 

review.  

3.2 Method 

3.2.1 Transparency and Openness 

 This review complies with the Transparency and Openness Promotion (TOP) 

guidelines (Nosek et al., 2015). Study protocol and pre-registration are explicitly reported. 
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PRISMA (Page et al., 2020) and SWiM (Campbell et al., 2020) reporting guidelines are 

observed. Data are appropriately cited. This review was not pre-registered. 

3.2.2 Inclusion and Exclusion Criteria 

This review’s inclusion (Table 3.1) and exclusion (Table 3.2) criteria were defined 

using the PICOS tool (Higgins et al., 2019; Methley, Campbell, Chew-Graham, McNally, 

Cheraghi-Sohi, 2014). No changes were made to these pre-specified criteria. Authors of 

reports not providing information sufficient to judge eligibility or analyse data were emailed 

in search of this information.  

Table 3.1 

Systematic Review Inclusion Criteria 

Participants Substance addiction treatment service users, 18 years and older 

Intervention Aims to reduce substance use 

Control Not necessary, may exist 

Outcome Use of any specified substance, measured via quantitative substance use 

follow-up assessment, sobriety duration, or treatment duration 

Study 

Design 

Quantitative, prognostic 

 

Table 3.2 

Systematic Review Exclusion Criteria 

Criteria category Specific examples 

Age Under 18 years 

Language Not available in English 

Study design Opinion pieces, letters, qualitative research, dissertations, book 

chapters, case studies, reviews, editorials 

LoC not measured Personal responsibility, personal control measure of theory of 

planned behaviour, embedded figures test, self-control 

Subsequent substance 

use not measured 

Measured at same time, other variables subsequently measured, 

no subsequent measures 
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3.2.3 Information Sources 

 Scoping searches to determine systematic review feasibility revealed considerable 

research of LoC as a predictor of SUD treatment outcomes. Search terms to comprehensively 

examine this topic were then developed using previous LoC and SUD systematic reviews and 

database MeSH terms in consultation with Dublin City University library staff (Table 3.3; 

Brorson, Arnevik, Rand-Hendriksen, & Duckert, 2013; Groth et al., 2019; Lappan, Brown, & 

Hendricks, 2020; Nafradi, Nakamoto, & Schulz, 2017). These were applied to all fields 

including earliest and latest publications in journal databases PubMed, PsychINFO, and Web 

of Science on 02/07/2021, returning a total of 5,050 papers (1,672, 2,176, and 1,202 

respectively; see PRISMA flowchart Figure 3.1).  

Table 3.3 

Search Terms Applied to Journal Databases PubMed, PsychINFO, and Web of Science 

Variable 

Category 

Terms Used 

SUD (addict* OR substance OR drug OR alcohol* OR opiate OR opioid OR 

heroin OR cocaine OR cannabis OR marijuana OR inject* OR inhal*)  

AND 

LoC ("locus of control" OR "hloc" OR "drie" OR "dr-loc" OR "internality*" OR 

"externality*" OR "powerful others" OR "control orientation" OR "control 

belief" OR "personal control" OR "perceived control" OR "perception of 

control" OR "control attribution" OR "control locus" OR "sense of control" 

OR "sense of responsibility" OR "responsibility attribution" OR "personal 

responsibility" OR "perceived responsibility" OR "self-determination" OR 

"self-direction" OR "treatment self-regulation questionnaire") 

AND 

Treatment (treatment OR therapy OR intervention OR program* OR detox* OR 

inpatient OR outpatient OR client OR patient OR recovery OR rehab* OR 

relapse OR recid* OR dropout) 
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3.2.4 Study Selection 

 Two independent reviewers (L.C., PhD candidate; C.O.B., systematic review-trained 

undergraduate student) conducted the title and abstract screen and full-text review using 

Covidence software. Conflicts were resolved via discussion and consensus.  

3.2.5 Data Collection 

 Appendix A depicts data collected by two independent reviewers (L.C., PhD 

candidate; A.F., PhD candidate) using a tool designed by my research team in Microsoft 

Excel.  

3.2.6 Methods for Assessing Risk to Internal Validity 

 Studies were categorised as ‘low’, ‘moderate’, or ‘high’ risk of bias by two 

independent reviewers (L.C. & A.F.) using the Quality in Prognosis Studies tool (QUIPS; 

The Cochrane Collaboration Prognosis Methods Group, 2018), designed specifically to assess 

the quality of studies investigating predictive factors of health treatment outcomes. Studies 

were rated as low, moderate, or high risk of bias for various criteria under six headings 

(‘Study Participation’, ‘Study Attrition’, ‘Prognostic Factor Measurement’, ‘Outcome 

Measurement’, ‘Study Confounding’, and ‘Statistical Analysis and Reporting’), which were 

then considered to yield overall low, moderate or high risk of bias ratings for each study. 

Regardless of quality rating, all studies were included for data synthesis to minimise bias. 

However, results were considered in respect of their quality ratings. 

3.2.7 Summary Measures 

 Meta-analysis of extracted data was initially intended. Consequently, effect sizes were 

calculated by my research team. Fifteen studies reported data required for the calculation of 

30 effect sizes: nine Cohen’s d, seven Pearson correlation, three Cramer’s V, two odds ratio, 

one chi square, and one ANOVA f. As Cohen’s d was produced for most studies, where 
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possible, other effect size metrics were converted to this measurement, following Campbell 

Policy’s common metric for meta-analysis recommendation (Polanin & Snilstveit, 2016). 

3.2.8 Methods of Synthesis 

 Excessive heterogeneity preventing effective meta-analysis became apparent as data 

were extracted and compiled. Thus, data were analysed via thematic summaries informed by 

effect sizes. Summaries were performed on the overall data set and various dimensions of 

difference deemed capable of influencing results, namely ‘LoC Scale’, ‘Assessed 

Substances’, ‘Treatment Approach’, “During/ Following Treatment Outcomes”, and 

“Biological Sex”. These were conducted according to SWiM guidelines, with results 

prioritised according to effect size and significance (Campbell et al., 2020). 

3.2.9 Publication Bias and Selective Reporting 

 Authors of studies collecting LoC data of adult SUD treatment service users were 

contacted to see if they or the relevant treatment centre(s) possessed relevant substance use 

data. Authors of studies collecting LoC and substance use data from adult SUD treatment 

service users who did not report investigation of a relationship between these variables were 

contacted to see if such analyses were conducted or, if not, whether raw data still existed so 

my team could perform these analyses.  

3.3 Results 

3.3.1 Study Selection 

The PRISMA flowchart depicted in Figure 3.1 summarises the study selection 

process for this review. 
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Figure 3.1 

PRISMA Flowchart Summary of Study Selection Process 

 

During full-text review, authors of 34 studies measuring LoC in individuals attending 

SUD treatment were contacted to enquire whether subsequent substance use was also 

measured by their research, or the treatment centre’s team, to qualify their research for review 

inclusion. Fourteen research teams collecting LoC and substance use outcome data from 2000 

onwards, but not reporting the relationship between these variables, were contacted about 

their interest in performing these analyses. Earlier such studies were excluded immediately as 

raw data was presumed not to exist. After reasonable attempts at contact, data were not 

obtained from any of these authors due to no response, data destruction, or non-collection. 

Twenty-one papers inaccessible to my academic research team but apparently suitable for 
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inclusion were forwarded to Dublin City University’s library staff and their authors contacted 

with the same follow-up procedure to request full access, obtaining 7 papers. In total, 409 

studies were excluded at this stage, reducing the final collection to 22. 

3.3.2 Study Characteristics 

 The 22 studies included in this review investigated a combined sample of 2,888 

individuals. Of these, 1,829 (63%) were male, 414 (14%) female, and 655 (23%) from three 

studies were not defined. Thus, sex distribution of those identified was 82% male, 18% 

female. Ethnicity data for 269 participants was described across 8 papers. Of these, 52 (19%) 

were Caucasian, 140 (52%) Black, 7 (3%) Hispanic, 1 (0.4%) American-Indian, and 69 

(26%) Turkish. Mean age was reported by 20 papers (Appendix A) and ranged from 26.3 

(Snowden, 1978) to 50.8 (Query, 1983) years. Studies were conducted between 1977 and 

2015. Eleven were conducted in the USA, two in India, and one each in New Zealand, Italy, 

Israel, Germany, Finland, Canada, Switzerland, Turkey, and Spain. Table 3.4 describes 

studies’ dimensions of difference, or characteristics according to which this review’s thematic 

summary analyses were performed.  



84 
 

Table 3.4 

Dimensions of Difference Data of Individual Studies 

Reference LoC Scale LoC Direction 

Favoured 

Psychoactive 

Substances 

Treatment Approach Outcome 

Assessment 

Biological 

Sex 

Abbott, 1984 Rotter (1966) IE; 

Keyson & Janda 

(1972) DRIE 

External (n=5);  

No direction 

(n=1) 

Alcohol Psychological Three months post-

discharge (n=1); 

One year post-

discharge (n=5) 

M: 74 (70%) 

F: 32 (30%) 

Bowen & Twemlow, 

1978 

Rotter (1966) IE No direction 

(n=1) 

All severe problems 

with alcohol, several 

polydrug users 

Biofeedback Plus 

Other Therapies 

Discharge (n=1) M: Not 

reported 

F: Not 

reported 

Canton, Giannini, 

Magni, Bertinaria, 

Cibin, & Gallimberti, 

1988 

Validated Italian 

version of Rotter's 

1966 scale (Nigro, 

1983) 

Internal (n=1);  

No direction 

(n=1) 

Alcohol Pharmacological with 

Counselling 

Six months after 

initial evaluation 

(n=2) 

M: 33 

(76.7%) 

F: 10 

(23.3%) 

Caster & Parsons, 

1977 

IPC (Levenson, 

1973) 

Internal (n = 1);  

No direction  

(n = 5) 

Alcohol Psychological Ninety day program: 

Discharge (n=1) 

Recidivist program: 

4-6 months into 

treatment (n=1) 

M: 98 

F: 0 

Dekel, Benbenishty, 

& Amram, 2004 

IPC (Levenson, 

1973) 

Internal (n=4);  

No direction 

(n=1) 

Heroin Psychological Post-discharge 

(M=15 months, 

SD=4.8 months; 

n=2) 

M: 140 

(84%) 

F: 27 (16%) 
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Elsesser & Sartory, 

1998 

IPC (Krampen, 

1986) 

Internal (n=8);  

External; (n=4) 

Benzodiazepines Psychological Discharge (n=4) M: 19 (43%) 

F: 25 (57%) 

Hartman, 2000 DRIE (Keyson 

and Janda, 1972) 

External (n=1) Alcohol Not specified Discharge (n=1) M: Over-

represented 

F:  

Under-

represented 

Jones, 1985 DRIE (Keyson & 

Janda, 1972) 

Internal (n=2) Alcohol Psychological Discharge (n=2) M: 34 

(100%) 

F: 0 (0%) 

Kivlahan, Donovan, 

& Walker, 1983 

DRIE (Keyson & 

Janda, 1972) 

Internal (n=1);  

External (n=1);  

No direction 

(n=4) 

Alcohol Psychological Three, six, and nine 

months post-

discharge (n=6) 

M: 232 

(100%)  

F: 0 (0%) 

Kludt & Perlmuter, 

1999 

IP (Schewchuck et 

al., 1992) 

No direction 

(n=2) 

Heroin Pharmacological with 

Counselling 

Discharge (n=1); 

Early in treatment 

(n=1) 

M: 9 (50%) 

F: 9 (50%) 

Koski-Jännes, 1994 DRIE (Keyson & 

Janda, 1972) 

Internal (n=4) Alcohol Not specified Six and 12 months 

post-discharge (n=4) 

M: 89 (84%) 

F: 17 (16%) 

Leigh, Ogborne, & 

Cleland, 1984 

IPC (Levenson, 

1973) 

No direction 

(n=6) 

Alcohol Not specified Discharge (n=6) M: 132 

(77%) 

F: 40 (23%) 
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McGovern & Caputo, 

1983 

Eight most highly 

loaded items from 

Rotter (1966), 

based on Collins’ 

(1974) 

Internal (n=2) Alcohol Pharmacological with 

Counselling 

Discharge (n=2) M: 100 

(100%) 

F: 0 (0%) 

O'Leary, Rohsenow, 

& Donovan, 1976 

IE (Rotter, 1966) External (n=1);  

No direction 

(n=4) 

Alcohol Psychological Discharge (n=5) M: 153 

(100%) 

F: 0 (0%)  

Query, 1983 IE (James 1957) Internal (n=1);  

No direction 

(n=1) 

Alcohol Electroconditioning Two months post-

discharge (n=1); Six 

months post-

discharge (n=1) 

M: 41 

(100%) 

F: (0%) 

Rao, Ray, Vithayathil 

& Nagalakshmi, 1984 

IE (Valecha et al., 

1980) 

No direction 

(n=1) 

Alcohol Psychological Six months post-

discharge (n=1) 

M: 27 

(100%) 

F: 0 (0%) 

Sarkar, Nebhinani, 

Kaur, Kaur, Ghai & 

Basu, 2013 

IE (Menon, Wig, 

Verma, & 

Varanasi, 1988) 

Internal (n=1) Alcohol (n=19); 

Opioid (n=31);  

Alcohol & opioid 

(n=10); Other (n=9)  

Pharmacological with 

Counselling 

Six months after 

initial assessment 

(n=1) 

M: 68 

(98.6%) 

F: 1(1.5%) 

Schofield, 1978 IE (Rotter, 1966) Males: Internal 

(n=1) 

Females: 

External (n=1) 

Alcohol Psychological Discharge (n=2) M: 77 (77%) 

F: 33 (33%) 

Snowden, 1978 IE (Rotter, 1966) Internal (n=3);  

No direction 

(n=1) 

Heroin Pharmacological with 

Counselling 

Seven weeks post-

discharge (n=4) 

M: 32 (76%) 

F: 10 (24%) 
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Soravia, Schläfli, 

Stutz, Rösner, & 

Moggi, 2015 

Short IE (Jakoby 

and Jacob, 2009) 

No direction 

(n=-3) 

Alcohol Psychological Throughout 

treatment (n=3) 

M: 339 

(67%) 

F: 170 

(33%) 

Turkcapar, Kose, 

Ince, & Myrick, 2005 

IE (Rotter, 1966) Internal (n=1);  

No direction 

(n=1) 

Alcohol Pharmacological with 

Counselling 

Six months post-

discharge (n=2) 

M: 69 

(100%) 

F: 0 (0%) 

Vielva & Iraurgi, 

2001 

DRIE (Keyson & 

Janda, 1972) 

Internal (n=3) Alcohol Psychological Six months post-

assessment (n=3) 

M: 161 

(80%) 

F: 40 (20%)  
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3.3.3 Results of Individual Studies 

  Individual study results are presented in Table 3.4. 

3.3.4 Assessment of Internal Validity of Individual Studies 

None of the studies were rated high, 11 were rated moderate, and 11 low risk of bias. 

Two were deemed low risk of bias across all assessment domains (Elsesser & Sartory, 1998; 

McGovern & Caputo, 1983). Two studies providing ambiguous results from chosen LoC 

scales received moderate risk of bias ratings, due to otherwise sound methodologies (Kludt & 

Perlmuter, 1999; Soravia, Schläfli, Stutz, Rösner, & Moggi, 2015). No studies revealed high 

risk of bias on multiple evaluative domains.  

Poor LoC scale description prevented adequate interpretation of results from three 

papers. Kudt and Perlmuter (1999) and Soravia, Schläfli, Stutz, Rösner and Moggi (2015) 

describe using Schewchuk’s (1992) and Jakoby and Jacob’s (2009) scales of internality-

externality, respectively. While original scale papers describe separate internality and 

externality scores, only one test statistic, without scale direction, is reported by these research 

teams. Rao, Ray, Vithayathil & Nagalakshmi (1984) used Valecha’s (1980) version of 

Rotter’s scale, abbreviated to include only global and work-related items. However, the team 

did not specify scale direction and the original scale could not be accessed by my research 

team. Query (1983) examines service users in receipt of electroconditioning therapy, a 

notably divergent treatment approach from all other included papers and is the only to use 

James’s (1957) precursor to Rotter’s (1966) seminal scale, despite availability of Rotter’s 

scale at the time. Results from this paper were also particularly difficult to understand and as 

such were interpreted cautiously. Despite not contributing substantially to analyses, these 

papers were retained to avoid biassing results.  
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3.3.5 Publication and Reporting Bias 

Published investigations only were included in this synthesis to ensure peer-reviewed 

data quality. No non-reported data were included as all such data was destroyed by authors.  

3.3.6 Adverse and Harmful Effects 

No adverse or harmful effects of studies were identified during this review.  

3.3.7 Synthesis of Results 

3.3.7.1 Complete Data Set. Thirty-five continuum scale analyses of LoC as a 

prognostic factor of SUD treatment outcomes were conducted (Table 3.4). While four found 

better results for individuals with external LoC, 15 favoured internal LoC participants. No 

analyses finding better results for Externals had large effect sizes and an equal number were 

significant as non-significant. Conversely, almost twice as many results showing reduced 

substance use for Internals were significant as non-significant and effect sizes were equally 

distributed from small to large.  

Inconclusive results were produced by 16 analyses. Twelve resulted from non-

significance, including two from Kludt and Perlmuter’s (1999) study reporting just one test 

statistic from a measure that appears comprised of two scales. Three came from Soravia, 

Schläfli, Stutz, Rösner, & Moggi’s (2015) study, who also reported just one result despite 

apparent use of two-scale measurement. A chi square analysis from Query’s (1983) paper 

using James’ precursor to Rotter’s LoC scale with electroconditioning treatment attendees 

found a u-shaped trend with abstained and similar drinking patterns exhibited by internal, but 

reduced drinking observed in external participants two months post-discharge. However, 

when re-assessed six months post-discharge, results favoured internality. Combined, 

continuum scale results indicate individuals with a greater sense of personal autonomy during 

SUD treatment are more likely to reduce substance use.  
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Twenty-nine analyses used the multidimensional subscales of, or based on, 

Levenson’s (1973) Internality, Powerful Others, Chance measure (Table 3.4). Twenty-seven 

stemmed from completed assessments and two a multiple regression excluding internality 

which did not reveal prior t test significance (Dekel, Benbishty, & Amram, 2004). Thirteen 

analyses favoured internal and four external participants. While internality appeared mostly 

supported by low ratings on Chance and Powerful Others, analyses favouring externality 

tended to stem from low internality scores. Twelve analyses did not specify relationship 

direction. None of these were significant and calculable effect sizes were small to medium. 

However, six of these non-significant results likely stemmed from the small sample size of 

one study (Leigh, 1984). Therefore, it appears SUD treatment service users with more 

internal LoC or generalised low causal attributions are more likely to have favourable 

recovery outcomes.  

 Three studies described interesting post-hoc analyses. While Vielva and Iraurgi 

(2001) found internals more likely to be abstinent post-discharge, the result did not remain 

significant when LoC became part of two multiple regressions, indicating other variables may 

better predict outcomes. Although Bowen and Twemlow (1978) did not find LoC 

significantly correlated with treatment duration, they discovered score homogenisation the 

longer participants remained in treatment. Separately comparing biological male and female 

rehabilitation completers and dropouts, Schofield (1978) observed better outcomes in males 

with internal, but females with external, LoC. However, a very small sample of just five 

female dropouts reduces generalisability of this finding. 

 Interaction analyses were not included in the aforementioned summaries due to their 

exclusion of significant cohorts of participants. However, three studies conducting such 

analyses revealed intriguing results. Snowden (1978) revealed significantly better outcomes 

for those in receipt of LoC-matched covert sensitisation treatment and those with internal 
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LoC. Kivlahan, Donovan, and Walker (1983) found that while those who drank due to 

negative emotional states were more likely to succeed with an internal LoC, the opposite was 

true for those who drank due to negative physical states. These authors further found that 

LoC did not influence individuals with other ‘Reasons for Drinking’ investigated, namely; 

‘Positive Emotional States’, ‘Interpersonal Conflict’, ‘Social Pressure’. Abbott (1984) found 

significant differences with large effect sizes favouring externality only when participants 

were analysed by cognitive functionality (measured by a booklet version of the Rod and 

Frame Test; Gregson & Abbott, 1979). However, as these studies were the only ones to 

conduct such analyses, findings are indicative only.  

3.3.7.2 LoC Scale. 

3.3.7.2.1 General LoC. Thirteen studies assessed general LoC in SUD treatment-

attending service users; eight used Rotter’s (1966) seminal IE scale (Table 5), one used 

James’s (1957) precursor to Rotter’s scale (Query, 1983), one used Valecha’s (1980) version 

abbreviated to focus on work-related matters (Rao, Ray, Vithayathil & Nagalakshmi, 1984), 

one used Menon, Wig & Verma’s (1988) version adapted for use with a Hindi population 

(Sarkar, Nebhinani, Kaur, Kaur, Ghai & Basu, 2013), one used Schewchuk et al.’s (1992) I-P 

scale condensed from Levenson’s Internality, Powerful Others, Chance scale (Kludt & 

Perlmuter, 1999), and one used Jakoby and Jacob’s (2009) shortened scales of internality and 

externality (Soravia, Schläfli, Stutz, Rösner, & Moggi, 2015). While the first four of these 

scales measure generalised LoC on a continuum from internality to externality, the 

Schewchuk and Jakoby measures assess these poles using separate scales, altering their 

conceptualisation from “either/ or'' phenomena to those which may “both” or “neither'' 

present in an individual. Fundamentally and statistically, this inhibits comparability of results 

from these scales with those of the other scales. However, interpretability of results from 

these scales is further disrupted by authors reporting just one result. Consequently, these 
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analyses will be highlighted in all thematic summaries. Results from the study using James’s 

scale will also be flagged, due to poor interpretability and unique use of electroconditioning. 

Within the thirteen studies included in this summary, 25 analyses were conducted. Six 

found better outcomes for internal, and three for external participants; however, significance 

and effect sizes in favour of internal or external participants are negligible. Of note, one result 

finding better outcomes for internal participants stems from James's (1957) scale with 

electroconditioning treatment service users (Query, 1983).  Relationship direction of 16 

analyses could not be interpreted. This resulted from non-significance for 10 analyses, 

reporting just one result from measures consisting two scales for five (Kludt & Perlmuter, 

1999; Soravia, Schläfli, Stutz, Rösner, & Moggi, 2015), and a u-shaped trend with internals 

achieving either ‘abstinence’ or ‘drinking the same’ while externals ‘drank less’ for one study 

(Query, 1983). Thus, internal general LoC beliefs early in SUD treatment seem to promote 

recovery. 

3.3.7.2.2 Drinking-Related LoC. The Drinking-Related Internality or Externality 

scale (DRIE; Keyson & Janda, 1972) measures LoC surrounding alcohol use on an internal-

external continuum. Six studies conducted 11 analyses with this scale to examine the 

relationship between DRIE scores and SUD treatment outcomes (Abbott, 1984; Hartmann, 

2000; Jones, 1985; Kivlahan, Donovan, & Walker, 1983; Koski-Jännes, 1994; Vielva & 

Iraurgi, 2001). Nine analyses favoured internality; seven of these were significant with effect 

sizes equally distributed. Of the two favouring externality, one was significant with small 

effect size and one non-significant with no effect size data (Abbott, 1984; Hartmann, 2000). 

Further, the interaction effects observed by Kivlahan, Donovan, & Walker (1983) and Abbott 

(1984), described in the ‘Complete Data Set’ section of this paper, stemmed from DRIE 

analyses.  
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3.3.7.2.3 Internality, Powerful Others, Chance. Four studies used multidimensional 

LoC measures comprising three subscales to assess the extent to which individuals believe 

their lives are influenced by ‘Internal’, ‘Powerful Others’, or ‘Chance’ variables. Three used 

Levenson’s (1973) original scale (Caster & Parsons, 1977; Dekel, Benbenishty, & Amram, 

2004; Leigh, Ogborne, & Cleland, 1984) and one used Krampen’s adapted (1986) version 

(Elsesser & Sartory, 1998). Nine analyses of Internality and 10 of Powerful Others and 

Chance were conducted across these studies. Thirteen found superior outcomes for internal, 

and four for external, participants. 

 As this summary includes all analyses using multidimensional LoC scales, it matches 

the multidimensional scale section of the overall summary above. Thus, this summary will 

only further compare the two measures separately assessing three Loci of Control. Twelve t-

tests between dropouts, completers, successful and unsuccessful completers of treatment were 

conducted using Krampen’s (1986) IPC measure. Although two-thirds favoured internality, 

the only two significant results favoured externality. Thus, this scale may yield stronger 

support for externality than Levenson’s scale. However, as this is the only study to use this 

scale, and to assess benzodiazepine users, this interpretation is speculative. 

3.3.7.3 LoC Direction Favoured. Characteristics of studies finding results in favour 

of internal participants, external participants, or inconclusive results were compared. Some 

investigations produce both inconclusive and results in support of a particular direction 

(Table 3.4). Schofield (1978) observed better results for internal males but external females. 

These papers are included in both categories, with characteristics pertaining to the relevant 

result only analysed. Two papers (Elsesser & Sartory, 1998; Kivlahan, Donovan & Walker, 

1983) finding equivalent results in favour of internal and external participants were 

considered ‘Inconclusive’. 
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3.3.7.3.1 Internality. Twelve papers found favour for participants with internal LoC 

(Table 5). These were conducted across five decades and seven countries. Of the 11 papers 

describing sex distribution, 11% of participants were female and 89% were male. Five studies 

analysed inpatient service users, two outpatient, three both, and two did not specify 

residency. Five studied psychological interventions only, five pharmacological with 

psychological support, one electroconditioning treatment, and one did not specify an 

approach. Treatment durations varied from one week (medical detoxification) to over 43 

months (AA meetings). Seven studies used IE scales, two DRIE, and two IPC. Nine assessed 

individuals with problematic alcohol use, one alcohol and opiates, and two opiates only. Five 

reported within-treatment, and seven post-treatment, outcomes.  

3.3.7.3.2 Externality. Four papers found better outcomes for external participants 

(Abbott, 1984; Hartman, 2000; O’Leary, Rohsenow, & Donovan 1976; Schofield, 1978). 

These tended to be older and from western cultures (USA, N=3; New Zealand, N=1). Sex 

distribution of the combined sample was 78% male and 22% female with one result 

stemming from a female-only sample in the 1970’s (Schofield, 1978). Two papers examined 

service users from inpatient and two from both inpatient and outpatient facilities. One 

(Hartmann, 2000) did not specify treatment approach and three described psychological 

treatment approaches. Two used Rotter’s scale, one the DRIE, and Abbott (1984) used both, 

demonstrating a relationship between LoC and treatment outcomes with the DRIE only. All 

papers assessed individuals with alcohol use only. Three assessed LoC within treatment and 

one post-treatment outcomes. 

3.3.7.3.3 Inconclusive. Fourteen papers found inconclusive results (Table 3.4). This 

resulted from non-significance for ten, equivalent results favouring both directions for two 

(Elsesser & Sartory, 1988; Kivlahan, Donovan, & Walker, 1983), a u-shaped trend for one 

(Query, 1983), and poor scale description for one (Rao, Ray, Vithayathil & Nagalakshmi, 
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1984). Six papers found inconclusive results and some favouring internality (Table 5), with 

only one reporting effect size calculation data (Caster & Parsons, 1977). This study produced 

three ANOVAs and two t tests with no direction and small to medium effect sizes but one t-

test showing improved outcomes for internal participants with a large effect size. One paper 

reported four non-significant results without effect size data for inpatient treatment 

completion but favoured externality with medium effect size for aftercare completion 

(O’Leary, Rohsenow, & Donovan, 1976). One reported inconclusive results, one result 

favouring internality, and another favouring externality without effect size data (Kivlahan, 

Donovan, & Walker, 1983). One reported eight non-significant Internal results and two non-

significant External results without effect size data, alongside two significant External results 

of large effect sizes (Elsesser & Sartory, 1998). Five papers did not describe relationship 

directions of any analyses;  Bowen & Twemlow (1978) found one small effect size, Kludt & 

Perlmuter (1999) found one large and one small effect size, Soravia, Schläfli, Stutz, Rösner, 

& Moggi (2015) found two small effect sizes and did not report effect size calculation data 

for one, and Leigh, Ogborne, & Cleland (1984) and Rao, Ray, Vithayathil & Nagalakshmi 

(1984) did not report effect size calculation data.  

These papers spanned five decades and eight countries. Sex distribution for those 

identified was 81% male, 19% female. Five investigate inpatient facilities, six outpatient, and 

three do not specify residency. Treatment durations last from 10 days to 13 months. Nine 

papers used IE scales, one the DRIE, and four multidimensional scales. Ten assessed alcohol, 

three heroin, and one benzodiazepine users. Nine assessed within treatment, and five post-

treatment, outcomes.  

3.3.7.4 Psychoactive Substance. 

3.3.7.4.1 Alcohol. Thirty-one analyses from 14 studies investigate the relationship 

between continuous LoC measurement scores and subsequent alcohol use in alcohol use 
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disorder (AUD) treatment service users (Table 3.4). Although four analyses favoured external 

(Abbott, 1984; Hartmann, 2000; O'Leary, Rohsenow, & Donovan 1976; Schofield, 1978), 

fourteen favoured internal participants. Further, while the distribution of significant and non-

significant analyses supporting externality was equal, twice as many analyses favouring 

internality were significant as non-significant. Noteworthy differences in effect sizes of 

internal and external analyses were not observed. Thirteen analyses did not specify 

relationship direction: four were ill-defined results (Query, 1983; Soravia, Schläfli, Stutz, 

Rösner, and Moggi, 2015), and the remainder were non-significant reports with no further 

information. Two AUD studies performed 12 analyses using Levenson’s IPC scales. One 

produced six non-significant results and did not report sufficient data for effect size 

calculation (Leigh Ogborne & Cleland, 1984). The other revealed one significant result with 

large effect size favouring internal participants and five non-significant analyses of small to 

medium effect size with no reported direction (Caster & Parsons, 1977). Thus, the IPC scales 

do not appear to reliably predict post-treatment alcohol use. However, the small number of 

studies coupled with small sample sizes within limits confidence. Two papers performed 

interaction analyses with AUD service users, described under ‘Complete Data Set’ (Abbott, 

1984; Kivlahan, Donovan & Walker, 1983).  

3.3.7.4.2 Other Substances. Three studies conducted seven continuum analyses of 

service users attending SUD treatment for substances other than alcohol. Two assessed 

participants using primarily heroin (Kludt & Perlmuter, 1999; Snowden, 1978), while the 

third included alcohol and other substance users, though the majority used heroin (Sarkar, 

Nebhinani, Kaur, Kaur, Ghai & Basu, 2013). No analyses found better outcomes for 

individuals with external LoC, four analyses, three of which were significant, favoured 

internality and a final three did not specify relationship direction. Thus, internal LoC during 

SUD treatment appears to promote heroin use recovery.  
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         Seventeen analyses using multidimensional scales were conducted across two papers. 

Twelve analyses supported internality and four externality. Dekel, Benbenishty and Amram’s 

(2004) paper of heroin use 15 months post therapeutic community discharge offers four 

significant results in favour of internal participants. Elsesser and Sartory’s (1998) paper using 

Krampen’s (1986) scales for benzodiazepine withdrawal completion produced eight non-

significant results favouring internality (no effect size) and four, half of which significant 

with large effect sizes and half of which non-significant with no effect size data, favouring 

externality. A final study did not report relationship direction.  

3.3.7.5 Treatment Approach. 

3.3.7.5.1 Psychological. Seven studies conducted 18 continuum measure analyses of 

LoC as a predictor of substance use outcomes for individuals attending psychological SUD 

treatments. Five analyses favour internality (Jones, 1985; Schofield, 1978, Vielva & Iraurgi, 

2001) and three externality (Abbott, 1984; O'Leary, Rohsenow, & Donovan, 1976; Schofield, 

1978). Considering significant analyses only, four support internal and one external LoC. 

Nine analyses did not report relationship direction; this resulted from non-significance for 

four (O'Leary, Rohsenow, & Donovan, 1976), poor scale description for four (Rao, Ray, 

Vithayathil & Nagalakshmi, 1984; Soravia, Schläfli, Stutz, Rösner, & Moggi, 2015), and 

differential chi square trends by cognitive function for one (Abbott, 1984). Interaction 

analyses conducted by Kivlahan, Donovan, and Walker (1983) and Abbott (1984) described 

above also pertain to psychological SUD treatment attendees. 

         Three studies conducted 23 analyses using multidimensional LoC scales with 

individuals attending psychological SUD treatment. Two (Caster & Parsons, 1977; Dekel, 

Benbenishty, & Amram, 2004) used Levenson’s (1973) original IPC scale, while the third 

(Elsesser & Sartory, 1998) used Krampen’s (1986) adapted version. Thirteen analyses 
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favoured internal, and four external, LoC. Six results did not specify relationship direction 

due to non-significance.  

3.3.7.5.2 Pharmacological and Counselling. This summary comprises results from 

studies investigating individuals in receipt of methadone maintenance, detoxification, and 

pharmacologically-assisted withdrawal treatments accompanied by talk-therapy sessions. Six 

such studies used continuum LoC measurements to conduct nine analyses. None of these 

analyses found better outcomes for external participants. Four favoured internals; one 

significant with medium effect size (McGovern & Caputo, 1983), one a chi square with one 

third of analyses significant (Canton, Giannini, Magni, Bertinaria, Cibin, & Gallimberti, 

1988), and two non-significant with no effect size (Sarkar, Nebhinani, Kaur, Kaur, Ghai & 

Basu, 2013; Turkcapar, Kose, Ince, & Myrick, 2005). Five did not describe relationship 

direction, due to non-significance for three (Canton, Giannini, Magni, Bertinaria, Cibin, & 

Gallimberti, 1988; Snowden, 1987; Turkcapar, Kose, Ince, & Myrick, 2005) and poor 

interpretability of results for two (Kludt & Perlmuter, 1999). Snowden (1978) found reduced 

morphine-positive urinalyses for internal participants and those receiving LoC-matched 

covert sensitisation. Combined, these results indicate the favour of internal LoC during 

pharmacologically-assisted SUD treatments to reduce substance use.  

3.3.7.5.3 Other. Two papers investigated treatment approaches that do not fit the 

above categories. One found no correlation of LoC with length of stay in treatment 

comprising biofeedback and other holistic therapies (Bowen & Twenlow, 1978). However, 

homogenisation of scores the longer participants remained in treatment was observed, 

suggesting this trait could indicate social cohesion, which may in turn benefit treatment 

success. The other found post-treatment abstinence more likely in internal alcohol users 

receiving electroconditioning therapy (Query, 1978). However, report writing style impedes 

interpretation of relationship strength. 
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         Three papers did not specify treatment approach. One favoured internality with four 

analyses of medium to large effect size (Koski-Jännes, 1994), one externality with an analysis 

of small effect size (Hartmann, 2000), and one did not describe relationship direction due to 

non-significance (Leigh, Ogborne & Cleland, 1984). The presence in this category of just one 

analysis with small effect size supporting external, while five larger effect size results from 

two papers support internal LoC, further implicates the benefit of personal agency beliefs for 

SUD recovery regardless of treatment approach.  

3.3.7.6 Outcome. 

3.3.7.6.1 Within Treatment. Twenty continuum analyses of within-treatment 

substance use outcomes were conducted across 10 papers. Five analyses, four of which 

significant, found better outcomes for internal participants (Canton, Giannini, Magni, 

Bertinaria, Cibin, & Gallimberti, 1988; Jones, 1985; McGovern & Caputo, 1983; Schofield, 

1978). Two significant analyses (Hartmann, 2000; O'Leary, Rohsenow, & Donovan, 1976) 

and one non-significant analysis (Schofield, 1978) found better outcomes for external 

participants. Twelve analyses from six papers did not specify relationship direction. Three 

were significant but could not be inferred due to poor LoC measurement description (Soravia, 

Schläfli, Stutz, Rösner & Moggi, 2015). Nine were non-significant (Bowen & Twemlow, 

1978; Canton, Giannini, Magni, Bertinaria, Cibin, & Gallimberti, 1988; Kludt & Perlmuter, 

1999; O'Leary, Rohsenow, & Donovan, 1976; Rao, Ray, Vithayathil & Nagalakshmi, 1984). 

Thus, twice as many results in this category favour internal than external LoC. However, the 

high prevalence of non-significant findings indicate this relationship may not be robust. 

         Three studies performed 24 analyses with multidimensional measures (Caster & 

Parsons, 1977; Elsesser & Sartory, 1998; Leigh, Ogborne, & Cleland, 1984). While nine 

favoured internality, four favoured externality. Considering significant analyses only, two 

favoured externality and one internality. Due to non-significance, 11 analyses did not report 
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relationship direction. With the exception of one from Caster and Parson’s (1977) study, all 

analyses favouring either direction resulted from Elsesser and Sartory’s (1998) investigation 

using Krampen’s (1986) scale. Interestingly, while twice as many analyses from this study 

favoured internality, all were non-significant and, with the exception of one, refer to Powerful 

Others or Chance scales. Moreover, three of the four analyses favouring externality, and both 

significant analyses, refer to Internality scale results. Caster’s significant result in favour of 

internality also stems from the Chance scale. These results compound the suggestion that 

LoC may be a weak predictor of within-treatment substance use. However, deeper analysis 

indicates this may be due to the positive valence of LoC scales, designed to reveal control 

belief presence and not lack thereof. Association of low scores on any multidimensional scale 

with reduced substance use during treatment suggests a more balanced worldview 

recognising the influence of various factors on life-course may promote SUD recovery.  

3.3.7.6.2 Post-Treatment. Seven studies conducted 15 continuum analyses of LoC as 

a predictor of substance use post-treatment, indicative of sustained sobriety in more high-risk 

environments. Ten analyses, half of which significant, favoured internality (Koski-Jännes, 

1994; Query, 1983; Sarkar, Nebhinani, Kaur, Kaur, Ghai & Basu, 2013; Turkcapar, Kose, 

Ince, & Myrick, 2005; Vielva & Iraurgi, 2001). One non-significant analysis favoured 

externality (Abbott, 1984). Four did not particularly favour LoC in either direction; two 

papers found u-shaped patterns (Query, 1983; Abbott, 1984), one found LoC-tailored 

treatment more predictive than LoC valence (Snowden, 1978), and one did not report 

direction of a non-significant finding (Turkcapar, Kose, Ince & Myrick, 2005). These results 

suggest internal LoC may greatly assist post-treatment abstinence. One study assessed 

association of heroin users’ IPC scores (Levenson, 1973) with abstinence 15 months post 

therapeutic community discharge (Dekel, Benbenishty & Amram, 2004). T-tests between 

those using and not using heroin on each scale revealed significant associations of low 
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Powerful Others and Chance beliefs with abstinence. When entered into a model with 

‘Length of Stay’, these variables proved highly significant (p<.001). Thus, not believing 

other individuals, chance or fate influence your life decisions and outcomes during treatment 

may also protect sobriety post-discharge. One study found LoC may differentially affect post-

discharge alcohol use according to participants’ ‘Reason for Drinking’ as previously 

described (Kivlahan, Donovan, & Walker, 1983). However, supplementary research is 

required to make conclusive judgments about this result.  

3.3.7.7 Biological Sex. Seven studies included in this review exclusively assessed 

male participants. None assessed female participants only. One paper (Schofield, 1978) 

performed segregate biological sex analyses. Fourteen did not distinguish biological sex in 

analyses. Thus, the following summary will comprise data from papers conducting segregate 

biological sex analyses or exclusively assessing male participants.   

3.3.7.7.1 Male. Fourteen analyses of only male participants using continuum LoC 

measures were conducted across seven papers. Six papers exclusively recruited male 

participants while the seventh separately analysed males and females. Six analyses, four of 

which significant, found greater recovery in males who were more internal (Jones, 1985; 

McGovern & Caputo, 1983; Query, 1983; Schofield, 1978; Turkcapar, Kose, Ince, & Myrick, 

2005). One significant analysis found evidence to support external males (O'Leary, 

Rohsenow, & Donovan, 1976). Kivlahan, Donovan, & Walker’s (1983) above detailed 

significant interaction of LoC with ‘Reasons for Drinking’ was also conducted with an all-

male sample. Relationship direction of was not specified due to non-significance for five 

analyses (O'Leary, Rohsenow, & Donovan, 1976; Turkcapar, Kose, Ince, & Myrick, 2005), 

poor scale description for one (Rao, Ray, Vithayathil & Nagalakshmi, 1984), and a u-shaped 

trend for one (Query, 1983). These findings suggest favour of internal LoC in males attending 

SUD treatment.  
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3.3.7.7.2 Female. One continuum analysis separately analysed biological females. It 

found externals more likely to complete inpatient alcohol detox. However, with just five 

participants in the dropout group, this t-test did not reach significance and produced a small 

effect size. As such, inferences about the relationship between LoC and SUD recovery for 

females will not be made. 

3.4 Discussion 

3.4.1 Summary of the evidence 

 All 22 studies included in this review were rated moderate to high quality. Conducted 

across 11 countries and five decades, they are reasonably representative of the SUD treatment 

service user population. Distributions of treatment approach and biological sex reflect 

practice, but inpatient facilities are overrepresented (European Monitoring Centre for Drugs 

and Drug Addiction, 2014; Substance Abuse and Mental Health Services Administration, 

2021).  

 Overall, almost four times as many continuum results and thrice as many 

multidimensional scale results favoured internal than external LoC. Also, a larger proportion 

of analyses favouring internals were significant with larger effect sizes. Multidimensional 

scale favour tended to stem from low rather than high subscale scores. Thus, it may be that 

believing life outcomes are mostly self-generated, while appreciating that most are influenced 

by various factors, benefits SUD recovery. 

 Although Internality was favoured by each LoC scale, this relationship was most 

prevalent among DRIE analyses. These results suggest belief in one’s autonomy over general 

life decisions, but particularly those surrounding substance use, facilitates ability to refrain 

from substances. However, as no studies used drug-related LoC scales (Hall, 2001; Ersche, 

Turton, Croudace, & Štochl, 2012), this may only apply to alcohol use. The vast majority of 

AUD analyses found recovery facilitated by internal LoC, and a substantially higher 
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proportion of these were significant than of those supporting externality. Indications in favour 

of internal LoC for recovery from problematic heroin use is provided, but benzodiazepine 

rehabilitation results are less conclusive. However, the small number of studies investigating 

users of substances other than alcohol reduces confidence in this thematic summary. Internal 

LoC was favoured by twice to four times as many analyses of individuals attending 

psychological SUD treatments, all of those receiving pharmacological treatments, and by the 

only study investigating electroconditioning treatment service users, indicating the advantage 

of internal LoC may transect treatment modality. The emergence of increased benefit for 

external LoC in psychological treatments suggests it may mediate openness to external 

influence. The benefit of this trait may thus depend on the environment (Jonson, Rosen, 

Chang & Lin, 2015).  

The role of LoC in SUD treatment recovery appears most differentiated during and 

after treatment. While twice as many continuum analyses conducted during treatment 

favoured internal than external LoC, many more were uninterpretable. Considering the 

appreciable influence of one’s social environment on substance use behaviours, it is possible 

that these mixed results stem from the simultaneous within treatment exposure to particularly 

beneficial persons, such as treatment staff and service users overcoming similar issues, and 

corrosive individuals including service users struggling to overcome their disorder, substance 

using friends and dealers, or a cultural normalisation of substance use (Harvey & Jason, 

2011; Paquette, Winn, Wilkey, Ferreira, & Donegan, 2019). The somewhat counterbalanced 

IPC results, favoured mostly by low subscale scores, substantiate this and indicate within-

treatment substance use is best supported by diminished LoC beliefs which may engender a 

more balanced view of one’s agency in the world. Conversely, ten times as many continuum 

analyses found better post-treatment outcomes for internal than external participants and 

relationships between low Powerful Others and Chance scores with reduced substance use 
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were highly significant. This indicates believing external factors do not determine life 

outcomes best facilitates post-discharge abstinence, potentially due to increased exposure to 

sobriety-challenging cues (de Sousa Fernandes Perna et al., 2017; Kabisa, Biracyaza, 

Habagusenga, & Umubyeyi, 2021). 

Analysis of supported LoC direction found thrice as many studies supporting internal 

as external LoC. External LoC was not favoured by any pharmacologically-focused treatment 

investigations and appears more valuable during treatment, suggesting belief in influence of 

others on life decisions may moderate this influence and that external LoC is thus most 

beneficial when exposed to helpful parties. Those supporting external LoC tended to be older 

with more female participants, substantiating Bowen and Twemlow’s (1978) finding that 

social cohesion may facilitate treatment outcomes and indicating LoC benefit may depend on 

cultural values. No studies using multidimensional scales supported externality, potentially 

due to their composition of twice as many external as internal scales and tendency to 

correlate reduced use with low subscale scores. 

 Three studies discovered interesting interactions. Individuals who drank due to 

negative emotional states were more likely to achieve abstinence if they had an internal LoC, 

but those who drank due to negative physical states had better outcomes with external LoC. It 

may be that the positive self-image of an internal LoC benefits those who drink due to, often 

self-directed, negative emotional states (Judge, Erez, Bono, & Thoresen, 2002), and that 

recognition of increased need to rely on others, rather than unrealistic autonomy 

representations, benefits those with compromised physical states (Burish et al., 1984). 

Layered onto the finding that internality predicts better prognosis in most investigations of 

this review, the results of this study indicate a large proportion of individuals with SUDs use 

substances to cope with negative emotions (McHugh & Kneeland, 2019). Results in one 

study were significant only for those with good cognitive function, indicating the reduced 
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independence of those with cognitive dysfunction may confound LoC (Wang, Wu, Chang, 

Chuang, 2013). Finally, individuals receiving LoC-matched covert sensitisation treatment 

showed more favourable outcomes, supporting the benefit of LoC integration to therapy. 

Biological males and females experience phenomena differently due to physiological and 

cultural factors (Schwandt et al., 2010). More specifically, biological sex has been found to 

play a role in the mediation of substance use disorders (Kendler, Prescott, Myers, & Neale, 

2003). Thus, the role of LoC in SUD treatment recovery may vary according to biological 

sex. While strong support for internal LoC in male SUD recovery was revealed, just one non-

significant analysis with small effect size favoured externality in females. Consequently, the 

role of LoC in SUD recovery for females cannot conclusively be inferred. 

3.4.2 Generalizability 

Diminished LoC appears to be the most reliable predictor of improved SUD treatment 

outcomes. This may translate to ruminating less on who or what mediates specific events or 

understanding that often events are mediated by numerous factors. As this finding is not yet 

extensively reported in the literature, consideration of its consequence for existing and future 

research is warranted. Internal LoC appears to fortify SUD treatment outcomes. This could 

reflect the conceptual link between internality and self-efficacy, also found to promote 

abstinence (Kadden & Litt, 2011; Saadat, Ghasemzadeh, Karami, & Soleimani, 2012). 

However, it may also indicate reduced externality, highlighting a limitation of current scale 

design. While multidimensional scales are composed of one internal and two external 

measures, continuum scales force respondents to choose between internal and external 

responses. As increased abstinence tends to correlate with low multidimensional scale scores, 

the increased prevalence of internal benefit may instead reflect the advantage of diminished 

causal attributions. Similarly, the forced-choice nature of continuum measures may 

overestimate the benefit of internal LoC. Thus, the role of internal LoC with favourable 
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outcomes across the literature (Nafradi, Nakamoto, & Schulz, 2017) may be exaggerated. 

This appears to be a novel interpretation which, if correct, could radically alter our 

understanding of LoC. To more precisely elicit the role of LoC for SUD treatment service 

user prognosis, and other psychological phenomena, development of a scale measuring the 

degree to which individuals believe situations are simultaneously influenced by internal and 

external factors is necessary.  

Internal LoC seems most beneficial when faced with sobriety-challenging stimuli and 

external with sobriety-facilitating environments. LoC seems further influenced by personal 

factors such as physical or intellectual capabilities, as well as societal expectations. Thus, it 

appears most beneficial when facilitating the influence of the most advantageous agent for a 

situation. As the most advantageous agent is likely to vary across situations, flexible LoC 

seems most beneficial. This is supported by the advantage observed in individuals with low 

multidimensional scale scores who do not hold strong LoC beliefs and may thus be better 

equipped to accept influence from various sources to assist goal achievement. The fact that 

most personal actions lie ultimately with the individual may also underscore the 

predominance of internality with improved substance use outcomes. 

 The findings of this review suggest training flexible LoC beliefs during SUD 

treatment may enhance recovery outcomes. However, this ability must be accompanied by a 

desire to be sober, good communication skills, and capacity to accurately appraise oneself, 

environment, and others - which might be scaffolded with concurrent training. The advantage 

of internal over external LoC indicates encouragement of this may also be valuable. A 

paucity of female and illicit drug using participants in this review’s studies prevents 

transferability of these findings to these cohorts. 
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3.4.3 Implications 

This review contributes substantially to current understanding of LoC and its potential 

role in SUD treatment outcomes. My interpretation of the potential benefit of diminished LoC 

beliefs appears novel in the literature. Similarly, my critical analysis of the possibly 

overstated benefit of internal LoC is not previously observed. As these observations radically 

question existing research they demand earnest consideration. Development of a scale which 

does not overextend the importance of internal LoC is recommended. Furthermore, I suggest 

more diverse, inclusive, representative research, including particularly females and illicit 

substance users. I purport that executing these points would greatly enhance SUD treatment 

by detailing the circumstances under which belief in one’s own, others’ or environmental 

factors’ influence on life outcomes promotes recovery. 
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Chapter Four. Interpersonal Control and Affective Forecasting According to History of 

Homelessness 

4.1 Introduction 

 As discussed in Chapter One, this project investigates how homelessness combined 

with PSU may affect cognitive psychological traits and how these cognitive psychological 

traits may impact on treatment of PSU. As described in Chapter Two, these questions are 

mainly addressed via a longitudinal study comprising two major data collection points six 

months apart towards the start and end of residential PSU treatment. This chapter will discuss 

timepoint one of this study, from inception to result interpretation. It will firstly provide a 

background literature and rationale for selecting the cognitive traits of interest. It will then 

delineate the specific aims and hypotheses of this study. Methods and results will lastly be 

outlined followed by a discussion of potential interpretations. 

4.1.1 Rationale 

As described in Chapter One, both PSU and homelessness are increasing issues 

globally (Department of Housing, Local Government, and Heritage, 2020; Department of 

Housing, Local Government, and Heritage, 2025; EUDA, 2025). They are also highly 

correlated, with many individuals struggling concomitantly with both (Stablein et al., 2021). 

Despite the relative extremity of homelessness for modern humans, the potential 

psychological impact of this circumstance on PSU recovery appears considerably 

underexplored in the scientific literature. This project aims to explore this potential 

interaction via apropos traits of cognition. However, as also mentioned in Chapter One, 

sparse examination of cognitive function during homelessness beyond general IQ or 

executive function appears to exist. Thus, to examine whether homelessness may bias 

cognitive responding relevant to PSU recovery, exclusive delineation of this bias is firstly 

required. This is the aim of the current Chapter. In this manner, the current rationale shall 



109 
 

introduce the cognitive traits selected by my academic research team for investigation as well 

as their apposition to the present project.  

 4.1.1.1 Cognitive Traits of Investigation. As outlined in Chapter One, although PEH 

exhibit reduced cognitive control (Incekara-Hafalir, & Linardi, 2017) across numerous 

indices and truncated temporal perspective (Pluck et al., 2008), research into factors that 

could potentially mediate these phenomena appears scant. Environmental factors are 

consistently shown to influence cognition across the psychological literature (Hartley, 2022; 

Heft, 2013; Mettke‐Hofmann, 2014; Proulx et al., 2016; Shapero, 2017). Consequently, it is 

highly possible that the compromised autonomy imposed on PEH as outlined in Chapter Two 

could hinder the exercise of and consequent efficacy of related cognitive control (Burn, 1992; 

LaGory et al., 2001). Considering this imposition is obviously exerted by external bodies or 

individuals, it is further possible that some of these affected traits relate to interpersonal 

cognitive control (Francis, 2000; Johnsen et al., 2018; Peters et al., 2022; van den Berk-Clark, 

2016). Similarly, the urgency of current needs and verifiable inability to plan far into the 

future for PEH could enhance propensity for present- over future-oriented cognition over 

time (Epel et al., 1999; Fieulaine, & Apostolidis, 2014). Consequently, this project focuses on 

two major domains of cognition: interpersonal control and temporal perspective. 

Interpersonal Control Cognition refers to patterns of thought related to influencers of life 

course, namely the self versus others (Liu et al., 2023; Rodrigo, 2022). Temporal Perspective 

encapsulates how we view the past, present, and future (Gergen & Gergen, 2014; Sircova et 

al., 2007; Stolarski et al., 2015).  

 4.1.1.1.1 Locus of Control. LoC is a prominent trait within the cognitive literature 

with strong relevance to various forms of psychological function. It is generally propounded 

that an internal LoC is favourable for performance across various domains. Chapter Three 

describes a systematic review conducted by my academic team of existing literature into the 
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potential role of Locus of Control (LoC) for PSU treatment service user’s recovery. This 

review compiles all relevant SUD treatment service user substance use data to provide 

several profound and novel insights to the field. Previous speculation that LoC may be as 

beneficial as it is socially appropriate is buttressed, its potential link to actual major life 

influencers is proffered, and consequent possible advantage of LoC flexibility to permit 

adaptation to various situations is also postulated. It is possible that the extreme influence that 

more powerful others tangibly exert over the daily lives of PEH as mentioned in the previous 

section and Chapter Two could distort PEH LoC. Likewise, the extremity of homelessness, 

typically rendered by several compounding factors as detailed in Chapter One, could alter 

perception of fate or luck (Hocking & Lawrence, 2000; Snow & Anderson, 1993). Thus, due 

to the importance of LoC with regard to cognitive functioning and goal setting, the 

investigation described in this chapter explores the potential relationship between 

homelessness and LoC.  

 4.1.1.1.2 Desire for Control. The extent to which individuals are motivated to have 

personal control over their life outcomes is described as their ‘Desire for Control’ (DC). DC 

has been found to predict performance across various health- and productivity-related 

domains, sometimes to a greater extent than actual ‘Self-Control’ (Burger, 1985, 2013; 

Schoepfer et al., 2014; Stevens et al., 2019). While DC and LoC are correlated (Breslow, 

1987; Gebhardt, & Brosschot, 2002), they are distinct traits, as the cognitive motivation for, 

and allocation of, personal life influence, respectively (Anderson et al., 1994; Burger, 1984; 

Dembroski et al., 1984). As described under Section 4.1.1.1.1, PEH experience reduced 

control over their personal lives, often enforced by other individuals such as social care staff. 

As this is generally an altered state from their lives hitherto, it is possible that they recognise 

this change and experience a desire on some level to restore original levels of self-governance 

(Brent, 1978; Fletcher, 1942; Marks, 2022; Tavassoli, 2013). Despite the apparent importance 
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of DC for goal achievement (Burger, 1985), the relevance of this trait to PEH in PSU 

treatment who have many tasks to achieve appears underexplored. Thus, to comprehensively 

investigate the potential impact of homelessness on interpersonal cognition, investigation of 

this trait appears imperative. 

4.1.1.1.3 Affective Forecasting. Time Perspective (TP) is another cognitive domain 

that has evidenced particular importance across various indices of human performance such 

as achievement, well-being, health behaviour, risk behaviour, and retirement planning 

(Janeiro et al., 2017; Kooij et al., 2018; Simons et al., 2004). It comprises various elements, 

namely temporal focus, temporal attitude, and temporal distance which are all found to 

independently correlate with well-being (Rush, & Grouzet, 2012). Nonetheless, the vast 

majority of TP research investigates temporal focus, the extent to which individuals think 

about their past, present and future selves, using the Zimbardo Time Perspective Inventory 

(ZTPI; Maglio & Trope, 2019; Park et al., 2017; Zimbardo & Boyd, 1999). Within this 

literature, findings generally propound future-oriented cognition, as a primary driver of 

motivation, for achievement and success (Andre et al., 2018; Barreto et al., 2022; Choi et al., 

2023; Husman, & Shell, 2008; Lens et al., 2012; Nuttin, 2014). However, while this scale 

distinguishes past and present orientations according to positive and negative affect, future 

oriented thought is undivided. This is counterintuitive, considering after decades 

of  international research into the topic (Chen et al.,  2024; Fekih-Romdhane et al., 2023; 

Liniauskaitė, & Kairys, 2009; Martoni et al., 2023; Reuschenbach et al., 2013), the scale 

designers recommend a ‘Balanced Time Perspective’ comprising moderate to high ‘Past 

Positive’, ‘Present Hedonism’, & ‘Future’ scores alongside relatively low ‘Past Negative’ 

and ‘Present Fatalistic’ scores for ‘optimal functioning’; essentially Positive Intertemporal 

Affect (Zhang et al., 2013; Zimbardo & Boniwell, 2004). Further, positive affect appears to 

hold greater importance for people with limited future time perspective, such as those 
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experiencing homelessness (Hicks et al., 2012; Lang, & Carstensen, 2002) and several 

lifestyle characteristics including homelessness are found to truncate TP (Henry et al., 2017; 

McInerney, 2004; Rudolph et al., 2018; Van Doorn, 2010). Thus, the current investigation 

aims to reveal whether emotions held about the future vary according to homelessness 

experience.  

4.1.1.1.4 Recent Life Events. Trauma such as physical or sexual abuse, gang 

violence, threats, attacks, and military combat is noted as a leading antecedent of 

homelessness (Hamilton et al., 2011; Miller et al., 2020). Thereafter, the experience of 

homelessness in-and-of itself is appreciated to impose trauma (Deck & Platt, 2015; Gilmoor 

et al., 2020; Goodman et al., 1991; Martin, 1991; Robinson 2005; Tsai et al., 2020). 

Combined, these traumas lead to approximately 90% of PEH having experienced at least one 

trauma in their lives with the average being six (Buhrich et al., 2000; Taylor & Sharpe, 2008). 

Such is the level of experienced trauma within homeless populations that trauma-informed-

care has become one of the most highly prioritised approaches within related services (Barry 

et al., 2024; Bransford, & Cole, 2019; Burge et al., 2021; Crawford, 2022; Dinnen et al., 

2014; Guarino, 2013; Hopper et al., 2010; Kohler et al., 2021; Milaney et al., 2020; Wiewel 

& Hernandez, 2022). Considering trauma has been shown to affect such stark psychological 

changes (Bolton et al., 2004; Sherin, & Nemeroff, 2011; Spytska, 2023), to investigate 

cognitive functioning within homeless populations without acknowledging its potential 

influence would almost be indefensible. However, considering trauma is not the main focus 

of the current project and to avoid delving into participants’ potentially sensitive histories this 

project considers the potential impacts of general major life events which could have 

occurred in the year prior to their participation only.  

  



113 
 

4.1.2 Aims and Objectives 

 Study aims and specific objectives were designed in collaboration with DSC 

Enterprise Mentor One. As per the above rationale, in the pursuit of determining any potential 

cognitive alterations in important traits for the maintenance of substance misuse in PEH, the 

overarching aim of the first timepoint of Study Two is to reveal whether LoC, DC, Future 

Affect, and Recent Life Events may be differentially expressed according to homelessness 

experience. Specific objectives were as follows: 

1. Statistically compare LoC differences in ‘Current Housed’, ‘Current Homelessness’, 

and ‘Prior Homelessness’ groups of residential PSU service users 

2. Statistically compare DC differences in ‘Current Housed’, ‘Current Homelessness’, 

and ‘Prior Homelessness’ groups of residential PSU service users 

3. Statistically compare Future Affectivity differences in ‘Current Housed’, ‘Current 

Homelessness’, and ‘Prior Homelessness’ groups of residential PSU service users 

4. Statistically compare Recent Life Events differences in ‘Current Housed’, ‘Current 

Homelessness’, and ‘Prior Homelessness’ groups of residential PSU service users 

4.1.3 Hypotheses 

 Based on the existing literature outlined in Chapter One and the rationale detailed in 

Section 4.1.1, the following hypotheses were deduced with DSC Enterprise Mentor One:  

1. a)   Internal LoC would be lowest in the ‘Current Homelessness’ group 

b)   Powerful Others LoC would be highest in the ‘Current Homelessness’ group 

c) Chance LoC would be highest in the ‘Current Homelessness’ group 

2. DC would be highest in the ‘Current Homelessness’ group 

3. a)    Positive Affective Forecasting would be lowest in the ‘Current Homelessness’                               

group 
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b) Negative Affective Forecasting would be lowest in the ‘Current Homelessness’ 

group 

4. a) Negative Recent Life Events would be more prolific in the ‘Current Homelessness’       

group 

b) Negative Recent Life Events Still Affecting individuals would be more prolific in 

the ‘Current Homelessness’ group 

4.2 Methods 

4.2.1 Participants 

 4.2.1.1. Participant Eligibility. This section describes the inclusion and exclusion 

criteria for participants in both timepoints of this longitudinal research study.  

4.2.1.1.1 Psychoactive Substances. This study timepoint investigates potential 

differences in cognition between individuals according to their experience of homelessness. 

However, as described in Chapter One, PSU is vastly over-represented in homeless 

populations of the Global North. As per their name, psychoactive substances alter 

psychological, including cognitive, function (Abrahao et al., 2017; Creeley, & Olney, 2013; 

Cruz et al., 2008; Squeglia, & Gray, 2016; Vogel‐Sprott et al., 2001). Thus, to enhance the 

likelihood of examining unadulterated cognition in PEH, and also that relevant to PSU 

recovery, only individuals in post-detox PSU recovery treatment were included. Participants 

from DSC could be recruited from approximately months two to nine of their recovery 

journeys, while CTC participants were generally in the second to seventh months of their 

journeys. Responses from these individuals were much less likely to be affected by active or 

residual psychoactive substances in the brain and body. To ensure this, DSC participants 

provided breath and urine samples to me for toxicology screen prior to their cognitive 

assessment.  
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 4.2.1.1.2 Dual diagnoses. Mental and physical health issues are considerably more 

prevalent in PEH than in the general population (Bertram et al., 2022; Fazel et al., 2014; 

Lippert & Lee, 2015; Martens, 2001; Nikoo et al., 2014). These can precede or succeed 

homelessness onset (Johnson, & Chamberlain, 2011) and are more prolific among those 

affected by intersectional disadvantage (Duke, & Searby, 2019; Flentje et al., 2016). Mental 

ill health and cognition are inextricably linked (Lönnqvist, 2010; Matthews & McLeod, 2005; 

McTeague et al., 2016; Parletta et al., 2013; Santamaría-García et al, 2020; Toledo-

Fernández, et al., 2018) and for this reason individuals with comorbid mental health issues 

are generally excluded from mental health cognitive research (Conrod & Stewart, 2005; 

Sweileh, 2024; Vitali et al., 2018). However, at 50-70%, the co-occurence of PSU among 

people affected by other mental health issues is so common it has garnered its own name; 

‘dual diagnosis’ (Drake, 2007; Holzhauer et al., 2019; Kessler, 2004; Murthy & Chand, 2012; 

Padgett et al., 2006). Prevalence of dual diagnosis is even higher among PEH (Prinsloo et al., 

2012; Schütz et al., 2019). For this reason, to exclude such individuals would create an 

unrealistic representation of this sample; individuals with co-occurring PSU and other mental 

health issues were thus not excluded in this investigation.  

4.2.1.1.3 Prescribed Medicines. As per their higher rates of physical and mental 

illness outlined in the previous section, PEH are prescribed considerably more psychoactive 

medicines, from antidepressants to pain relief, than the general population (Balasuriya et al., 

2021; Hwang et al., 2011; Khan et al., 2022; Salhi et al., 2018). In fact, more than 75% of 

PEH suffer with mental ill-health that requires treatment (Kaduszkiewicz et al., 2017). Also, 

as described in Chapter One, Ireland has one of the world’s highest rates of heroin use, at 

approximately 7 per 1,000 of the population; a usage which correlates with socioeconomic 

disadvantage, morbidity, and mortality (Bates, 2017; Millar, 2023). This has resulted in a 

Methadone Treatment Protocol (MTP) being rolled out which now treats over 10,000 people 
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of our current 5.262 million population, a rising proportion (Delargy et al., 2019). 

Unfortunately, despite the purpose of this protocol being to initially stabilise chaotic lifestyles 

and eventually assist sobriety (Kavanagh, 2012), numerous recipients report continued heroin 

use throughout and remaining on this programme for years; thus, a substantial proportion of 

this population still battles problematic heroin use (Darker et al., 2016; Guobyte, 2015; Healy 

et al., 2022; Mayock & Butler, 2021; Moran et al., 2018; Mullen et al., 2012; Van Hout, & 

Bingham, 2011). 

By their nature, psychoactive medicines alter neurotransmission and brain function 

(Dinis-Oliveira, & Magalhães, 2020; Oña, & Bouso,2021; Tracy et al., 2017); however, their 

purpose is to stabilise clinical levels of mental ill-health (Everard, 2005; Healy, 2008; Julien, 

2013; Oppong et al., 2016). Also, on a practical level, to exclude individuals who are taking 

psychoactive medicines as required would create an unrealistic representation of the Irish 

homeless sample. For these reasons, I felt that it was important not to exclude individuals 

from Study Two who were taking prescribed psychoactive medicines including methadone.  

4.2.1.1.4 Age. Adolescent brains have been shown to vary considerably from adult 

brains across numerous indices relevant to PSU recovery and particularly the present 

investigation, such as risk taking, impulsivity, inhibition, emotion regulation, and 

interpersonal control (Ahmed et al., 2015; Arain et al., 2013; Blakemore, & Robbins, 2012; 

Dahl, 2004; Dumontheil, 2016; Eiland, & Romeo, 2013; Riediger, & Klipker, 2014). Thus, in 

order to avoid the interaction of rapid but unsystematic neurodevelopment of the adolescent 

brain with the results of this exploratory investigation, participants were required to be over 

18 years of age. 

 4.2.1.1.5 Gender. As described in Chapter One, substance use among women is 

considerably less than with men, and the relevant prevalences of PSU treatment entry is even 

starker. According to the latest estimates from the UNODC (2024), for every woman in PSU 
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treatment, there are approximately 16 men. However, as also outlined in Chapter One, the 

consequences of substance use for women are far starker than those for men. Regardless of 

this, as detailed in Chapter Three, women are strikingly underrepresented in research in 

general, and particularly research that pertains to PSU. Thus, best efforts were made to 

acquire a gender-balanced sample for the present investigation, with the view to interrogate 

potential gender-specific interactions. 

 4.2.1.1.6 Literacy. Literacy levels among PEH tend to be lower than those of the 

general population with inadequate levels experienced by approximately 50% (Goodacre, & 

Sumner, 2021; Grajo et al., 2020; Hanckel et al., 2024; Noll, & Watkins, 2003; Olisa, 2024; 

Yoho, 2016). Further, as discussed in Chapter One, only 65% of the current Irish homeless 

population hold Irish citizenship; the next largest proportions appear to be Romanian (15%), 

African (6%), and European (10%; CSO, 2022). It is highly likely that many of these foreign 

nationals, while able to understand and speak English, are not adept in its reading or writing. 

Therefore, to request this sample to respond to my selected cognitive measures as designed 

would likely cause embarrassment, misinterpretation that could invalidate results, or impede 

participation altogether. As deficient language ability does not appear to be related to non-

verbal cognition in PEH (Pluck et al., 2020), I felt that to exclude individuals on the basis of 

literacy would exclude a significant and important section of my overall sample, and 

potentially bias or skew my results to create an inaccurate representation of the current 

homeless population in Ireland. Thus, to avoid such unnecessary literacy-based exclusion, all 

measures used in this investigation were adapted for use with a low-literacy group, as per the 

recommendations of the EbE group. These adaptations are described in Section 4.2.2. 

 4.2.1.1.7 Intellectual Capacity. As many as 75% of PEH have sustained a Traumatic 

Brain Injury (TBI) in their lifetime, and approximately 60% of these have sustained such 

injuries on multiple occasions; both prevalences are much higher for homeless than housed 
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populations (Hwang et al., 2012; Oddy et al., 2012; Stubbs et al., 2020; Topolovec-Vranic et 

al, 2012; Topolovec-Vranic et al., 2017; Young & Hughes, 2020). TBIs are shown to exert 

significant impact on cognitive function in PEH (Cusimano et al., 2021). Moreover, while 

90% of these injuries occur prior to homelessness onset (Oddy et al., 2012), homelessness has 

also been shown to exacerbate the effects of existing TBIs (Monsour et al., 2023). Similarly, 

as many as 39% of PEH evidence clinical levels of Intellectual Disability (ID; Brown & 

McCann, 2021; Durbin et al., 2018; Mercier & Picard, 2011; Nishio et al., 2015; Nishio et al., 

2017; Oakes & Davies, 2008; O'Donovan et al., 2024; Van Straaten et al., 2014). 

Significantly reduced intellectual capacity infringes upon ability to provide fully informed 

consent (Dye et al., 2007; Iacono, & Murray, 2003). However, the ethical implications of 

conducting research with individuals who may not be able to provide fully informed consent 

must be considered alongside the ethical implications of entirely excluding them from 

research (Calveley, 2012). For the present study, it was deemed that significant intellectual 

impairment that would impede ability to comprehend study materials would not be beneficial 

to the individuals or the research; for this reason, likely comprehension capacity was the cut-

off for the present investigation. Measures taken to establish comprehension capacity prior to 

participation are outlined in Section 4.2.3.  

4.2.1.2 Reimbursement. According to the European Textbook on Ethics in Research 

(Hughes et al., 2015), monetary rewards for participants that are excessively steep or for 

‘desperate’ populations may invalidate consent by making participation too attractive to 

resist. This overrides their rational decision-making processes and therefore may manipulate 

them into unnecessarily participating in a project that may be risky for them. As 

impoverishment is a frequent outcome of PSU (Copello et al., 2010; Daley, 2013; Mardani et 

al., 2023; Orford et al., 2013), and PEH are generally significantly poorer than their 

domiciled counterparts (De Marco et al., 2016; Dwyer et al., 2023; Elbogen et al., 2021; 
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Gaetz, & O'Grady, 2002; Maguire, 2022; Minion, & Banerjee, 2024), a monetary 

reimbursement was deemed unethical for this population. This was further supported by the 

understanding that community service tends to benefit PSU recovery and is regularly utilised 

as a recovery tool (Frone et al., 2022; Harrison et al., 2020; Lusk, & Veale, 2018; Magura & 

Marshall, 2020; Sahker et al., 2019; Sherba et al., 2018). Thus, participants were not 

reimbursed for taking part in this study. 

4.2.2 Study Materials  

 This section introduces the psychometric measures used to assess my selected 

cognitive traits of investigation, in order of administration.  

 4.2.2.1 Addiction Severity Index. Originally designed for use with alcohol or opioid 

dependent men in the 1970’s, the Addiction Severity Index (ASI; McLellan et al., 1979) 

became one of the most widely used assessment instruments for individuals with all types of 

PSU in various clinical and research settings worldwide. However, this use with various 

populations on whom it was not initially tested, alongside changing profiles of substance 

users, and rapidly updating knowledge surrounding PSU correlates inspired several updates 

from scale designers (Cacciola et al., 2011; McLellan et al., 2006; McLellan et al., 1992). 

Version 6 of the ASI is the most up-to-date edition, showing enhanced internal consistency, 

test-retest reliability, and external validity when compared with previous versions for 

contemporary substance users of various substances around the globe; it is now considered 

the ‘gold standard’ measure for PSU assessments (Denis et al., 2013; Denis et al., 2016; 

Kessler et al., 2012; Ljungvall et al., 2020; Martins-da-Silva et al., 2023). It has also shown 

suitability in terms of reliability and validity with PEH (Zanis et al., 1994) and PEH with 

PSU (Joyner et al., 1996).  

4.2.2.2 Levenson Multidimensional Locus of Control Scales. As described in 

Chapter Three, Locus of Control (LoC) describes the extent to which people believe their life 
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outcomes are governed by various influencing factors. Versions of this scale have been 

adapted to assess Health, Work, Children’s, Weight, Headaches, Entrepreneurship, and 

Wellbeing among several others (Farnier et al., 2021; Furnham, & Steele, 1993; Jones, & 

Wuebker, 1985; Martin et al., 1990; Saltzer, 1982; Schjoedt, & Shaver, 2012; Wallston, & 

Wallston, 1981). While some scales, including the original (Rotter, 1966), dissect this trait 

onto a continuum from Internal to External LoC, others argue the External element of this 

conceptualisation is too broad, comprising ‘Powerful Others’, ‘Chance’, and ‘Fate’ in 

comparison with the Internal aspect consisting of just self-mediation beliefs (Hyman et al., 

1991; Lefcourt et al., 1979; Wallston, 2005; Wong et al., 1978). My systematic review into 

the relationship of LoC to PSU treatment service users’ substance use outcomes recommends 

a more sophisticated scale should be developed to more accurately assess LoC and its 

relationship to behavioural phenomena. This scale should allow simultaneous influence from 

various factors while balancing internal and external measurement. However, as such a scale 

is yet to be developed, my academic team decided that the Levenson Multidimensional Locus 

of Control Scales (Levenson, 1973) was the best currently available match to these criteria. 

This scale was thus used for the present investigation to separately investigate the roles of 

Internality, Powerful Others, and Chance, with results interpreted critically to avoid 

exaggerating the roles of Internal or External Factors. 

4.2.2.3 Desire for Control Task. Initially assessed using a self-report scale (Burger, 

1985), Desire for Control (DC) showed good predictive power for achievement, depression, 

academic performance, obsessive-compulsive symptoms, and corporate offending, among 

other psychologically-driven behaviours (Ashford, & Black, 1996; Burger, 1984, 1985, 1992; 

Leeper Piquero et al., 2010; Moulding, & Kyrios, 2007). This original scale showed good 

internal consistency, test-retest reliability, as well as discriminant validity from LoC (Burger 

& Cooper, 1979). However, to reduce the likelihood of socially desirable responding, an 



121 
 

implicit quantitative measure was recently designed (Wang & Delgado, 2019). This DC task 

asks participants to choose between themselves or a computer-partner to play for different 

numbers of points on multiple rounds of a game of chance. In the original study, playing 

themselves seemed to be worth approximately 30% of the points on offer, i.e., participants 

generally still selected to play when they could win 10 points, but their computer-partner 

could win 13. This task showed good correlation with the original DC scale and underlying 

neural correlates, as tracked by the ventromedial prefrontal cortex (vmPFC; Burger & 

Cooper, 1979, Wang & Delgado, 2019). Due to their extreme vulnerability, PEH are 

acknowledged to evidence heightened socially desirable responding, particularly surrounding 

individuals they perceive to be in power, such as relevant social care staff or researchers 

(Currie et al., 2021; Haeffner et al., 2023; Johnson, & Van de Vijver, 2003; Lalwani et al., 

2006; Mick, 1996; Orne, 2017; Paulhus, 1984; Paulhus & Reid, 1991; Paulhus, 2017; Tracey, 

2016; Van de Mortel, 2008). Consequently, the implicit task measure of DC was utilised for 

the current investigation. I re-designed this task for use with PEH in PSU treatment via 

SuperLab 6.0 with approval from the task designer (Appendix D). This involved lay English 

and replacing the original ‘higher or lower’ card game of chance with a game that is not 

connotative of gambling, as described in Section 2.3.2.1.2. The format of this task is 

presented in Figure 4.1.  
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Figure 4.1 

Adapted DC Task for Use With PEH in PSU Treatment 

 

Note. In the original task, participants were asked to choose whether the back of a playing 

card was ‘higher or lower’ than five. As this game was connotative of gambling, I redesigned 

this task in Superlab to instead present four coloured squares. In this version of the task, 

participants were told that an orange circle was behind two of these squares and a purple 

circle was behind the other two. They were asked to pick a square they felt hid an orange 

circle. 

 

4.2.2.4 Future Events Questionnaire. Designed to measure correlations between 

general anxiety disorder and depression with predictions individuals made about the future, 

the Future Events Questionnaire (FEQ) assesses certainty in potential positive and negative 

future outcomes, with good internal consistency (Miranda & Mennin, 2007). I used this 

instrument to concisely examine the relationship between homelessness and future 

affectivity.  

4.2.2.5 Recent Life Events Questionnaire. As per Section 4.1.1.1.4, to investigate 

cognitive function in PEH without acknowledgement of the known traumas pervasive in this 

community would likely yield inaccurate results. Thus, to simultaneously avoid unnecessarily 

soliciting traumatic memories for an indirectly related investigation, this project utilises the 
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Recent Life Events Questionnaire (RLE; Brugha et al., 1985). This questionnaire pursues 

major life events such as ending a relationship, the passing of a loved one, or giving birth, 

without trespassing into violent or criminal histories and potentially activating sensitive or 

even painful memories for participants. In this way, it provides a brief indication of 

participants’ life stabilities with reduced potential upset. The questionnaire is formatted such 

that participants are first asked whether or not 20 events occurred in the last year. If an event 

occurred, they are then asked if it still holds an effect over them. All questions are responded 

to in a yes/ no format. The questionnaire is thus scored across two indices; event occurrence 

and affect. Participants can score up to 21 on each. Mean scores in the original study with 

caregivers were 17 events, with 10 still holding effect over the individual. My adaptation of 

this questionnaire for use with PEH in PSU treatment via SuperLab 6.0 is presented in Figure 

4.2. 

Figure 4.2 

Adapted RLE Questionnaire for Use With PEH in PSU Treatment 
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4.2.2.6 Adaptations. All measures were adapted for use with PEH in PSU treatment 

prior to implementation, as per the recommendations of an Experts by Experience (EbE) 

group held with DSC Detox Unit service users. In line with the principle of Data 

Minimisation under Article 5 of the General Data Protection Regulations and with respect for 

participants’ time, the ASI was adapted to exclude questions pertaining to: time assessment 

begun and ended, round of assessment, phone/ in-person assessment, number of times in 

treatment, interviewer number, reason for not taking part, religious preference, medical 

status, employment/ support status, familial psychiatric history, family/ social relationships, 

and psychiatric status (Cacciola et al., 2007; European Union, 2016). ‘Legal status’ was 

surmised to number of lifetime months in prison and number of months since prison. Further, 

instead of explicitly asking whether participants were in treatment on court order, participants 

were asked “What caused you to enter PSU treatment?”, which was projected to also 

encapsulate individuals who may have entered following the discovery of pregnancy. 

Residential questions were adapted to first ask what type of accommodation the participant 

was in prior to admission, how long they had been there, and how many months of their life 

they had spent homeless. Race enquiry was adapted from this American scale to reflect the 

current Irish landscape as indicated by our latest census form. Gender was adapted to reflect 

contemporary knowledge and understanding surrounding fluidity and identity (Coney, 2015; 

Diamond, 2020; Flores, 2021; Fontanella et al., 2014; Gosling, 2018; Nichols, 2016; Sumerau 

et al., 2020). Original content and language of all other measures was retained but presented 

by paragraph or item as relevant using SuperLab 6.0 psychology experiment software, read to 

participants by myself, and responded to using a coloured button box. Although no colour-

blind individuals participated, had this occurred, they would have responded spatially as 

buttons were risen from the box. Form, questionnaire, and task slides did not proceed until 

the participant in question indicated to the software to do so. This procedure enhanced 
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likelihood words were correctly received by participants in the first instance and also 

increased likelihood of question asking by instigating a conversation-like environment. 

4.2.3 Procedure 

 4.2.3.1 Pre-Recruitment. Participants were recruited from five PSU treatment 

centres in the Dublin region; one early recovery house and two medium support houses from 

DSC, alongside one men’s and one Women and children’s recovery house from CTC. Of 

note, DSC’s early recovery treatment accommodated PEH who were fully detoxified but only 

sober for approximately one month for a three month stay. The medium support houses from 

the same organisation housed individuals who had completed this early recovery stage for 

another five months. Alternatively, both CTC’s men’s and women and children’s residential 

recovery programmes approximate a six month duration for their service users. Prior to 

recruitment procedures, my academic supervisors and I held meetings with all participating 

recovery service managers. These meetings outlined study aims and procedures, with 

particular focus on the roles of various participating individuals including research team 

members, enterprise mentors, service users, recovery service staff, and recovery service 

managers at various stages of the research process. The importance and means through which 

the mild deceit would be utilised by all participating individuals from staff to service users 

throughout the research process, to more accurately elicit participants’ cognitive traits, was 

also emphasised. During one of these meetings, my DSC Enterprise Mentor suggested a 

‘Staff Information Poster’ be created, to summarise staff-relevant information. This was 

accepted, generated, and multiple copies provided to each manager for their various staff 

offices immediately prior to recruitment addresses (Appendix G).  

4.2.3.2 Recruitment. I made recruitment addresses to the service users of each of 

these centres. Recruitment posters synopsising participant-relevant information were also 

displayed throughout each recovery house (Appendix H). To overcome participation and 
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potential embarrassment of service users who may not be able to understand study materials 

due to compromised intellectual capacity via TBI or ID as discussed in Section 4.2.1.1.7, 

service users initially ‘volunteered’ to participate. Importantly, it was communicated to 

service users at this stage that not all volunteers may get the chance to participate as I had to 

check with service staff first that it was safe for them to do so. For DSC service users, this 

was done using their Pathway Accommodation and Support System identification number 

(PASS ID; Daly, Craig, & O’Sullivan, 2018). PASS IDs are provided to each individual 

registering as homeless in Ireland to integrate communication among relevant service 

professionals from separate organisations via an online platform. PASS IDs are only 

identifiable to homeless services staff; in this way, DSC volunteers were never identifiable to 

my academic supervisors nor myself. Following recruitment address, service users interested 

in study participation either: 

1. Provided their PASS ID and personal phone number to myself 

2. Asked a DSC staff member to provide me with their PASS ID number and phone 

number via email or her research phone number as provided on ‘Staff Info’ or  

3. Text me using the research-phone number provided on study recruitment posters at a 

later time 

I then entered each PASS ID number to separate ‘Volunteer Screen Forms’, which 

were shared with relevant recovery service managers via an encrypted folder in my academic 

research team’s shared DCU GDrive (VSF; Appendix I). Respective managers indicated 

whether they believed volunteers, as indicated by PASS IDs, had the intellectual capacity to 

understand study materials via these forms. VSFs also collected data about respective 

volunteers’ prescribed psychoactive medicines and quantities. Managers informed me via 

email when all forms were complete. My academic supervisors and I then assessed these 

forms to ensure volunteer capacity prior to participation. 
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For CTC volunteers, this process was the same with the exception of the PASS ID 

number element. This was to protect potentially sensitive information of their service users, 

all of whom were not registered as homeless, and may be embarrassed to provide such a 

detail to me in front of other service users or via staff. Removing the PASS ID procedure for 

CTC service users further standardised this study’s protocol for their staff and service users. 

4.2.3.3 Assessments. Post screening, eligible volunteers were assigned a random five-

digit research ID number from an online generator. Research ID and PASS ID or name links 

were stored in a separate password-protected excel file from other study data within my 

academic team’s shared DCU GDrive. Eligible volunteers were contacted directly by me to 

arrange their assessments. This ensured recovery service staff would not find out which 

volunteers eventually elected to participate. Staff were informed that all volunteers may not 

get to take part due to study time constraints. In this way, care received by this vulnerable 

cohort could not be influenced by their decision to participate. Thus, the likelihood that their 

decision would be biassed by a desire to receive more favourable care from an under-

resourced staff was reduced. Assessments were held on a one-to-one basis in a room set aside 

in each recovery service for this project. Before arriving at the service, I checked with 

respective recovery service managers that their room and staff were available at the proposed 

time. Immediately prior to cognitive assessment, participants provided me with breath and 

urine samples for a toxicology screen. Importantly, if a screen produced a positive result I did 

not tell service staff, to ensure this study’s segregation from vital care provision. This 

protocol was also clearly communicated to all participants prior to participation in 

recruitment addresses and consent procedures. In the case of a positive toxicology result, the 

participant was simply offered to reschedule to a later time. As service staff were never 

informed which service users were doing cognitive assessments in the first instance, 

rescheduling would not flag potential substance use to staff. CTC participants underwent 
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toxicology screens daily, overriding the need for this toxicology screen procedure. Written 

study materials were presented to participants using SuperLab 6.0 psychology experiment 

software on my DCU-encrypted Dell Latitude 5320 laptop. Each SuperLab slide presented 

either a small number of bullet points or a singular item for forms or scales, respectively. 

When I had read aloud all information from a slide had been read, and clarified as required, 

the participant could progress using the SuperLab response pad. Before beginning, 

participants were told they could ask as many questions and take as many breaks as required 

throughout their assessment. Informed consent was obtained via a form containing yes/ no 

item responses accompanied by a voice recording of the participant stating that their research 

ID number consents to take part in this study. Alongside standard debrief explaining the 

purposes of the mild deceit employed during the study and asking participants not to share 

actual study aims with fellow service users, participants were presented with a ‘contact card’ 

containing contact information for my academic supervisors and I, the DCU Ethics 

Committee, and DSC’s ‘Sure Steps’ counselling service for DSC participants. Materials were 

presented in the following order: 

1. Participant Information 

2. Informed Consent 

3. ASI 

4. DC 

5. LoC 

6. FEQ 

7. RLE 

8. Debrief 
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4.2.4 Data Analysis 

 4.2.4.1 Independent Samples T-Test. T-tests assess the statistical difference in 

means between two independent groups (Gerald, 2018; Kim, 2015; Ross & Wilson, 2010; 

Sedgwick, 2010). They were used in the current study to assess whether differences existed 

between my Current Homeless and Prior Homelessness groups in terms of Years in 

Homelessness and Days Since Homelessness. 

 4.2.4.1.1 Bayesian Independent Samples T-Test. Bayesian statistics is an alternative 

approach to data analysis based on Bayes theorem (Bolstad & Curran, 2016; Van de Schoot 

et al., 2021). Bayesian Independent samples t-tests were run to complement frequentist 

results regarding the distinction of my Current Homelessness and Prior Homelessness groups 

for Years in Homelessness and Days Since Homelessness (Gronau & Wagenmakers, 2020; 

Meredith & Kruschke, 2021; Rouder et al., 2009).  

4.2.4.3 Chi Square Contingency Test. Chi square tests explore whether the presence 

of a trait among groups is as statistically expected (Howell, 2011; Franke et al., 2012; Pandis, 

2016). These distributions were used to examine whether significant differences may exist 

between Current Housed, Current Homeless and Prior Homelessness participants in this study 

for Gender, Organisation Attended and problematic use of each of the following listed 

substances at treatment entry: Alcohol, Cannabis, Tablets, Cocaine, and Heroin.  

4.2.4.4 Fisher-Freeman-Halton Exact Test. The Fisher-Freeman-Halton Exact Test 

is an extension of the Chi Square test that can be used when more than 20% of the expected 

cell counts are <5 and the contingency table has greater than two rows or columns (Freeman 

& Halton, 1951; Lydersen et al., 2007). It was used in this study to assess potential group 

differences in prevalence of individuals from different ethnic backgrounds, prescribed 

methadone, or with problematic use of Ketamine, Cathinones, or Methamphetamine at 

treatment entry in Current Housed, Current Homeless, and Prior Homelessness groups. 
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4.2.4.5 ANOVA. Analysis of Variance tests examine potential mean differences 

between three or more groups (Cardinal, & Aitken, 2013; Henson, 2015; Kim, 2014). These 

analyses were employed to assist interpretation of potential differences between Current 

Housed, Current Homelessness, and Prior Homelessness groups for Age, Age Substance Use 

Started, Years of Substance Use, Treatment Days Until Assessment, the Powerful Others 

LoC subscale, and the RLE Number. 

4.2.4.5.1 Bayesian ANOVA. Bayesian ANOVAs can be run alongside frequentist 

ANOVAs to test the same potential difference between group means using an alternative 

statistical approach (van den Bergh et al., 2020). These analyses were used in the current 

study to test potential differences between Current Housed, Current Homelessness, and Prior 

Homelessness groups for potential confounding variables Age, Age Substance Use Started, 

Years of Substance Use, Treatment Days Until Assessment, and cognitive variables of 

interest Powerful Others LoC and RLE Number. 

4.2.4.6 Tukey HSD Post Hoc Test. As ANOVAs are omnibus tests, they reveal the 

existence of significant differences between three or more groups, but not where these 

differences exist. The Tukey HSD post hoc test is thus employed to identify the location of 

such difference when ANOVA analyses reveal significance. This test was employed for the 

current investigation to identify the root of significant Current Housed, Current 

Homelessness, and Prior Homelessness group differences revealed through ANOVA analyses 

for Age and Years of Substance Use variables. 

4.2.4.7 Correlation. Correlations examine whether interval changes in one variable 

reliably correspond with interval changes in another (Asuero et al., 2006). The present study 

employed this analysis to investigate whether Age and Years of Substance Use variables 

were correlated.  
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4.2.4.8 Kruskal-Wallis H Test. The Kruskal-Wallis nonparametric test is used to 

compare differences between more than two groups when outcome data do not satisfy the 

assumption of normality (Kruskal & Wallis, 1952; MacFarland & Yates, 2016; McKnight, & 

Najab, 2010; Ostertagova et al., 2014). The current study employed this test to assess 

potential between group differences among currently housed, currently in homelessness, and 

previously in homelessness participants on Years in Prison, Number of Problem Substance 

Entering Treatment, Number of Substances Started in First Year of Substance Use, Lifetime 

Relapses, Days Since Last Psychoactive Substance Use, Internality and Chance LoC 

subscales, DC, Certainty of Negative Future Events Occurring, Certainty of Positive Future 

Events not Occurring, and RLE Affect variables.  

4.2.4.9 Dunn Post Hoc Test. The Kruskal-Wallis H Test is an omnibus test which 

identifies the presence of a significant difference in ranks between three or more groups but 

not the location of this difference; this may be accomplished using a Dunn post-hoc test 

(Dinno & Dinno, 2017; Okoye, & Hosseini, 2024; Pohlert, 2014). The Dunn test was used in 

the current study to extrapolate potential between Current Housed, Current Homelessness, 

and Prior Homelessness differences for Years in Prison and Lifetime Relapses.  

4.2.4.10 Poisson Regression. Poisson regressions predict ‘count’ outcome data given 

one or more independent variables (Coxe et al., 2009; Hayat & Higgins, 2014; Hutchinson & 

Holtman, 2005). These regressions compared potential Current Housed, Current 

Homelessness, and Prior Homelessness group differences in Suicide Attempts in the Previous 

18 Months2. 

 
2  Note. Recent Suicide Attempts were not systematically asked as part of this investigation. However, in 

response to the question “What caused you to enter PSU treatment?” (Section 4.2.2.6; Appendix M), designed to 

interrogate potential treatment entry due to court order or pregnancy which may confound intrinsic motivation 

(Fischbach & Woolley, 2022; Hennessey, Moran, Altringer, & Amabile, 2015), a notable number of participants 

were forthcoming with the reality that they entered treatment following one or several attempts on their own 

lives. Appreciated to be quite an extreme form of mental ill-health by my team, it seemed irresponsible to 

overlook such data entirely. It was thus included for analysis, but interpreted cautiously due to this described 

unplanned inquest. 
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4.2.5 Ethics 

This study received final ethical approval following amendments from DCU’s 

Research Ethics Committee on 26/07/23. The relevant approval number is 

DCUREC/2021/051. Final approval was obtained from DSC’s Research Ethics Committee 

on 27/04/23.  

4.3 Results 

4.3.1. Descriptive Statistics 

Sixty adult PSU treatment service users took part in timepoint one of this study: 41 

men (68.33%) and 19 women (31.67%). No gender fluid individuals participated. Fifteen 

participants were recruited from DSC recovery facilities (25%) while 45 were recruited from 

CTC (75%). Participant ages ranged from 21 to 56 years (M=35.81, SD=8.69). Fifty-six 

White Irish (93.33%), two White Irish Traveller (3.33%), and two Irish-Caribbean (3.33%) 

individuals took part. 

4.3.2. Preliminary Analyses 

 Preliminary tests were run prior to all analyses to ensure data met the assumptions of 

their relevant statistical tests. 

 4.3.2.1 Frequentist and Bayesian Independent Samples T-Tests. For Years In 

Homelessness and Days Since Homelessness independent samples t tests between Current 

Homelessness and Prior Homelessness groups, independent factors were categorical while 

dependent variables were continuous.  

For Years in Homelessness, observations were independent except for one and two 

upper outliers presented in the Current Homelessness and Prior Homelessness groups, 

respectively. To overcome this, a natural log (Ln) transformation was applied to the Years in 

Homelessness variable which removed outlier violation. Data were then normal according to 
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the Kolmogorov–Smirnov test which is more appropriate for samples n ≥50 (Mishra et al., 

2019; p > 0.05). Variances were also homogenous according to Levene’s test, p > 0.05. 

For Days Since Homelessness, Current and Prior Homelessness groups had no 

outliers and were normal according to the Kolmogorov–Smirnov test, p > 0.05. Levene's 

homogeneity of variances tests indicated assumption violation, p > 0.05. This is intelligible, 

as the scores for the Current Homeless group would all be the same as the number of days in 

treatment while the Prior Homelessness group could be any length of time beyond that.  

4.3.2.2 Chi Square Contingency Tables. All variables entered to chi square tests 

were categorical with two or more independent groups. Gender, Service, Alcohol, Cannabis, 

Tablets, Cocaine, and Heroin Chi Squares all had expected cell counts greater than 5 in more 

than 80% of their cells. Ketamine, Cathinones, and Methamphetamine chi squares had three 

cells (50%) with expected cell counts of <5.  

4.3.2.3 Fisher-Freeman-Halton Tests. Fisher-Freeman-Halton contingency tables 

employed in this investigation were Current Housed, Current Homelessness, Prior 

Homelessness groups by Ethnic Background, Prescribed Methadone, or Problematic Use of 

Ketamine, Cathinones, or Methamphetamine at Treatment Entry. 

4.3.2.4 Frequentist and Bayesian ANOVAs. All dependent variables entered into 

ANOVA analyses were continuous with three categorical Current Housed, Current 

Homelessness, and Prior Homelessness groups as independent variables. All observations 

were independent. Two upper outliers presented in both Current Housed and Current 

Homelessness groups for Treatment Days Until Assessment. A Natural Log (Ln) 

transformation was applied to these data, removing all outliers and maintaining homogeneity 

of variances as per Levene’s test thus appropriating data for ANOVA test. Each group’s data 

for all other variables produced no outliers, were approximately normal, and had equal 

variance. 
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4.3.2.5 Correlations. Both variables entered for correlation, Age and Years of 

Substance Use, consisted of continuous data points. These data presented no outliers and 

were normal according to the Kolmogorov–Smirnov test, p > 0.05. Data were from a random 

and representative sample and a linear relationship was expected between both. 

4.3.2.6 Kruskal Wallis H Tests. All dependent variables entered to Kruskal Wallis H 

Tests were continuous while the independent variable was categorical with two or more 

groups: in this case Current Housed, Current Homelessness, and Prior Homelessness. All 

observations between and within groups were independent.  

4.3.2.7 Poisson Regressions. The Suicide Attempts in the Past 18 Months data 

entered for Poisson Regression analyses were count; positive integer values with a mean of 

less than 10. The independent variable Current Housed, Current Homelessness, and Prior 

Homelessness was categorical. All observations were independent. The variance 0.97 and 

mean 0.03 were not identical and thus did not follow a Poisson distribution as per 

Kolmogorov–Smirnov test, p < 0.001. 

4.3.3 Main Analyses 

 4.3.3.1 Current Homelessness and Prior Homelessness Distinction. To ensure 

Current Homelessness and Prior Homelessness groups were in fact distinct populations, 

frequentist and Bayesian independent samples t-tests were run between these groups for 

Years in Homelessness and Days Since Homelessness. For Years in Homelessness, 

frequentist analysis revealed no significant difference with a medium effect size between 

Current Homelessness (M=5.88, SD=5.08) and Prior Homelessness (M=3.7, SD=4.66) 

groups, p > 0.05, Cohen’s d = 0.64, and Bayesian t-test with noninformative Cauchy prior (r 

= .707) revealed approximately equal evidence for the null and alternative hypotheses and a 

stable underlying algorithm (BF₁₀ = 1.16, error % = .004). However, for Days Since 

Homelessness, frequentist analysis indicated a significant difference with a large effect size 
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between Current Homelessness (M=124.21, SD=92.66) and Prior Homelessness (M=762.08, 

SD=801.32) groups, p < 0.001, Cohen’s d = -1.38, while Bayesian analysis with Cauchy prior 

(r = .707) returned very strong evidence in favour of the alternative hypothesis with stable 

underlying algorithm (BF₁₀ = 61.56, error % = 1.896x10⁻⁷ ). The frequentist relationship 

between these two groups for these two variables is presented graphically via Figure 4.3.  

Figure 4.3 

Dual Axis Graph Displaying Years in Homelessness and Days Since Homelessness 

Differences for Current Homelessness and Prior Homelessness Groups 

Note. The blue bar graph displays the non-significant Years in Homelessness difference for 

Current Homelessness and Prior Homelessness groups, annotated by the blue numbers on the 

flush left Y axis. The red line graph displays the significant difference between Current 

Homelessness and Prior Homelessness groups on Days Since Homelessness (p < 0.001), 

indicated by the red numbers on the flush right Y axis. Error bars display 95% confidence 

intervals. 

 

 4.3.3.2 Confounding Variables. To enhance the likelihood that any cognitive 

differences observed between homelessness history groups were the result of housing 

precarity and not other potentially confounding variables, analyses were run between the 

groups for these variables. Table 4.1 outlines the results of these analyses. 
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Table 4.1 

Results of Current Housed, Current Homelessness, and Prior Homelessness Between Group Potential Confounding Variable Analyses 

Variable Current Housed  

(N = 24) 

Current Homelessness 

(N = 24) 

Prior Homelessness 

(N = 12) 

Result 

Chi Square 

Gender 16 M (67%) : 8 F 

(33%) 

15 M (62.5%) : 9 F 

(38.5%) 

10 M (83%) : 2 F (17%) X2 (2, N = 60) = 1.656,  

p = 0.437, V = 0.17 

Organisation 3 DSC (12.5%) : 21 

CTC (87.5%) 

10 DSC (42%) : 14 

CTC (58%) 

2 DSC (17%) : 10 CTC 

(83%) 

X2 (2, N = 60) = 6.000, p = 0.05, 

V = 0.32 

Problematic Use of…     

Alcohol 17 (70.83%) 14 (58.33%) 6 (50%) X2 (2, N = 60) = 0.49, p = 0.44, 

V = 0.17 

Cannabis 8 (33.33%) 8 (33.33%) 3 (25%) X2 (2, N = 60) = 0.31, p = 0.86, 

V = 0.07 

Tablets 7 (29.17%) 9 (37.5%)  8 (66.67%) X2 (2, N = 60) = 4.79, p = 0.09, 

V = 0.28 

Cocaine 20 (83.33%) 19 (79.17%) 5 (41.67%) X2 (2, N = 60) = 7.8, p = 0.02*, 

V = 0.36 

Heroin 5 (20.83%) 10 (41.67%) 4 (33.33%) X2 (2, N = 60) = 2.43, p = 0.3,  

V = 0.2 
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Fisher-Freeman-Halton 

Ethnicity 23WI (98%) :1WIT 

(1%) 

24 WI (100%) 9 WI (75%) : 1 WIT 

(8%) : 2 CI (17%) 

p = 0.02* 

Ketamine 1 (4.17%) 1 (4.17%) 0 (0%) p = 1.0 

Cathinones 1 (4.17%) 0 (0%) 0 (0%) p = 1.0 

Methamphetamine 0 (0%) 1 (4.17%) 0 (0%) p = 1.0 

Methadone 0 (0%) 4 (16.67%) 0 (0%) p = 0.07 

ANOVA 

Age M = 32.85  

SD = 7.71 

M = 39.17 

SD = 9.63 

M = 35 

SD = 6.47 

F(2,57) = 3.51, p = 0.04*,  

η2 = 0.11 

BF₁₀ = 1.99 

Age Substance Use Started M = 14.13 

SD = 3.42 

M = 12.54 

SD = 3.19 

M = 12.17 

SD = 1.9 

F(2,57) = 2.27, p = 0.11,  

η2 = 0.07 

BF₁₀ = 0.75 

Years of Substance Use M = 18.58 

SD = 7.96 

M = 25 

SD = 9.34 

M = 20.5 

SD = 5.71 

F(2,57) = 3.80, p = 0.03*,  

η2 = 0.12 

BF₁₀ = 2.45 

Treatment Days Until 

Assessment (Ln) 

M = 4.22 

SD = 1.02 

M = 4.27 

SD = 1.04 

M = 4.46 

SD = .84 

F(2,57) = 0.24, p = 0.79,  

η2 = 0.01 

BF₁₀ = 0.16 

Kruskal Wallis 

Years in Prison M = 1.63 M = 3.7 M = 3.2  χ2(2) = 8.06, p = 0.02* 
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SD = 4.4 SD = 7.9 SD = 3.5 

Number of Problem Substances 

Entering Treatment 

M = 2.46 

SD = 1.18 

M = 2.58 

SD = 1.1 

M = 2.17 

SD = 1.19 

χ2(2) = 1.54, p = 0.46 

Number of Substances Started 

in First Year of Substance Use 

M = 1.42 

SD = .78 

M = 1.25 

SD = .44 

M = 1.17 

SD = .39 

χ2(2) = .85, p = 0.65 

Lifetime Relapses M = 1.21 

SD = 1.5 

M = 2.96 

SD = 3.99 

M = 3.42 

SD = 2.64 

χ2(2) = 7.41, p = 0.03* 

Days Since Last Psychoactive 

Substance Use 

M = 136.96 

SD = 138.35 

M = 138.46 

SD = 87.10 

M = 108.08 

SD = 64.69 

χ2(2) = 1.16, p = 0.56  
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No significant differences were observed between groups for Gender, Organisation, 

Problematic Use of Alcohol, Cannabis, Tablets, Heroin, Ketamine, Cathinones, Prescribed 

Methadone, Age Substance Use Started, Treatment Days Until Assessment, Number of 

Problem Substances Entering Treatment, Number of Substances Started in First Year of 

Substance Use, Lifetime Relapses, and Days Since Last Psychoactive Substance Use.  

Chi square analysis revealed significant difference between groups in Problematic Cocaine 

Use at Treatment Entry, p = 0.02. Fisher-Freeman-Halton test identified significant ethnic 

difference in housing stability groups, p = 0.02. Frequentist ANOVA tests revealed 

significant difference between housing stability groups for Age (p = .04) and Years of 

Substance Use (p = 0.03). Bayesian ANOVAs corroborated these findings at 95% credible 

interval showing almost twice as much evidence that these groups were different for Age 

(BF₁₀ = 1.99) and almost two-and-a-half times more evidence that they were different in 

terms of the number of years they spent using substances heavily (BF₁₀ = 2.45). Tukey HSD 

Post Hoc specified that the Current Housed group were both significantly younger (p = 0.03) 

and had used substances for significantly less years (p = 0.02) than the Current Homeless 

group. As Age Substance Use Started had revealed no significant difference, I assessed 

whether Current Age and Years of Substance Use were correlated for all groups; this was 

revealed to be true (r = 0.896, n = 60, p < 0.001). This correlation is presented in Figure 4.4. 
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Figure 4.4 

Scatter Plot Evidencing the Significant Correlation Between Age and Years of Substance Use 

Note. Current Housed participants are indicated using blue dots, Current Homelessness using 

red, and Prior Homelessness with green dots. Age and Years of substance use were 

significantly correlated, both highest in the Current Homelessness group and lowest in the 

Current Housed group. No significant difference for age of substance use initiation was found 

between these groups.  

 

Significant between group differences for Lifetime Relapses (p = 0.03) and Years in 

Prison (p = .018) were indicated by Kruskal Wallis H Tests. Dunn post hoc tests revealed that 

the Current Housed group had significantly less Lifetime Relapses (p = 0.02) and spent 

significantly less Years in Prison (p =0 .02) than the Prior Homelessness group. 

 p < 0.05. 

4.3.3.3 Cognitive Comparison. Between group analyses of cognitive test scores 

revealed no significant differences for Internality, Powerful Others, and Chance LoC 

subscales, DC, Certainty of Negative Future Events Occurring, Certainty of Positive Future 

Events Not Occurring, RLE Number, and RLE Affect. These results are outlined in Table 4.2 

and presented graphically in Figures 4.5 through 4.12. 
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Table 4.2 

Results of Cognitive Variable Analyses Between Current Housed, Current Homelessness, and Prior Homelessness Groups 

Variable Current Housed  

(N = 24) 

Current Homelessness 

(N = 24) 

Prior Homelessness 

(N = 12) 

Result 

ANOVA 

Powerful Others M = 21.13 

SD = 9.45 

M = 21.00  

SD = 11.79 

M = 17.67 

SD = 8.21 

F(2, 57) = 0.53, p = 0.59,  

η2 = 0.02 

BF₁₀ = 0.2 

RLE Number M = 9.87 

SD = 2.91 

M =10.71 

SD = 3.86 

M = 10.92 

SD = 4.08 

F(2, 56) = 0.47, p = 0.69,  

η2 = 0.02 

BF₁₀ = 0.2 

 

Kruskal Wallis     

Internality M = 31.33 

SD = 7.48 

M = 31.63 

SD = 10.05 

M = 31.08 

SD = 7.80 

χ2(2) = 0.495, p = 0.78 

Chance M = 24.29 

SD = 7.89 

M = 21.88 

SD = 9.54 

M = 20.58 

SD = 7.61 

χ2(2) = 2.09, p = 0.35 

DC M = 3.89 

SD = 13.57 

M = 6.11 

SD = 18.50 

M = 2.36 

SD = 13.29 

χ2(2) = 0.74, p = 0.69 

Certainty in Negative Future 

Events Occurring 

M = 4.39 

SD = 3.16 

M = 3.71 

SD = 3.07 

M = 4.00 

SD = 3.77 

χ2(2) =0 .69, p = 0.71 

Certainty in Positive Future 

Events Not Occurring  

M = .57 

SD = .95 

M = .63 

SD = 1.56 

M = .42 

SD = 1.17 

χ2(2) = 1.14, p = 0.57 

RLE Affect 
M = 8.04 

SD = 2.60 

M = 8.25 

SD = 4.12 

M = 8.33 

SD = 3.87 

χ2(2) = .01, p = 0.99 
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Figure 4.5 

Box Plot Presenting Desire for Control (Ln) Medians and Interquartile Ranges for 

Homelessness History Groups 

Note. Kruskal Wallis test result for DC was χ2(2) = 0.74, p = 0.69. Mean ranks for Current 

Housed were 27.30, Current Homelessness 30.63, and Prior Homelessness 26.25. One lower 

and two upper outliers emerged for the Current Housed group, one lower and two upper 

outliers arose for the Current Homelessness group, and two upper outliers present in the Prior 

Homelessness group. While similar medians, we see the spread of scores for the Current 

Homelessness group is higher than the other two, indicating stronger Desire for Control as 

predicted.  
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Figure 4.6 

Boxplot Graph Depicting Internality Scores According to Homelessness History Group 

Note. Mean ranks were Current Housed 29.13, Current Homelessness 32.44, and Prior 

Homelessness 29.38. Kruksal-Wallis test results was χ2(2) = 0.495, p = 0.78. Two lower 

outliers emerged in the Prior Homelessness group. While similar means, we see noticeable 

greater variance in the Current Homelessness group. 
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Figure 4.7 

Bar Graph Illustrating Mean Powerful Others Scores for Homelessness History Groups  

Note. Homelessness history group means and standard deviations are as follows; Current 

Housed M = 21.13, SD = 9.45, Current Homelessness M = 21.00, SD = 11.79, Prior 

Homelessness M = 17.67, SD = 8.21. ANOVA result was F(2, 57) = 0.53, p = 0.59, η2 = 

0.02. Error bars indicate 95% Confidence Interval.  
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Figure 4.8 

Boxplot Illustrating Chance Scores for Homelessness History Groups 

Note. Current Housed, Current Homelessness, and Prior Homelessness group mean ranks 

were 29.13, 32.44, and 29.38, respectively. Kruskal-Wallis test result was χ2(2) = 2.09, p = 

0.35. One outlier presented in both the Current Housed and Prior Homelessness groups. 

Although not significant, the Current Homelessness group displays lower Chance beliefs and 

a broader range of scores.  
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Figure 4.9 

Boxplot Depicting Certainty in Negative Future Events Occurring for Homelessness History 

Groups 

Note. Kruskal-Wallis test result was χ2(2) =0 .69, p = 0.71. Mean ranks for each group were; 

Current Housed = 31.78, Current Homelessness = 27.98, and Prior Homelessness = 28.05. 

One upper outlier presented in the Prior Homelessness group. Interquartile ranges for the 

three groups reach zero, showing overall low certainty. The Current Homelessness group 

showed the largest variance in scores.  
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Figure 4.10 

Box Plot Depicting Natural Log of Certainty in Positive Future Events Not Occurring for 

Homelessness History Groups 

Note. This box plot depicts the natural log of certainty in positive future events not occurring, 

to enhance visual demonstration. A large number of participants in all groups scored zero on 

this scale, which speaks to the mindset of people in contemporary PSU treatment regardless 

of housing status.  
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Figure 4.11 

Bar Graph Showing Mean RLE Numbers for Homelessness History Groups 

Note. Error bars indicate standard deviation. While not significant, the Current Housed group 

reported on average less RLE’s than the groups with homelessness experience.  
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Figure 4.12 

Boxplot Graph Indicating RLE Affect for Homelessness History Groups  

Note. Kruskal-Wallis test result was χ2(2) = .01, p = 0.99. Mean ranks were 30.17 for Current 

Housed, 29.71 for Current Homelessness, and 30.25 for Prior Homelessness. One upper and 

One lower outlier emerged for the Current Housed group. While the median Affect is lowest 

for the Current Homelessness group, we see the spread of scores is simultaneously widest for 

this group. 

 

4.4 Discussion  

This Chapter presented a considerable piece of work in terms of understanding the 

potential psychological impacts of homelessness combined with PSU. This appears to be one 

of very few pieces that consider possible cognitive differences between housed and homeless 

individuals experiencing PSU. The selection of traits pertinent to PSU recovery in this study 

appears further nuanced. Considering the significant overlap between PSU and homelessness 

described in Chapter One, this is highly significant to both the psychological research fields 

of homelessness and PSU. 

As detailed in Section 4.2.1.1., notable consideration was given to this study’s 

inclusion and exclusion criteria. Throughout this process, I was keen to keep my project’s 



150 
 

overarching aim of ultimate applicability in mind. Consequently, several potential participant 

features, namely dual diagnoses, prescribed psychoactive medicines, traumatic brain injury, 

intellectual disability, and reduced language or literacy capability were permitted in the study 

sample. These features are frequently omitted from neurocognitive PSU research, due to their 

potentially confounding qualities. However, for research pertaining to a complex topic such 

as homelessness, attempting to create such a distilled sample would be artificial and 

unrepresentative to a point that it would render any findings obsolete. Thus, considering the 

notable paucity of research in this field, detailed in Chapter One, I contend that it is of the 

utmost importance to include such participants for neurocognitive studies of PEH to engender 

research with any ecological validity. 

This study’s recruitment process was another aspect that required marked 

consideration. Requesting participants to volunteer using an alias that would be recognisable 

to their social care staff but unrecognisable to my academic supervisors and I for the purposes 

of eligibility check achieved its aim in considerably protecting the anonymity of these 

vulnerable adults. The sensitive features inherent to these individuals vis-à-vis their combined 

PSU and homelessness remained elusive to my academic supervisors and I throughout this 

study’s procedures. It also prevented embarrassment for participants who may not have 

realised that participation in this project was beyond their capacity until their assessment 

when it would have likely become clear to both the participant and myself. Therefore, should 

such a pre-existing identification code for a vulnerable adult research group exist in future, I 

highly recommend incorporating this protocol.  

All measures selected for investigation as part of this study were adapted for use with 

PEH in PSU treatment, as per the recommendations of an Experts by Experience (EbE) group 

of PEH in residential detoxification treatment. This included the simple and clear language 

used in the recruitment poster PIS, ICF, debrief sheets, and instructions for each cognitive 
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scale and task. It further included the presentation of all assessment materials via psychology 

experiment software, SuperLab 6.0, which allowed their aural presentation and tactile 

response. It also incorporated the vocal recording consents attending the response pad 

consents provided by each participant. These adaptations were made to broaden the 

inclusivity of this study to individuals with TBI, ID, or compromised English language 

literacy. Participants were, by-and-large, very understanding of the extreme misfortune many 

people encounter on their road to homelessness that may concurrently impact their English 

language literacy. Of note, one participant described the procedures as ‘childish’; however, 

this participant had also been flagged by his social worker prior to his assessment as possibly 

having an undiagnosed ID. This participant may consequently have had heightened 

sensitivity to my adaptations. On the other hand, several participants commented that they 

were very grateful for the adaptations, as they did not have the opportunity to complete their 

education or were not fully confident in their ability to read complicated English words; they 

thus would not have been able to participate without them. This variety of reactions to my 

adaptations highlighted the difficulty of designing research to facilitate a group as 

heterogeneous as PEH in PSU treatment. Nonetheless, I maintain that research paradigms 

should be designed to include as many of the target population as possible for ecological 

validity. I thus believe that these adaptations assisted me in achieving my aim of recruiting a 

representative PEH in PSU treatment sample and encourage future researchers working with 

marginalised groups to consider incorporating similar practices. 

My sample reached a gender proportion of approximately 1:3 female to male, which 

is in line with most recent Irish drug treatment statistics (Lynch et al., 2024; O’Neill et al., 

2023). The absence of gender fluidity within this sample is unusually low according to most 

recent statistics and may speak to the socially constrictive environments often associated with 

PSU (Cox et al., 2010; Gertler, 2014; Mustanski, & Liu, 2013; Legate et al., 2012; Reyes et 
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al., 2023; Skidmore, & Lefevor, 2024). My sample’s age dispersion reflects most recent Irish 

estimates (O’Neill et a., 2023) and the 3.3% prevalence of Irish Travellers directly mirrors 

rates observed by Ireland’s PSU Treatment Demand reporting body over the past seven years 

(Dillon et al., 2023; Lynch et al., 2024). No other ethnic data is currently available for 

Ireland’s PSU treatment users, so inferences about my representation beyond Irish travellers 

is prevented. Interestingly, although thrice as many participants were recruited from CTC as 

DSC, an equal number were currently housed and currently homeless. Further, neither 

organisation was over-represented in any of my three Current Housed, Current 

Homelessness, and Prior Homelessness groups because numerous participants from all three 

groups came from each service. This highlights the complexity of homelessness as an 

individual-level trait and also overrides the potential influence from organisation-level 

variables, such as methodologies or staff members, on results. 

Prior to main analyses, it was important to ascertain that my groups reflected their 

labels; the absence of significant difference between Current Homelessness and Prior 

Homelessness groups on Years in Homelessness combined with the significant difference for 

Days Since Homelessness ascertained this. All data fit preliminary checks with the exception 

for Suicide Attempts in the Past 18 Months; this is not surprising considering the spontaneous 

emergence of this data. As a consequence, these data were not suitable for Poisson 

Regression analyses. However, considering the noticeably high levels of active suicidality 

within PSU treatment service users detected during this study’s assessments, future formal 

inquiry into the potential prevention of this and the potential psychological impact of this on 

PSU recovery is urged. 

Between group differences were not revealed for 15 out of 21 potentially confounding 

variables assessed. However, problematic cocaine use at treatment entry was distinguished as 

being significantly related to homelessness history group; further inspection of chi square 
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cells revealed that individuals who had previously been homeless in this sample appeared 

much less likely (41.67%) than currently homeless (79.17%) or currently housed (83.33%) 

individuals to have problematic cocaine use at treatment entry. Participants' ethnicities were 

also revealed to be significantly different between my three homelessness history groups; this 

further appears to result from the presence of two Caribbean-Irish individuals in the Prior 

Homelessness group compared with zero in the other two groups. Individuals who had 

recovered from homelessness in this sample had also relapsed significantly more times in the 

past and had spent significantly more years in prison. Of these observed relationships, only 

the link between PSU relapse following prison release appears to be reported in the literature 

(Macdonald et al., 2024; Rousselet et al., 2019). In this way, findings from this study buttress 

the need for PSU treatment programmes aimed at recovered prisoners re-integrating to the 

community. Of note, conversations with participants during assessments conveyed an 

understanding within this community of problematic cocaine use, and particularly that of its 

base form ‘crack’, as particularly difficult to recover from. Considering the apparent overlap 

with homelessness, incarceration, and relapse in this study, it may be that individuals who 

have recovered from homelessness are more wary of the tumultuous effects of cocaine use in 

Ireland. However, as these possible relationships appear under-explored in the literature, they 

should be interpreted cautiously until further report. As being mixed race does not appear to 

affect well-being and psychological functioning across several indices (Nazroo et al., 2018; 

Shih, & Sanchez, 2005; Wong & Chau, 2022), it appears unlikely that this interacted with the 

other listed outcomes.  

The other two potentially confounding variables that revealed significant between-

group differences were Age and Years of Substance Use; both of which were found to be 

significantly higher in currently homeless than currently housed participants. As no 

significant between-group difference was revealed for Age Substance Use Started, correlation 
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was run between Age and Years of Substance Use. This was found to be significant, 

indicating that although PEH and housed people with PSU begin using substances at 

approximately the same age (12 to 14 years), PEH take longer to recover. However, the 

reason for this remains unknown. 

Significant differences were not revealed between my sample of Current Housed, 

Current Homelessness, and Prior Homelessness Irish PSU treatment service users for my 

selected cognitive traits. This could indicate that no such hypothesised differences exist 

between these groups. However, these results could also have been impeded by a relatively 

small sample of 60 participants that was divided into three experimental groups post-hoc. 

This unforeseen and unavoidable step inevitably reduced statistical power, as observed in the 

η2 = 0.02 for both ANOVA analyses. Significant variability, particularly in the Current 

Homelessness group, was also observable via box plots indicating the necessity of a larger 

sample for effect detection. It could also be that my particular methods were not sensitive to 

these cognitive traits in this population; as mentioned, many participants expressed boredom 

shortly after beginning the DC task which only appears to have previously been used by scale 

designers. Thus, a shortened version of this task might be advisable, at least for this or similar 

populations with noted short attention spans (Field et al., 2014; van Emmerik-van 

Oortmerssen et al., 2012). LoC scale limitations have been extensively discussed in Chapter 

Three; interestingly, these were also regularly corroborated by participants throughout my 

assessments, with many noting that ‘it wouldn't be just my fault’, ‘yeah, but not always the 

other person’, ‘you can’t just rely on chance though’. These comments suggest that the 

participants of this study were as conflicted by the blunt nature of these questions as I was 

upon analysis of my systematic review results. A further alternative explanation might be that 

one of my potentially confounding variables revealing between-group significance 

counteracted a significant between-group cognitive difference. However, none of these 
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possible interpretations can be substantiated until further empirical inquiry. Thus, it is the 

recommendation of my academic supervisors and I to future researchers in the field to 

earnestly consider the hypotheses put forth in this Chapter and repeat these methodologies 

with an additional matched sample to more robustly accept or refute the findings of the 

current investigation. 
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Chapter Five. Interaction of Interpersonal Control and Temporal Affectivity with PSU 

Recovery According to Homelessness History 

 

5.1 Introduction 

Following from timepoint one of this longitudinal study, which provided indication of 

baseline differences between currently housed, currently homeless, and previously homeless 

individuals on my selected cognitive measures of interpersonal control and temporal 

affectivity, I sought to decipher whether these traits may differentially predict PSU treatment 

outcomes for these groups. Thus, the current Chapter describes timepoint two of the same 

study in which the predictive relationship of Locus of Control, Desire for Control, Affective 

Forecasting, and Recent Life Events to PSU the same cohort of treatment service users’ 

substance use may alter according to Current Housed, Current Homelessness, or Prior 

Homelessness group placement. A rationale for this second timepoint is provided prior to 

presentation of methods, results, and a discussion.  

5.1.1 Rationale 

 As described in Chapter One, a great deal of research into potential predictors of PSU 

treatment outcomes has been conducted; within this, studies pertaining to cognitive 

psychological function show good promise of enhancing recovery outcomes. Meanwhile, 

another body of work has identified altered psychological and cognitive function in PEH. 

Despite ostensible PSU and homelessness overlap, these literatures do not appear to have 

interacted. This forms the major focus of Chapter Five: to examine whether altered cognition 

in PEH may impact PSU treatment outcomes, namely recurrences of substance use during 

treatment.  

5.1.1.1 Recap on Psychological Research of PSU Treatment Outcomes. As 

described in Chapter One, considerable advancements have been made to knowledge and 

understanding of how to most effectively train neurocognitive function towards PSU 
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recovery. This includes pharmacological and psychological modalities (Ballester et al., 2017; 

Bell, 2014; Bisaga, & Popik, 2000; Blanco-Gandía, & Rodríguez-Arias, 2018; Lobmaier et 

al.,  2010; Moore, 2018; O'Brien, 2008; Potenza et al., 2011; Quednow, & Herdener, 2016; 

Silverman et al., 2016; Spagnolo et al., 2015; Watson, & Lingford-Hughes, 2007; Zafar et al., 

2023). One such prominent psychological domain boasting high efficacy is cognitive 

neuroscience (Gladwin et al., 2016; McConnell, & Froeliger, 2015; Morgenstern et al., 2013; 

Sokhadze et al., 2007). This field has identified several cognitive or behavioural traits which 

predict PSU treatment outcomes, the most prominent of which relate to those selected for the 

current project. Time Perspective (TP) defines how we perceive the past, present, and future 

(Sircova et al., 2014). It has shown strong relationships to effective psychological function 

across numerous domains, including PSU recovery (Drake et al., 2008; Kruge et al., 2008). 

Emotion Regulation regards how we moderate our emotional responses to stimuli; it has also 

shown robust relationships to various mental health conditions including PSU (Estévez et al., 

2017; Nikmanesh, et al., 2014; Stellern et al., 2023; Tang et al., 2016). How we relate to 

other people and the quality of our social network is encompassed by the term Interpersonal 

Relations; these are extremely important for psychological well-being across several indices 

(Atadokht, et al., 2015; Daley, 2013; Eddie et al., 2019; Fivecoat et al., 2023; Nikmanesh et 

al., 2017; Reif et al., 2014; Shahid, & Asmat, 2023; Veseth et al., 2019). Self-control is a 

psychological ability that has also proven important for effective life functioning, and 

particularly PSU recovery (Baler & Volkow, 2006; Levy, 2012; Potenza, 2007; Tang et al., 

2015; Weinberg, 2013). These broad domains inform the traits selected for investigation in 

the current project and study. Locus of Control (LoC) is a cognitive trait concerned with the 

extent to which individuals believe they, more powerful others, chance, or fate, govern their 

life outcomes (Galvin et al., 2018). Desire for Control (DC) is a related trait that pertains to 

how much individuals wish to direct their personal life outcomes (Amoura et al., 2014). 
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Affective Forecasting encompasses the positive or negative valences of people’s feelings 

towards their future lives (Bem, 2011; Blackman, 2014; Hoerger et al., 2012; Marroquin et 

al., 2013; Nowakowska, & Jelonkiewicz, 2024; Pilin, 2021; Zaborowski, 2019), while Recent 

Life Events (RLE) considers the potential negative impact of prior traumas on current 

psychological function (Kendler et al., 1993; Paykel, 1997; Villalonga-Olives et al., 2010). 

Further detail about these constructs was provided in Chapter Four.  

5.1.1.2 Altered Cognition in Homelessness. As outlined in Chapter One, altered 

cognition has been found in PEH across various indices. While most of this focuses on global 

cognition, general IQ, and executive function, focal impairments have also been observed in 

visual and verbal memory, attention, fluid reasoning, and processing speed (Burra et al., 

2009; Maye et al., 2023). Some such focal impairments relate to traits identified by this 

project as having potential importance for PSU treatment. For example, childhood trauma 

among PEH has been linked to poor neurobehavioural and cognitive function (Pluck et al., 

2011). This is significant, considering childhood trauma such as physical or sexual abuse, 

neglect, or emotional abuse have been experienced by almost 90% of PEH (Koh & 

Montgomery, 2021; Liu et al., 2021; Song et al., 2018; Wiewel, & Hernandez, 2022). 

Further, while trauma exposure has been found to augment homelessness chronicity, emotion 

regulation has been shown to moderate this, such that better emotion regulation is found to 

ameliorate the relationship between trauma and homelessness chronicity (Macia et al., 2020). 

However, due to the increased imminent danger in the surroundings and lack of support or 

security, ability to engage higher mental processes such as emotion regulation in this cohort 

is significantly impaired (Semborski, et al., 2021). Meanwhile, the experience of choice over 

life outcomes appears beneficial to PEH across numerous domains such as physical health, 

mental health, and community integration; moreover, this appears to work through personal 

mastery and is evidenced to be stronger among those with PSU (Greenwood & Manning, 
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2017; Manning & Greenwood, 2019). Self-belief and interpersonal skills among PEH appear 

to have a reciprocal relationship, producing better mental and physical health, well-being, and 

housing outcomes (Castleberry, 2020; Krabbenborg et al., 2017; Reis et al., 2000; Samuolis 

et al., 2006).  

5.1.1.3 Trauma. As described in Chapter Four, various forms of extreme trauma are 

excessively overrepresented in PEH, as both causes and consequences of the experience. 

Similarly, trauma is highly prevalent among those affected by PSU; prior to and following 

condition onset (Misouridou, 2016; Van den Brink, 2015; Wiechelt, & Straussner, 2015). 

Indeed, further parallel to homelessness theory, some authors have also conceptualised PSU 

as a traumatic experience in-and-of itself (Ogilvie & Carson, 2022). Such is the link between 

PSU and trauma that numerous researchers postulate PSU as inherently and fundamentally a 

trauma response (Dayton, 2000; Maté, 2012; Padykula, & Conklin, 2010). To this end, 

interventions to treat trauma specifically within PSU populations are beginning to emerge 

(Gidzgier et al., 2023; Perez-Dandieu, & Tapia, 2014; Roberts et al., 2015; Simpson et al., 

2021; Torchalla et al., 2012). However, different types of trauma have been found to 

differentially predict different types and aspects of PSU (Driessen et al., 2008; Hingray et al., 

2018; Levin et al., 2021; Mergler et al., 2018; Norman et al., 2007). Thus, it is possible that 

the specific trauma of homelessness as outlined in Chapter Four (Gilmoor et al., 2020; Tsai et 

al., 2020) may affect particular elements of PSU recovery. Considering the extended 

difficulties in attaining prolonged abstinence, as well as the pronounced benefits of 

abstinence, for this population, this relationship warrants incisive investigation.  

5.1.1.4 Psychology of PSU Recovery in Homelessness. As mentioned in Chapter 

One, psychiatric conditions in general and specifically PSU is strongly correlated with 

homelessness (Bassuk, 2017; Sullivan et al., 2000). While overall this is potentially due to 

shared underlying mechanisms of both, homelessness is extensively found to prolong mental 
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ill-health and negatively affect PSU recovery (Castellow et al., 2015; Doré-Gauthier et al., 

2019; Roth et al., 2023; Twamley et al., 2019). However, the majority of the literature 

concerning the holistic recovery of PEH with PSU evaluates the Treatment First (TF) versus 

Housing First (HF) debate (Kertesz et al., 2009; Peng et al., 2020; Stergiopoulos et al., 2015; 

Woodhall-Melnik, & Dunn, 2016). Within this, a literature guiding staff technique (Eddie et 

al., 2019; Jack et al., 2018; Manning, & Greenwood, 2018; Sestito et al., 2017; Sun, 2012), 

treatment paradigms (Boisvert et al., 2008; Chan et al., 2022; Kemter et al., 2024; 

McLaughlin et al., 2021; Mericle et al., 2022), and inter organisational strategy exists (Miler 

et al., 2021; Post et al., 2022; Sheldon, 2024; Spear, 2014). Nonetheless, the theory 

underlying these recommendations, particularly regarding psychological factors, appears 

largely overlooked. A scant literature provides embryonic evidence that impulsivity may 

impede mental illness recovery, hope, and confidence (Leclair et al., 2020), as well as 

mediate the relationship between childhood trauma and maladaptive coping in PEH 

(Dowling, 2014). Of further relevance to the current project, processing speed and 

interpersonal skills have also evidenced potential influence on housing outcomes for PEH 

with PSU and serious mental illness (SMI; Gabrielan et al., 2015). 

5.1.2 The Present Study 

 5.1.2.1 Aims and Objectives. The academic landscape evidences substantial overlap 

in PSU-relevant cognition exhibited by PEH. In response to this, in continuation from 

Chapter Four, and in collaboration with Enterprise Mentor One, I decided to investigate 

whether relevant traits may differentially predict PSU treatment outcomes according to 

homelessness history. Specifically, my objectives were to:  

1. Investigate whether Locus of Control (LoC) differentially predicts within treatment 

recurrence of use/relapse for Current Housed, Current Homelessness, and Prior 

Homelessness PSU treatment service users 
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2. Investigate whether Desire for Control (DC) differentially predicts within treatment 

recurrence of use/relapse for Current Housed, Current Homelessness, and Prior 

Homelessness PSU treatment service users 

3. Investigate whether Affective Forecasting differentially predicts within treatment 

recurrence of use/relapse for Current Housed, Current Homelessness, and Prior 

Homelessness PSU treatment service users 

4. Investigate whether Recent Life Events (RLE) differentially predict within treatment 

recurrence of use/relapse for Current Housed, Current Homelessness, and Prior 

Homelessness PSU treatment service users 

5.1.2.2 Hypotheses. Hypotheses were outlined in collaboration with Enterprise 

Mentor One as follows:  

1. a) Lower Internal LoC in Current Homelessness than Prior Homelessness and Current 

Housed PSU treatment service users will predict increased relapses during treatment 

b) Higher Powerful Others LoC in Current Homelessness than Prior Homelessness 

and Current Housed PSU treatment service users will predict increased relapses 

during treatment 

c) Higher Chance LoC in Current Homelessness than Prior Homelessness and 

Current Housed PSU treatment service users will predict increased relapses during 

treatment 

2. Higher DC in Current Homelessness than Prior Homelessness and Current Housed 

PSU treatment service users will predict increased relapses during treatment 

3. a) More negative affective forecasting in Current Homelessness than Prior 

Homelessness and Current Housed PSU treatment service users will predict increased 

relapses during treatment 
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b) Less positive affective forecasting in Current Homelessness than Prior 

Homelessness and Current Housed PSU treatment service users will predict 

increased relapses during treatment 

4. a) More RLE in Current Homelessness than Prior Homelessness and Current Housed 

PSU treatment service users will predict increased relapses during treatment 

b) More RLE Affect in Current Homelessness than Prior Homelessness and Current 

Housed PSU treatment service users will predict increased relapses during 

treatment 

5.2 Methods 

5.2.1 Participants 

 5.2.1.1. Participant Eligibility. With respect for the considerable time volunteered by 

research participants to investigations and in recognition of the overlap between the 

investigative aims of this study and that of Chapter Four, data for the present study were 

collected from the same participants described in the previous chapter. Similarly, all inclusion 

and exclusion criteria are identical to those outlined in Section 4.2.1.1. All DSC participants 

provided negative breath and urine toxicology screens prior to cognitive assessment. 

Likewise, participants were not reimbursed.  

5.2.2 Study Materials  

5.2.2.1 Cognitive Measures. The cognitive traits selected for investigation in the 

current project are Locus of Control (LoC), Desire for Control (DC), Affective Forecasting, 

and Recent Life Events (RLE). LoC describes the extent to which individuals believe they, 

more powerful others, chance, or fate determine their life outcomes. DC encapsulates how 

much individuals wish to personally influence their life outcomes. Affective forecasting 

refers to the emotional valence individuals feel towards their prospective futures. RLE covers 

the number of major events that have occurred in the past year as well as the number of 
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events which still affect the individual. As these are the same cognitive traits that were 

investigated to meet Chapter Four’s aims, the assessments that formed the previous study also 

contributed to the current study in adherence to the General Data Protection Regulations’ 

principle of data minimisation (GDPR; European Union, 2016). In this way, all study 

materials are as detailed in Section 4.2.2. All materials were adapted for use with PEH in 

PSU treatment, as also described in Section 4.2.2. An example of my presentation of 

Affective Forecasting is presented in Figure 5.1.  

Figure 5.1 

Presentation of Affective Forecasting Scale Adapted for Use With PEH in PSU Treatment 

 

Note. Participants were first presented with a statement which was read to them by me. When 

this was understood, they pressed a centre white button on their response pad. Following each 

item, the question ‘How certain of this response are you?’ was displayed above a five-point 

Lykert response where 1 indicated ‘Not at All Certain’ and 5 indicated ‘Completely Certain’ 

that was similarly represented on participants’ response pad.  

 

5.2.2.2 Treatment Outcomes. Treatment outcomes were collected using a tool 

designed by my academic supervisors, Enterprise Mentor Two, and myself (Appendix X). 

This tool takes the form of a Google Doc table with column headings “Name/ PASS ID”, 



164 
 

"Admission Date”, “Discharge Date”, “Further Treatment”, and “Number of Slips During 

Treatment”.  

5.2.3 Procedure 

5.2.3.1 Cognitive Measures.  The cognitive assessments that formed Chapter Four’s 

study further contributed the cognitive data utilised in the present study. Therefore, all pre-

recruitment, recruitment, and assessment procedures described in Section 4.2.3 also describe 

this phase of the current study.  

5.2.3.2 Treatment Outcomes.  

5.2.3.2.1 Design. All treatment outcomes data collection procedures were designed in 

collaboration with DSC and CTC staff managers prior to cognitive data assessments. This 

included individuals highly trained in the practice of PSU treatment with and without first-

hand PSU recovery experience. At this stage in the research process, DSC’s Therapeutic 

Services Quality Team proffered that their service users would not be able to consent to 

prospective data. To remedy this, in collaboration with the DSC team, my academic 

supervisors and I decided that each recovery service manager would inform us when each 

service user resident in their service was imminently discharging or had discharged 

unplanned using service users’ PASS IDs. As only current Irish homeless service staff can 

access the PASS system, only such staff can identify these numbers. This process would 

therefore not disclose sensitive personal information about service users who did not elect to 

collaborate with third parties. PASS ID numbers recognised by myself as participants would 

be contacted by me to arrange to collect their consent for the DSC Therapeutic Services 

Quality Team to share their treatment outcomes data with my academic supervisors and I via 

a password-protected Google doc in our shared DCU GDrive. These meetings would take 

place in-person using the same SuperLab and response pad strategy described in Section 

4.2.2.6. 
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Treatment outcomes data variables were defined with a number of potentially 

compromising factors in mind, including: the somewhat limited PEH in PSU treatment 

population and the heterogeneity of this population, the compromised reliability of self-

reported substance use due to intoxication and substance impurities, and the exploratory 

nature of this study. This considered, the variables did not make reference to relapse duration, 

substance types, or substance quantities, but concisely consisted of:  

1. PSU Treatment Duration 

2. Number of Relapse Episodes During PSU Treatment  

5.2.3.2.2 Collection. Approximately six months following final cognitive assessment, 

four DSC participants remained in this organisation’s recovery services due to difficulties 

obtaining suitable post-discharge accommodations. This raised potential issue with the use of 

“PSU Treatment Duration” as a proxy for abstinence quality among PEH residential PSU 

service users. Consequently, my academic supervisors and I decided to remove this PSU 

treatment outcomes data variable from my study, and alter my second variable to: 

1. Number of Relapses During the First Six Months of PSU Treatment 

At this time, all CTC participants had been discharged from their services. Thus, one 

treatment outcomes data collection sheet was shared with each of the three DSC and two 

CTC recovery service managers via my academic team’s shared DCU GDrive at this time. 

Managers or delegated members of staff completed their respective forms within this drive 

and informed me when this was complete via email. Any queries from recovery service staff, 

my academic supervisors, or myself surrounding participants’ treatment outcomes data were 

resolved via discussion and consensus. Lastly, this data was input to an encrypted Google 

Sheet in my academic team’s shared DCU GDrive for cleaning. 
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5.2.4 Data Analysis 

5.2.4.1 Chi Square Contingency Test. Potential differences in expected dichotomous 

variable proportions can be tested via chi square tests (McHugh, 2013; Rana, & Singhal, 

2015; Turhan, 2020). This test was used to assess potential differences between Current 

Housed, Current Homelessness, and Prior Homelessness groups for Gender, Organisation 

Attended, the number of Relapses During Treatment and problematic use of Alcohol, 

Cannabis, Tablets, Cocaine, or Heroin use at treatment entry. It was also used to assess 

whether there were equivalent numbers of relapses between treatment sites. 

5.2.4.2 Fisher-Freeman-Halton Exact Test. When > 20% of cells in a chi square 

contingency test generate expected cell counts of < 5, the Fisher-Freeman-Halton test can 

assess potential differences between two or more groups for two categorical variables (Ozturk 

et al., 2023; Ruxton, & Neuhäuser, 2010). This test was used to assess potential between 

Current Housed, Current Homelessness, and Prior Homelessness groups for Ethnicity, 

Prescribed Methadone, and Problematic Use of Ketamine, Cathinones, or Methamphetamine.  

5.2.4.3 Analysis of Variance. ANOVA compares means between three or more 

groups to interrogate potential differences (Gelman, 2005; Larson, 2008; Penny & Henson, 

2006; Sawyer, 2009). These analyses were used in the current investigation to explore 

potential differences between Current Housed, Current Homelessness, and Prior 

Homelessness groups for Age, Age Substance Use Started, Years of Substance Use, Powerful 

Others, and RLE Number. 

5.2.4.3.1 Bayesian Analysis of Variance. The Bayesian approach to ANOVA 

calculates the probability that an alternative model from the null is true (Cleophas & 

Zwinderman, 2018). This approach to assessing differences between three or more groups 

can be used cohesively with frequentist ANOVAs and was thus also employed in the current 

study to investigate potential difference between Current Housed, Current Homelessness, and 
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Prior Homelessness groups for Age, Age Substance Use Started, Years of Substance Use, 

Powerful Others, and RLE Number. 

5.2.4.4 Tukey HSD Post Hoc Test. Tukey HSD Post hoc tests reveal the location of 

statistically significant differences indicated by omnibus ANOVAs (Abdi & Williams, 2010; 

Kim, 2015). This analysis was used to identify precisely where Age and Years of Substance 

Use between Current Housed, Current Homelessness, and Prior Homelessness group 

differences as suggested by ANOVA lay.  

5.2.4.5 Correlation. Correlation analyses examine whether two continuous variables 

change in a corresponding manner (Cohen & Handy, 2001; Cohen et al., 2009; Sedgwick, 

2012). This test was used to examine whether Age and Years of Substance Use variables 

increased together.  

5.2.4.6 Kruskal-Wallis H Test. The Kruskal-Wallis test is a non-parametric 

alternative to assess differences between three or more groups when data violate normality 

assumptions (Chan, & Walmsley, 1997; Hecke, 2012; Vargha, & Delaney, 1998). To 

investigate whether potential between Current Housed, Current Homelessness, and Prior 

Homelessness Treatment Duration differences may affect Relapses During Treatment, the 

former two variables were entered into a Kruskal-Wallis test for analysis.  

5.2.4.7 Mann-Whitney U Test. Differences in non-normally distributed continuous 

data between two independent groups can be examined using the Mann-Whitney test 

(MacFarland & Yates, 2016; McKnight & Najab, 2010). This analysis was used in the current 

study to assess potential treatment duration differences between DSC and CTC participants. 

5.2.4.8 Poisson Regression. ‘Count data’ consist of positive integer values that are 

zero or greater and usually comprise a mean of less than 10 (Cameron & Trivedi, 2001; 

Cameron & Trivedi, 2013; Hilbe, 2014). As opposed to linear, multiple, ordinal, or logistic 

regressions which require continuous, ordinal, or nominal outcome data respectively, count 
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data may be analysed using Poisson regressions (Berk, & MacDonald, 2008; Koletsi, & 

Pandis, 2017; Sedgwick, 2014). These analyses were used to analyse the main effects of 

participants' Current Housed, Current Homelessness, and Prior Homelessness homelessness 

history group as well as their scores on LoC, DC, Affective Forecasting, and RLE cognitive 

traits on the Number of Relapses During the First Six Months of PSU Treatment. They also 

assessed the potentially different effect of LoC, DC, Affective Forecasting, and RLE 

cognitive traits on the Number of Relapses During the First Six Months of PSU Treatment for 

Current Housed, Current Homelessness, and Prior Homelessness homelessness history 

groups. 

5.2.5 Ethics 

This study received ethical approval from DCU’s Research Ethics Committee on 

24/08/23. The approval number for this study is DCUREC/2023/118. Final approval was 

received from DSC’s research ethics committee following amendments on 27/04/23. 

5.3 Results 

5.3.1. Descriptive Statistics 

Descriptive statistics for this timepoint two of the current study pertain to individuals 

whose Number of Relapses During the First Six Months of PSU Treatment data were 

available. This was 59 of the same individuals described in Section 4.3.1. Relapse During 

Treatment data was not available for one individual as it did not appear to save to the online 

system of their recovery service. Forty males (67.8%), 19 females (32.2%), and zero gender 

fluid (0%) participants took part in the current study. Twenty-four were currently housed, 24 

were currently homeless and 11 had previously been homeless. Fifteen of these participants 

were from DSC (25.42%) while 44 were attending CTC (74.58%) PSU recovery services. 

Ages ranged from 21 to 56 years (M=35.65, SD=8.67). Fifty-five White Irish (93.22%), two 

White Irish Traveller (3.39%), and two Irish-Caribbean (3.39%) individuals took part. 
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5.3.2. Preliminary Analyses 

Relevant tests were run prior to all major analyses to ensure appropriateness of data. 

As the participants comprising the Current Homelessness and Prior Homelessness groups of 

the current study are identical to those comprising the Current Homelessness and Prior 

Homelessness groups of Chapter Four, analyses run to identify these groups are as described 

in Section 4.3.2. 

5.3.2.1 Chi Square Contingency Test. Relapses During Treatment, homelessness 

history, and organisation variables are all categorical variables with two or more independent 

groups. Relapses During Treatment was thus entered into two separate Chi Square tests: one 

with Current Housed, Current Homelessness, and Prior Homelessness group, and the other 

with DSC and CTC groups. 

5.3.2.2 Fisher-Freeman-Halton Exact Test. Prescribed Methadone and Problematic 

Use of Ketamine, Cathinones, or Methamphetamine of Current Housed, Current 

Homelessness, and Prior Homelessness groups each produced expected cell counts of < 5 in 

more than 20% of their Chi Square contingency tables. As each of these analyses were of two 

categorical variables with two or more groups, a Fisher-Freeman-Halton test was run to test 

for potential between group differences.  

5.3.2.3 Frequentist and Bayesian Analysis of Variance. Age, Age Substance Use 

Started, Years of Substance Use, Powerful Others, and RLE Number are all continuous 

variables with independent data. Current Housed, Current Homelessness, and Prior 

Homelessness are three independent categorical groups. The data for each group on each 

variable had no outliers, were normally distributed, and had homogenous variances.  

5.3.2.4 Pearson Product-Moment Correlation. Age and Years of Substance Use 

were normally distributed continuous variables with no outliers and a linear relationship. 

Their relationship was thus assessed using a Pearson Product-Moment Correlation.  
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5.3.2.5 Kruskal-Wallis H Test. Treatment Duration data by Current Housed, Current 

Homelessness, and Prior Homelessness groups produced four outliers in the Current Housed 

group and a non-normal distribution for the Current Homelessness group according to the 

Kolmogorov-Smirnov test, p = 0.029. As this was a test of the potential difference between 

two or more independent categorical groups on independent continuous outcome data, this 

relationship could be assessed using the Kruskal-Wallis H Test. 

5.3.2.6 Mann-Whitney U Test. Treatment Duration by DSC or CTC Organisation 

data produced four outliers in the CTC group. Further, the CTC group was more than 1.5 

times larger than the DSC group, breaching the normality assumption. As these were 

independent continuous outcome data in two independent categorical groups, these data were 

thus assessed via Mann-Whitney test. 

5.3.2.7 Poisson Regression. The Relapse During Treatment count data were 

equidispersed in a Poisson distribution. The mean and variance of this data were extremely 

similar at 0.44 and 0.46, respectively. As the predictor variables of homelessness history 

groups and cognitive traits comprised independent categorical and independent continuous 

data, respectively, these variables were entered for Poisson regressions. 

5.3.3 Main Analyses 

5.3.3.1 Potential Confounding Between Group Demographic Differences. As per 

Chapter Four, prior to main study analyses all data were checked for potential confounding 

variables. Between Current Housed, Current Homelessness, and Prior Homelessness group 

differences were not observed for Gender, Organisation, Age Substance Use Started, 

Treatment Days Until Assessment, Number of Problem Substances Entering Treatment, 

Number of Substances Started in First Year of Substance Use, Days Since Last Psychoactive 

Substance Use, Treatment Duration, and Problematic Use of  Alcohol, Cannabis, Tablets, 

Heroin, Ketamine, Cathinones, or Methamphetamine. Chi square analysis revealed a 
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significant difference between individuals according to homelessness history for Problematic 

Cocaine Use at Treatment Entry, p = 0.01. Ethnicity was also revealed to be significantly 

different between these groups according to a Fisher-Freeman-Halton Exact Test, p = 0.02. 

Significant between Current Housed, Current Homelessness, and Prior Homelessness group 

Age (p = 0.03) and Years of Substance Use (p = 0.03) differences emerged from frequentist 

ANOVAs. Bayesian ANOVAs corroborated these findings suggesting 2.33 and 2.54 times 

more evidence for the alternative Age and Years of Substance Use model to the null model, 

respectively. Tukey HSD Post Hoc tests located these differences between Current Housed 

and Current Homeless groups for both Age (p = 0.03) and Years of Substance Use (p = 0.03). 

Stemming from these findings, Pearson Product-Moment Correlation demonstrated 

significant correlation between Age and Years of Substance Use variables (r = 0.90, p < 

0.001). Kruskal Wallis Test found significant between Current Housed, Current 

Homelessness, and Prior Homelessness group differences for Years in Prison (p = 0.02) and 

Lifetime Relapses (p = 0.02). Dunn post hoc test showed these differences to exist between 

Current Housed and Prior Homelessness groups for both Years in Prison (p = 0.02) and 

Lifetime Relapses (p = 0.02). Results of these analyses are outlined in Table 5.1. 
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Table 5.1 

Results of Current Housed, Current Homelessness, and Prior Homelessness Between Group Potential Confounding Variable Analyses 

Variable Current Housed  

(N = 24) 

Current Homelessness 

(N = 24) 

Prior Homelessness 

(N = 11) 

Result  

Chi Square  

Gender 16 M (67%) : 8 F (33%) 15 M (62.5%) : 9 F 

(38.5%) 

9 M (82%) : 2 F 

(18%) 

X2 (2, N = 59) = 1.313,  

p = 0.519, V = 0.15 

 

Organisation 3 DSC (12.5%) : 21 

CTC (87.5%) 

10 DSC (42%) : 14 

CTC (58%) 

2 DSC (18%) : 9 CTC 

(82%) 

 X2 (2, N = 59) = 5.76,  

p = 0.06, V = 0.31 

 

Problematic Use of…      

Alcohol 17 (70.83%) 14 (58.33%) 5 (45%) X2 (2, N = 59) = 2.169,  

p = 0.34, V = 0.19 

 

Cannabis 8 (33.33%) 8 (33.33%) 2 (18%) X2 (2, N = 59) = 0.97,  

p = 0.62, V = 0.13 

 

Tablets 7 (29.17%) 9 (37.5%)  7 (64%) X2 (2, N = 59) = 3.81,  

p = 0.15, V = 0.25 

 

Cocaine 20 (83.33%) 19 (79.17%) 4 (36%) X2 (2, N = 59) = 9.23,  

p = 0.01*, V = 0.4 

 

Heroin 5 (20.83%) 10 (41.67%) 4 (33.33%) X2 (2, N = 59) = 2.49,  

p = 0.29, V = 0.21 
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Fisher-Freeman-Halton 

Ethnicity  23WI (98%) :1WIT 

(1%) 

24 WI (100%) 9 WI (75%) : 1 WIT 

(8%) : 2 CI (17%) 

p = 0.02* 

Ketamine 1, 23 1, 23 0, 11 p = 1.00 

Cathinones 1, 23 0, 24 0, 11 p = 1.00 

Methamphetamine 0, 24 1, 23 0, 11 p = 1.00 

Methadone 0 4 0, 11 p = 0.07 

ANOVA 

Age M = 32.85  

SD = 7.71 

M = 39.17 

SD = 9.63 

M = 34.09 

SD = 5.92 

F(2,57) = 3.72, p = 0.03*,  

η2 = 0.12 

BF₁₀ = 2.33 

Age Substance Use Started M = 14.13 

SD = 3.42 

M = 12.54 

SD = 3.19 

M = 12.09 

SD = 1.97 

F(2,56) = 2.27, p = 0.11,  

η2 = 0.08 

BF₁₀ = .76 

Years of Substance Use M = 18.58 

SD = 7.96 

M = 25 

SD = 9.34 

M = 20.09 

SD = 5.8 

F(2,56) = 3.83, p = 0.03*, 

η2 = 0.12 

BF₁₀ = 2.54 

Kruskal Wallis 

Treatment Days Until 

Assessment 

M = 104.71 

SD = 100.57 

M = 109.17 

SD = 90.69 

M = 117.00 

SD = 64.8 

 χ2(2) = 1.22, p =0 .54 

Years in Prison M = 1.63 

SD = 4.4 

M = 3.7 

SD = 7.9 

M = 3.45 

SD = 3.61 

 χ2(2) = 7.77, p = 0.02* 
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Number of Problem Substances 

Entering Treatment 

M = 2.46 

SD = 1.18 

M = 2.58 

SD = 1.1 

M = 2.00 

SD = 1.10 

χ2(2) = 2.67, p = 0.26 

Number of Substances Started 

in First Year of Substance Use 

M = 1.42 

SD = .78 

M = 1.25 

SD = .44 

M = 1.17 

SD = .39 

χ2(2) = 0.66, p = 0.72 

Lifetime Relapses M = 1.21 

SD = 1.5 

M = 2.96 

SD = 3.99 

M = 3.42 

SD = 2.64 

χ2(2) = 7.95, p = 0.02* 

Days Since Last Psychoactive 

Substance Use 

M = 136.96 

SD = 138.35 

M = 138.46 

SD = 87.10 

M = 108.08 

SD = 64.69 

χ2(2) = 0.964, p = 0.62 

Treatment Duration M = 224.3 

SD = 91.4 

M = 193.59 

SD = 72.2 

M = 214.89 

SD = 97.78 

χ2(2) = 0.349, p = 0.84 
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5.3.3.2 Potential Confounding Between Group Cognitive Differences. The 

potential differences between homelessness history groups on selected cognitive traits were 

examined next. No significant differences between Current Housed, Current Homelessness, 

and Prior Homelessness groups for any of the selected cognitive traits were revealed. Results 

of these analyses are further detailed in Table 5.2.  
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Table 5.2 

Potential Confounding Between Current Housed, Current Homelessness, and Prior Homelessness Group Differences on Cognitive Traits 

Variable Current Housed  

(N = 24) 

Current Homelessness 

(N = 24) 

Prior Homelessness 

(N = 12) 

Result 

ANOVA 

Powerful Others M = 21.13 

SD = 9.45 

M = 21.00  

SD = 11.79 

M = 17.67 

SD = 8.21 

F(2, 56) = 0.55, p = 0.58,  

η2 = 0.02 

BF₁₀ = .21 

RLE Number M = 9.87 

SD = 2.91 

M =10.71 

SD = 3.86 

M = 10.55 

SD = 4.06 

F(2, 55) = 0.35, p = 0.71,  

η2 = 0.01 

BF₁₀ = .19 

Kruskal Wallis     

Internality M = 31.33 

SD = 7.48 

M = 31.63 

SD = 10.05 

M = 32.36 

SD = 6.73 

χ2(2) = 0.5, p = 0.78 

Chance M = 24.29 

SD = 7.89 

M = 21.88 

SD = 9.54 

M = 21.18 

SD = 7.68 

χ2(2) = 1.60, p = 0.45 

DC M = 3.89 

SD = 13.57 

M = 6.11 

SD = 18.50 

M = 2.4 

SD = 13.94 

χ2(2) = 1.04, p = 0.60 

Certainty in Negative Future 

Events Occurring 

M = 4.39 

SD = 3.16 

M = 3.71 

SD = 3.07 

M = 4.00 

SD = 3.95 

χ2(2) = 0.71, p = 0.70 

Certainty in Positive Future 

Events Not Occurring  

M = .57 

SD = .95 

M = .63 

SD = 1.56 

M = .45 

SD = 1.21 

χ2(2) = 0.92, p = 0.63 

RLE Affect M = 8.04 

SD = 2.60 

M = 8.25 

SD = 4.12 

M = 7.82 

SD = 3.60 

χ2(2) = 0.13, p = 0.94 
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 5.3.3.3 Potential Confounding Main Effects of Between Group Differences on 

Relapses During Treatment. The potential confounding effects of variables evidencing 

significant between homelessness history group differences on Relapses During Treatment 

were then checked via Poisson Regressions. No significant effects appeared for Ethnicity, 

Problematic Use of Cocaine, Years of Substance Use, Age, Years in Prison, or Lifetime 

Relapses. 

5.3.3.4 Main Effect Poisson Regressions. Main effect Poisson Regression analyses 

were then run for Homelessness History group, Internality, Powerful Others, Chance, DC, 

Certainty in Negative Future Events Occurring, Certainty in Positive Future Events Not 

Occurring, Number of RLE, and RLE Affect. No significant results were revealed by these 

tests for Homelessness History, Powerful Others, Chance, Certainty in Negative Future 

Events Occurring, Certainty in Positive Future Events Not Occurring, Number of RLE, and 

RLE Affect. Significant effect was discovered for Internality, such that Relapses During 

Treatment increased 6% for every point increase on the 48-point scale (95% CI, 1.01 to 1.12). 

5.3.3.5 Interaction Effect Poisson Regressions. Following Main Effect Poisson 

Regressions, Interaction Effect Poisson Regressions were run for Homelessness History 

group with each selected cognitive trait Internality, Powerful Others, Chance, DC, Certainty 

in Negative Future Events Occurring, Certainty in Positive Future Events Not Occurring, 

Number of RLE, and RLE Affect on Relapses During Treatment. No significant interaction 

effects between Homelessness History and these cognitive traits on Relapses During 

Treatment were found. 

5.4 Discussion 

 As per timepoint one of this study presented in Chapter Four, no significant baseline 

cognitive differences were revealed between Current Housed, Current Homeless, and Prior 

Homelessness groups. Further, none of the between group traits revealing significance 
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predicted differences in Number of Relapse Episodes During Treatment, confounding my 

cognitive analyses. Internality demonstrated a negative main effect on Number of Relapse 

Episodes During Treatment. More specifically, for every 16-point increase on the 48-point 

Internality scale, PSU treatment service users accrued one more relapse during treatment. As 

the highest Number of Relapse Episodes During Treatment made in this sample was two, this 

result indicates that individuals in the bottom third of potential Internality scores did not 

relapse, individuals demonstrating medium Internality beliefs relapsed once, and those whose 

internality attributions were in the top third of potential scores relapsed twice during their 

first six months of PSU treatment. These are striking results. Notably, this finding is further 

in keeping with the deductions of my systematic review, described in Chapter Three. This 

review into the role of LoC for PSU treatment service users’ outcomes suggests that it may in 

fact be diminished LoC beliefs which best support PSU recovery, through their facilitation of 

adaptive responding across diverse situations. Combined with the strong association observed 

in this experimental study, it appears that this interpretation may warrant earnest 

consideration from other specialists in the field.  

No significant differences were observed for the potential interaction of homelessness 

history with my selected cognitive traits on PSU recovery. Similar potential explanations for 

this finding exist as those outlined in Section 4.4. The relatively small sample obtained for 

this investigation may have reduced the power for some analyses revealing non-significant 

differences. Existing effects may not have been observable using my methods of data 

collection such as those pertaining to cognitive assessments as detailed in Section 4.4, my 

relapses during treatment recovery proxy, or my reliance on service staff knowledge of 

service users’ relapses during treatment. As per my preliminary checks, it is further possible 

that these results were confounded by those variables revealing between-group significance. 
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Consequently, it is recommended that investigations similar to the one described in this 

Chapter are repeated, to contend or corroborate the findings discussed in this Section.  

As described in Chapter One, a considerable overlap between PSU and homelessness 

exists. Further, PEH evidence lower rates of PSU treatment entry and higher rates of 

substance relapse. Interestingly, homelessness is currently understood to be a psychological, 

rather than a physical state. However, despite this, research to date does not yet appear to 

have considered the potential impact of this chronic psychological experience on PSU 

recovery. In this way, the current Chapter adds significantly to both our understanding of 

PSU recovery via the investigation of traits that were seldom previously explored and the 

psychological state of homelessness by examining how this may interact with psychological 

traits during PSU recovery. 

 This study utilised data already collected from a matched target population to inform 

one aspect of its analyses. This method respected the high demands already on my target 

population in terms of concurrent PSU and homelessness recovery. Collecting this 

information from just one sample rather than two also observes the global human rights to 

dignity and privacy by extracting this information from approximately half the number of 

individuals. This procedure strongly adhered to the FAIR data principle of Reusability 

(Jacobsen et al., 2020; Wilkinson et al., 2016). It thus practiced a high standard of 

contemporary research ideologies whilst achieving its investigative aims. As a consequence 

of this data optimisation procedure, this study further boasts a sample population that is 

highly reflective of the current Irish PSU treatment population, amplifying the ecological 

validity of its findings. 

My treatment outcomes data collection procedure was unusual to this field, in that 

most prognostic PSU treatment studies rely on initial participant consent to collect post facto 

substance use data. In this way, the contention from the DSC Therapeutic Services Quality 
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Team, that their service users could not consent to their team sharing data about them which 

had not yet been created, was novel to my academic supervisors and I. However, it motivated 

us to reflect upon our existing understandings and perceptions of research practices, and why 

these exist. It further re-ignited our appreciation for the rapid and exciting advancements 

continuously being made to this field. Ultimately, I believe that this added outcomes data 

collection informed consent procedure improved the ethical standards of this investigation, 

which is of the utmost importance considering the particular vulnerability of my target 

population and the potential sensitivity of the data in question. I do not believe it negatively 

impacted the data collection for this study, as all participants who participated in the initial 

cognitive assessments further agreed to share their substance use, or lack thereof, data six 

months later. Concerns about the potential difficulty of locating PEH who may have 

discharged from their PSU treatment service back to homelessness did not materialise. 

However, I recognise that this may not always be the case for similar research, and that such 

client retention rates are unusual, particularly for this cohort (Crean et al., 2021). PEH in PSU 

regularly lose phones or do not have them charged due to intoxication or vagrancy (Scutella 

et al., 2021). Furthermore, those who are contactable and arrange appointments frequently 

miss them due to the unavoidably chaotic nature of their circumstance (Thompson, 2022). 

Recognising the uprise in telehealth procedures to enhance healthcare outreach to PEH, I thus 

acknowledge that recorded vocal consent including consent items and unaccompanied by my 

described SuperLab procedures may achieve these outcomes data collection informed consent 

procedures more reliably for future researchers (McInnes et al., 2014; Moczygemba et al., 

2017; Toseef et al., 2022). 

 As described in Section 5.2.3.2, collection of PSU treatment service users’ relapse 

data poses numerous obstacles. Primarily, the self-report nature of this information is subject 

to considerable alteration due to shame and/ or intoxication (Denis et al., 2012; Latkin et al., 
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2017; Murphy et al., 2010). Secondly, for users of substances other than alcohol, the 

chemical content and strength is difficult to decipher, undermining knowledge of what 

precisely, and how much, was consumed (Miserez et al., 2014; van der Gouwe et al., 2017). 

For these reasons, PSU Treatment Duration and the Number of Relapse Episodes During 

Treatment are generally more reliable and objective treatment outcome variables. However, 

for this particular cohort encompassing a considerable number of PEH, PSU Treatment 

Duration revealed itself to be an unreliable proxy for PSU recovery. This is because many 

service users who were doing well in their abstinence from psychoactive substances during 

treatment were not discharged from their recovery service until a suitable post-discharge 

arrangement, from further recovery treatment to Housing Assistance Payment (HAP) 

accommodation could be arranged. While a reality of the PSU treatment for PEH practice, 

this factor worked to confound the variable as a proxy for abstinence, rendering it unsuitable 

for the current investigation. Consequently, the only treatment outcomes data variable 

deemed appropriate for the current investigation was Number of Relapse Episodes During 

Treatment. This is worth considering for future researchers in the field. 

As mentioned briefly above, the attrition rate for this study was remarkably low; just 

one participant from the Prior Homelessness group’s treatment outcomes data was not 

available due to a system error on behalf of the treatment site. Thus, this sample’s descriptive 

statistics were quite similar to those of timepoint one described in Chapter Four and re-run of 

analyses to define Current and Prior Homelessness groups were not required. However, due 

to this missing participant, between group analyses were re-run for potential confounding 

variables. These revealed the same between-group differences as for Chapter Four: 

Problematic Cocaine Use At Treatment Entry, Ethnicity, Age, Years of Substance Use, Years 

in Prison, and Lifetime Relapses. Further, post hoc tests pinpointed that the Current Homeless 

group was both significantly older and had used substances for significantly more years than 
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the Current Housed group, as per Chapter Four timepoint one analyses. As these groups 

showed no significant difference in the age that they began using substances, it appears that 

the Current Homeless group in this study takes longer to recover from PSU than the Current 

housed group. Further similar to Chapter Four timepoint one, the Prior Homelessness group 

in this study was recognised through post hoc analyses to have spent significantly more years 

in prison and experienced significantly more previous relapses than the Current Housed 

group. The implications of this for prison discharge plans are discussed in Section 4.4. 
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Chapter Six. Interaction of Locus of Control with Episodic Future Thinking for 

Problematic Substance Use Detoxification in People Experiencing Homelessness 

 

6.1 Introduction 

 The overarching aim of the current project was to identify cognitive traits which may 

be targeted by PSU treatment interventions for individuals, while accounting for their 

experience with homelessness. Thus, in light of my experimental findings from the preceding 

Chapter and my systematic review described in Chapter Three the current chapter details a 

Proof-of-Concept (PoC) investigation whereby the potential reductive effect of a simple, 

brief, and easily implementable cognitive reframing intervention on Internal Locus of Control 

(LoC) and ultimately substance use in a small sample of PEH in PSU treatment was trialled. 

This Chapter first introduces the theory behind the intervention, Internal LoC, detoxification 

treatment, and PoC studies. It then overviews my aims, objectives, and underlying 

hypotheses. Methodologies used to redesign this intervention for use with PEH in alcohol and 

benzodiazepine detoxification as well as to implement this intervention with the same group 

are outlined next. Preliminary results from this PoC investigation are then presented, 

followed by a Chapter discussion.  

6.1.1 Rationale 

 The overarching aim of this project is to identify potential cognitive traits impacted by 

homelessness that influence PSU recovery so that these can be targeted during treatment to 

enhance outcomes. Chapter Three provided a systematic review into what is known so far 

about the role of Locus of Control (LoC) in PSU treatment service users’ substance use. 

Chapter Four investigated potential differences between housed people, PEH, and people 

who have recovered from homelessness in interpersonal control and temporal affectivity 

traits deemed to possibly lie at this confluence. Chapter Five assessed whether the 

relationship of these traits to PSU recovery may change according to homelessness history. 
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Using my methods, no significant differences between Current Housed, Current 

Homelessness and Prior Homelessness groups on these cognitive traits were observed. 

However, differences on a selection of identified potential confounding variables were 

revealed. Internality was found to predict Relapses During Treatment, but not differentially 

according to homelessness history group. Thus, for this final experimental study, I will 

examine the possibility that a simple cognitive reframing intervention with evidenced 

efficacy may be employed with PEH and work through Internality.  

6.1.1.1 The Intervention. Delay Discounting refers to a cognitive phenomenon 

whereby the value of a reward diminishes the further into the future it is received (Matta et 

al., 2012; Odum, 2011a, 2011b). Steep delay discounting is understood to result from a 

narrow temporal window; it is thus widely used as a proxy for impulsivity and has 

demonstrated a reliable relationship to dysfunctional psychological responding including 

eating disorders, attention-deficit hyperactivity disorder (ADHD), bi-polar disorder, 

borderline personality disorder, and PSU (Amlung et al., 2017; Amlung et al., 2019; 

Athamneh et al., 2023; Bickel et al, 2019; Businelle et al., 2010; Cabral et al., 2024; Cheng et 

al., 2021; Dwyer et al., 2023; Mitchcel, 2019; Moody et al., 2016; Odum et al., 2020; 

Pritschmann et al., 2021). Due to its reportedly crucial role to PSU behaviours, several 

interventions have been designed to therapeutically encourage future-oriented thought and 

broaden the temporal window (Ameral, 2018; Andersland, 2023; Ashe et al.,  2015; Bickel et 

al., 2020; Bickel et al., 2023; Coughlin et al., 2021; García-Pérez et al., 2022; Kräplin et al., 

2020; Scholten et al., 2019; Shen et al., 2022; Sofis et al., 2020; Wardle et al., 2024). One 

such Episodic Future Thinking (EFT) intervention, designed by Stein et al., (2016) asks 

participants to generate positive, non PSU-related, autobiographical events for specified 

future time points. After selecting the most vivid autobiographical event for each time point, 

the participants perform a delay discounting task where the selected vivid autobiographical 
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events for each time point are presented at the top of the computer screen above the delay 

discounting choice with the corresponding latency period. This simple and brief intervention 

yielded impressive results vis-à-vis its significantly reductive impact on both delay 

discounting (thus impulsive decision-making) and cigarette smoking. For this reason, several 

research groups attempted to replicate and extend the study’s findings with notable success 

(Bickel et al., 2018; Rung et al., 2019). To date, this intervention has evidenced good effect 

with binge-drinking college students (Voss et al., 2022), cigarette smokers up to one week 

(Chiou & Wu, 2017; Stein et al., 2018), individuals with problematic alcohol use (Athamneh 

et al., 2022), problematic cocaine use (Forster et al., 2021; Snider et al., 2021), as well as 

problematic cannabis use (Sofis et al., 2022). Research does not yet appear to have 

investigated the potential usefulness of this intervention with problematic opiate users, but 

numerous reports suggest that episodic foresight is similarly hampered in this population 

(Mercuri, 2015; Mercuri et al., 2015; Mercuri et al., 2016; Moustafa et al., 2018; Terrett et 

al., 2017). Related investigation with primary users of other substances does not yet appear to 

have been conducted (Bickel et al., 2023). Of note, repeating this intervention appears to 

strengthen its effects (Mellis et al., 2019) and it is beginning to show implementability via 

alternative means such as art (Hudson et al., 2024), demonstrating its efficacy and potential 

accessibility for diverse or further disadvantaged groups. Further, it appears to be seamlessly 

implementable alongside pre-existing CBT provided to PSU treatment service users (Aonso-

Diego et al., 2021a, 2021b). Events that are positive, vivid, and related to the discounted 

choice are frequently reported to improve effects (Athamneh et al., 2021; Bickel et al., 2023; 

Rösch et al., 2022; Ruhi-Williams et al., 2022). However, the potential confound of actual 

positive and imaginable autobiographical futures appears yet to be considered. Furthermore, 

the potential efficacy of this intervention with PEH in PSU treatment, detoxification 

treatment service users, or benzodiazepine users does not yet appear to have been trialled.  
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6.1.1.2 Internal Locus of Control. As described in previous chapters, Locus of 

Control (LoC) is a cognitive personality trait underpinning how much we believe that we 

ourselves, more powerful other people, chance, or fate influence our life courses (Francis, 

2020; Lefcourt, 2014; Steca, 2024). It has been extensively shown to have good predictive 

capacity across decades and various domains of psychological function (Galvin et al., 2018; 

Nowicki, & Duke, 2016). As outlined in Chapter Three, the majority of this research to date 

has recommended a strong Internal LoC, or a belief that we determine our own life outcomes, 

for favourable psychological functions (Landau, 1995; Wolinsky et al., 2010); this includes 

the subset regarding PSU treatment service users’ substance use (Dekel et al., 2004; Elsesser 

& Sartory, 1998; Jones & Wuebker, 1985; Koski-Jännes, 1994; McGovern & Caputo, 1983; 

Sarkar et al., 2013; Snowden, 1978; Vielva & Iraurgi, 2001). However, the findings of this 

systematic review indicates that these results may be confounded by the design of currently 

available LoC scales, a sentiment echoed by other academics in the field (Furnham, & Steele, 

1993; Marsh, & Richards, 1986). These scales generally take either a forced-choice approach 

(Keyson & Janda 1972; Rotter, 1966) or are measured across one internal and two external 

scales (Levenson, 1973). The review detailed in Chapter Three revealed that most 

multidimensional analyses actually associated low subscale findings with reduced substance 

use in PSU treatment service users; Internality was thus propounded via the dissection of LoC 

in these scales into one internal but two external dimensions and may instead reflect the 

benefit of reduced causality beliefs for PSU treatment service users’ recovery. Should this be 

the case, Internality as recommended by forced-choice univariate analyses may also 

caricature actual Internal LoC association with reduced substance use in PSU treatment 

service users. Of note, this review also found that External LoC showed most benefit for PSU 

treatment service users’ substance use during treatment, potentially due to the need to accept 

guidance from treatment staff. Consequently, it is of particular interest that of all the 



187 
 

cognitive traits investigated to potentially predict PSU recovery in Chapter Five, it was low 

Internality that best predicted participants’ abstinence during treatment. As LoC has further 

evidenced to be a malleable state-not-trait variable (Galvin et al., 2018; Nowicki et al., 2018; 

Ryon, & Gleason, 2014), it is a prime potential mechanism of action for Stein et al.’s (2016) 

EFT intervention.  

6.1.1.3 Problematic Substance Use Detoxification. PSU detoxification (detox) is an 

intense period of time lasting from the moment an individual consumes their last problematic 

psychoactive substance for an indefinite period, depending on numerous factors including 

intensity and duration of PSU prior to detox as well as general physical and mental health 

(Anderson, 2001; Das, 2020; Franken, & Hendriks, 1999; Larson et al., 2007; McCabe, 2000; 

Shanahan et al., 2005; Wilson & Thompson, 2021; Woodhead et al., 2021). The process is 

usually very physically and mentally strenuous (Basińska-Szafrańska, 2021; Davis et al., 

2023; Gordon et al., 2001; Grau-López et al., 2020; Hobelmann, & Clark, 2018; Hosseini, 

2017; Liappas et al., 2002; Saber Hassan Ibrahim et al., 2022), and even fatal in some 

circumstances, particularly for users of alcohol or benzodiazepines (Carleton, 2022; 

Chouinard, 2004; Day & Daly, 2022; Edinoff, et al., 2021; Fluyau et al., 2018; Jesse et al., 

2017; Kljajic, & Zaafran, 2020; Lader, 2011; Mainerova et al., 2015; Maust et al., 2023; 

McKeon et al., 2008; Monte et al., 2010; Raistrick, 2000). It thus often requires a strong 

psychological foundation to go through successfully (Cottee, 2002; Ledda et al., 2019; 

Levola et al., 2021; Odenwald, & Semrau, 2013; Sofin et al., 2017; Stevens et al., 2015). To 

salve this, several pharmacological drugs have been designed to reduce the effects of PSU 

detox on the mind and body (Amato et al., 2011; Bond, & Witton, 2017; Casari et al., 2022; 

Diaper et al., 2014; Johnson et al., 2024; Kleber, 2007; O’Connor, 2005’ O’Connor & Fiellin, 

2013; Rubio, & Ponce, 2013; van den Brink, & van Ree, 2003; Welsh et al., 2018). For this 

reason, individuals experiencing PSU and particularly those with problematic alcohol or 
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benzodiazepine use generally enter a residential and medically-assisted PSU detoxification 

service for the period immediately following psychoactive substance use cessation 

(Lenardson et al., 2009; McCarty et al., 2000; Tadros et al., 2018; Worley, 2021). These 

services are usually facilitated by PSU medical staff specifically trained to administer 

detoxification medicines and monitor physical and mental reactions throughout the detox 

(Burns, 2024; Sharp et al., 2021; Sharp et al., 2021; Wilson et al., 2016). 

PEH admit to detox services more frequently than their housed counterparts 

(McLaughlin et al., 2021; Vipler et al., 2018), despite considerable barriers to access such as 

cost, wait time, and distance (Hsu et al., 2024; Nicholls & Urada, 2022; Rizzo et al., 2022; 

Upshur et al., 2018). This increased admission rate possibly stems from its concurrent 

importance for homelessness recovery (Silins et al., 2008; Zlotnick et al., 1999). However, 

PEH are also much more likely to self-discharge (Mutter & Ali, 2019; Svoboda, 2013), 

relapse (Kertesz et al., 2003), and pass away following discharge (Saitz et al., 2007) than 

their housed counterparts. Thus, PEH appear to have distinct detoxification needs which are 

not being met by current treatment paradigms (Fountain et al., 2003; McCarty et al., 2000; 

Sharp et al., 2021; Stein et al., 2015). 

6.1.1.4 Proof-of-Concept Studies. A burgeoning trans-disciplinary research method 

in recent decades is the Proof-of-Concept (PoC) research stage between theoretical 

investigation and large-scale field trial (van der Laan, 2023). This approach encapsulates 

prototyping, methodological demonstration, and post facto demonstration (Elliott 2021). PoC 

research is conducted by experts from various academic fields to pilot novel phenomena such 

as organic compounds for accelerating chemical reactions (Chen et al., 2014), psychiatric 

medicines for children with ADHD (Spencer et al., 2002), or photographic advancements for 

PET imaging (Yamaya et a., 2011), prior to considerable main study time and financial 

investment. Such is the augmentation of PoC research within contemporary academic 
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institutions, that PoC centres are proliferating across universities worldwide to combat 

inhibitors to, and therefore catalyse the application of, their innovative solutions to real-world 

problems (Banerjee et al., 2017; Battaglia et al., 2021; Gulbranson, & Audretsch, 2008; 

Hayter & Link, 2015; Maia & Claro, 2013; Sergey et al., 2015). This type of research is 

appreciated to be of critical importance for myriad reasons (Schmidt, 2006). Initially piloting 

the feasibility of prototypical research on smaller scales resolves minor issues before they 

disrupt the validity of major studies (Schaefer, & Kolkhof, 2008). PoC data can often be 

integrated to the data set of its consequent major study (Abhishek et al., 2017; Cartwright et 

al., 2010; Smith et al., 2006). They can also be used to demonstrate efficacy for potential 

research funders (Munari et al., 2017; Munari, & Toschi, 2021; Rasmussen, & Sørheim, 

2012). Thus, this type of research is a dynamic tool by which researchers may streamline 

their investigative inquiries (Kendig, 2016).  

6.1.2 Aims and Objectives 

In light of the preceding rationale, and with the practical guidance of Enterprise 

Mentor Three, overall aims and specific objectives were created for the current study. The 

overall aim of this investigation was to assess the feasibility of a potential major study 

examining the efficacy of Stein et al.’s (2016) EFT intervention with PEH in residential 

alcohol and benzodiazepine detoxification treatment. Specific objectives were to: 

1. Re-design Stein et al.’s (2016) EFT intervention for use with PEH in PSU treatment 

2. Assess the usability of Stein et al.’s (2016) re-designed EFT intervention with a pilot 

sample of PEH in residential medical alcohol and benzodiazepine detoxification 

treatment 

3. Examine potential trends in the effect of Stein et al.’s (2016) re-designed EFT 

intervention on immediately following Internality scores within a pilot sample of PEH 

in residential medical alcohol and benzodiazepine detoxification treatment 
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4. Examine potential trend effects Stein et al.’s (2016) re-designed EFT intervention on 

one-week post-intervention relapses of a pilot sample of PEH in residential medical 

alcohol and benzodiazepine detoxification treatment 

5. Examine potential trend correlation of Internality scores with relapses one week 

following Stein et al.’s (2016) re-designed EFT intervention in a pilot sample of PEH 

in residential medical alcohol and benzodiazepine detoxification treatment 

6. Examine the potential confounding effect of knowing one’s post-discharge 

accommodation plan on Internality in a pilot sample of PEH in residential medical 

alcohol and benzodiazepine detoxification treatment 

7. Examine the potential confounding effect of knowing one’s post-discharge 

accommodation plan on substance use in a pilot sample of PEH in residential medical 

alcohol and benzodiazepine detoxification treatment 

6.1.3 Hypotheses 

 Underlying the overarching aim and specific objectives outlined in Section 6.1.2 are 

the following hypotheses: 

1. Stein et al.’s (2016) EFT intervention can be adapted for use with PEH in PSU 

treatment 

2. Stein et al.’s (2016) re-designed EFT intervention can be implemented with PEH in 

residential medical alcohol and benzodiazepine detoxification treatment  

3. Trend data from Stein et al.’s re-designed (2016) EFT intervention with a pilot sample 

of PEH in residential medical alcohol and benzodiazepine detoxification treatment 

will indicate that this intervention may reduce Internality in similar populations 

4. Trend data from Stein et al.’s (2016) re-designed EFT intervention with a pilot sample 

of PEH in residential medical alcohol and benzodiazepine detoxification treatment 
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will indicate that this intervention could reduce substance use in the post-intervention 

week in similar populations 

5. Reduced Internality scores and substance use in the week following the 

implementation of Stein et al.’s (2016) re-designed EFT intervention with a pilot 

sample of PEH in residential medical alcohol and benzodiazepine detoxification 

treatment will correlate 

6. Having post-discharge accommodation arranged will reduce Internality scores in a 

pilot sample of PEH in residential medical alcohol and benzodiazepine detoxification 

treatment will correlate 

7. Having post-discharge accommodation arranged will reduce substance use in a pilot 

sample of PEH in residential medical alcohol and benzodiazepine detoxification 

treatment will correlate 

6.2 Methods 

6.2.1 Participants 

6.2.1.1 Participant Eligibility. Eligibility criteria for the present investigation were 

similar to those described in Chapter Four and Chapter Five. Although women in PSU 

treatment are significantly outnumbered by men, the gravity of their outcomes are 

pronounced (United Nations Office on Drugs and Crime [UNODC], 2024). For this reason, 

best efforts were made throughout this investigation to recruit as many female participants as 

possible and trial their responses to the current intervention. The irregular, ongoing, and rapid 

maturation of the adolescent brain contributes a significant confound to this exploratory 

investigation (Ahmed et al., 2015); for this reason, individuals under the age of 18 were not 

permitted to participate. During detoxification, residual amounts of psychoactive substances 

at levels shown to influence cognition can remain in the body for a number of weeks 

(Bourque, & Potvin, 2021; Crowe & Stranks, 2018; Laniepce et al., 2020; Wendel et al., 
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2021). Further, the withdrawal phase from heavy substance use is understood to exert 

significant hormonal and neurological alterations (Ashare et al., 2014; Kelley et al., 2005; 

Lyvers, & Yakimoff, 2003; Petit et al., 2017; Puustinen et al., 2014; Proebstl et al., 2019; 

Rapeli et al., 2006; Schulte et al., 2014). Although these effects vary from person to person, 

they are inevitable within the detoxification process. Thus, to conduct any research that aims 

to enhance the efficacy of detoxification treatment, they must be aptly encompassed. For this 

reason, only service users who had been admitted to DSC’s medical alcohol and 

benzodiazepine detoxification centre for more than three days were permitted to take part in 

this study. In a similar fashion, as this study aimed to examine substance use in the week 

following participants’ assessments, only service users who were expected to remain in this 

service for at least one week past their planned assessment date were eligible for 

participation. Due to the exceptionally high levels of dual-diagnoses among people with PSU, 

and PEH in particular, such individuals were included to accurately reflect the transecting 

cognitive processes at play within this population (Bertram et al., 2022; Holzhauer, et al., 

2019; Schütz et al., 2019). In succession to this, individuals on prescribed psychiatric 

medicines, including those for the purposes of medically-assisted detox, were also permitted 

to participate due to their exceeding prevalence among PEH with PSU (Khan et al., 2022). 

Recognising the promontory rates of heroin use in Ireland, the extensive Methadone 

Treatment Protocol (MTP) delivery over the last number of decades, and the substantial 

proportion of individuals maintained on this programme for several years, excluding 

individuals on prescribed methadone would carve away a substantial and representative 

proportion of the Irish PSU treatment service user population. Further, as this treatment, 

similar to the other psychiatric medicines just described, is prescribed to neutralise 

dysfunctional cognition, I contend that including such individuals is less confounding than 

unmedicated similar people (Oppong et al., 2016). Literacy levels of the current Irish 
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homeless population are lower than those of the general population, due to lack of education 

or immigration from non-English speaking countries (Central Statistics Office [CSO], 2022; 

Hanckel et al., 2024). As this is not found to impact non-verbal cognition in this population 

(Pluck et al., 2020), this cohort were allowed to participate to enhance this investigation’s 

ecological validity. Traumatic brain injuries (TBIs) and intellectual disabilities (IDs) are 

overrepresented in homeless populations (Brown & McCann, 2021; O'Donovan et al., 2024; 

Stubbs et al., 2020; Young & Hughes, 2020); as both TBIs and IDs are extremely 

heterogeneous, only individuals who would not have capacity to comprehend study materials 

were excluded from participation. This measure was employed in a similar fashion to those 

previously listed; to enhance this study’s representation of Ireland’s current homeless 

population. As individuals in alcohol and benzodiazepine medical detoxification still have 

residual psychoactive substances and detoxification medicines in their bodies, toxicology 

screens were not conducted prior to these cognitive interventions and assessments. Thus, 

inclusion criteria are as follows; 18 years of age or older, English-speaking PEH with PSU, 

who have been admitted for three days or more, and have one week or more, remaining in 

residential medical detoxification treatment, and who are likely to comprehend study content 

as determined by their social care staff. 

6.2.1.2 Reimbursement. Extreme financial issues are associated with both PSU and 

homelessness (Mardani et al., 2023; Minion, & Banerjee, 2024) which may work to 

compromise the rational decision making of my target population by outweighing the 

potential benefits over harms of participation. This justification follows from guidelines set 

forth by the European Textbook on Ethics in Research (Hughes et al., 2015). Corroborating 

this, productivity and societal contribution are powerful catalysts for PSU recovery (Frone et 

al., 2022). As service users were explicitly informed of any potential risks associated with 
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participation prior to volunteering, it was deduced that uncompensated participation was the 

most ethical option available for the current study. 

6.2.2. Study Materials.  

Study materials used in this investigation reflect those of Stein et al.’s (2016) study 

but are adapted to investigate the potential operation of EFT through Internality with PEH in 

residential alcohol and benzodiazepine medical detoxification. 

6.2.2.1 Demographic Information. General demographic information pertaining to 

Age, Gender, Ethnicity, Average Daily Substance Use Pre-Entry, and Post-Discharge 

Accommodation Plan was collected using a form created by the research team (Appendix 

AC). 

6.2.2.2 Episodic Future Thinking Questionnaire. In the original investigation, half 

of participants were asked to generate three positive autobiographical events unrelated to 

substance use that could occur at each of five future time-points: one day, one week, one 

month, three months, and one year from their assessment day. Following this, they were 

asked to rate each event for vividness, enjoyment, importance, and excitement using a five-

point Lykert scale. Events rated most vivid for each time-point were incorporated into the 

intervention. This procedure was maintained for the current investigation, but with respect for 

participants' time they were asked only to rate events for vividness prior to selection, as this 

was the informing index (Appendix AD). As three-sentence audio recordings about their 

selected cues were only used in the original investigation during a subsequent hour of 

cigarette self-administration they were deemed unnecessary for the current investigation; 

thus, participants were also excluded from creating such recordings. 

6.2.2.3 Episodic Recent Thinking Questionnaire. As a control condition, 

participants not assigned to the EFT intervention generated three positive autobiographical 

events unrelated to substance use that could occur at each of five recent time-points; 
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yesterday between 7:00-9:59, 10:00-12:59, 13:00-15:59, 16:00-18:59, and 19:00- 21:59. 

After this, they were asked to rate each event for vividness, enjoyment, importance, and 

excitement using a five-point Lykert scale. Events rated most vivid for each time-point were 

incorporated to the intervention. Similar to the EFT generation protocol, Stein et al.’s (2016) 

protocol was also largely maintained for the current investigation, but participants were not 

asked to elaborate their generated cues for audio recording, nor rate them for enjoyment, 

importance, and excitement (Appendix AE). 

6.2.2.4 Levenson’s Multidimensional Locus of Control Scales. Positive Episodic 

Future Thinking (EFT) or Episodic Recent Thinking (ERT) events were presented alongside 

items from Levenson’s (1973) Multidimensional Locus of Control Scales. These scales were 

the same as those employed by the field investigations detailed in the prior two Chapters of 

this thesis and were mainly utilised to examine the potential operation of this intervention 

through the Internality sub-trait that was found to correlate with PSU recovery in Chapter 

Five. Presentation of this scale to participants is depicted in Figure 6.1. 
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Figure 6.1 

Multidimensional LoC Scale Adapted for Use With PEH in PSU Treatment 

 

Note. In this investigation, participants were read one of their generated autobiographical 

events prior to the next LoC item for response.  

 

6.2.2.5 Contact Cards. Contact cards containing information for my academic 

research team, the DCU Research Ethics Committee, and the free ‘SureSteps’ counselling 

service DSC provides to its service users were given to each participant following their 

intervention and assessment (Appendix AG). 

6.2.2.6 Adaptations. All study measures were adapted for use with PEH in PSU 

treatment as per Section 4.2.2.6. This study’s Participant Information Sheet (PIS; Appendix 

AA), Informed Consent Form (ICF; Appendix AB), Demographic Form (Appendix AC), and 

Debrief Sheet (Appendix AF) were all read aloud to participants by me. They were further 

presented in a digestible paragraph- or item-per-slide format which could only progress 

following indication from the participant using a Superab 6.0 response-pad. Contact cards 
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were also read aloud to each participant and participants were also informed that they could 

ask any DSC staff member should they require assistance such as access to email or phone to 

contact any of the individuals listed on the card. Therefore, assessment procedures were 

standardised across participants' potential literacy and language abilities. The Levenson 

(1973) Multidimensional Locus of Control Scales were adapted for use with PEH in PSU 

treatment as per Section 4.2.2.6. Each item was presented as a separate SuperLab 6.0 slide 

that moved forward only when responded to. Each item was read aloud to participants by me 

prior to response, to enhance reliability of comprehension irrespective of literacy or English 

language abilities (Section 4.2.2.6). Distinct from Chapter Four however, was my dictation of 

participants’ positive autobiographical events prior to each LoC item. This was to remind 

participants of these events throughout their assessment, as per the original investigation.  

6.2.3 Procedure 

6.2.3.1 Pre-Recruitment. The target sample for this study were DSC’s residential 

medical alcohol and benzodiazepine detoxification service users. This programme provides 

24-hour medical supervision to PEH detoxing from heavy alcohol or benzodiazepine use for 

up to three weeks. Prior to recruitment procedures, my academic team corresponded with this 

service’s manager and Enterprise Mentor Three via email. A study protocol was drafted and 

forwarded to the service’s staff. Following resolution of any queries, a suitable time for 

recruitment address was arranged. 

6.2.3.2 Recruitment. One recruitment address was held with six of DSC’s residential 

medical alcohol and benzodiazepine detoxification service users. Complete segregation of 

this study from care provided by all DSC staff was emphasised. Service users were informed 

that although they could volunteer to participate, and that staff would be consulted to ensure 

the likely safety of participation for each volunteer prior to participation, that staff would 

never be informed who ultimately decided to engage with this study or not. Consequently, 
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their decision to participate could not influence the care they received from DSC staff. The 

aim of this procedure was to reduce participation against desire for this population in 

‘desperate’ need of limited resources including shelter, self-governance, and recovery 

support. Service users were mildly deceived to research aims during this recruitment address 

and informed of such. They were informed that the study was broadly investigating whether 

positive thinking could improve PSU recovery, and that they would be informed of specific 

study aims following participation but requested not to share this information with other 

service users still admitted. Recruitment posters conveying all participant-relevant 

information in plain English were also displayed throughout the service (Appendix Z). 

Participants were highly engaged, and interventions and assessments began that day. 

Participants volunteered using their PASS-ID and mobile phone numbers, as described in 

Section 4.2.3.2. Volunteer Screen Forms (VSFs) labelled using these PASS-ID numbers were 

then shared with the Detox Project Worker via my academic research team’s shared DCU 

GDrive. The Project Worker indicated using these forms whether the corresponding volunteer 

had capacity to understand study materials, whether they were prescribed any psychoactive 

medicines, and the quantities of these if so. Volunteers deemed suitable to participate were 

then contacted by me, either directly in the service or using their research-specific phone.  

6.2.3.3 Interventions and Assessments. Participants were assessed on a one-to-one 

basis. Interventions and assessments were held in the counselling room of the Detox service 

and lasted approximately two hours each. Prior to study procedures, participants were 

alternately assigned to the EFT or ERT intervention group according to their order of 

attendance. They were then assigned a randomly generated Research-ID number from a free 

online generator. Research-ID and PASS-ID combinations were stored in a distinct encrypted 

document from all other study data in my academic team’s shared DCU GDrive to facilitate 

collection of post-assessment substance use data from detox staff. The Detox Project Worker 
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was contacted prior to assessments held beyond the recruitment day to ensure room and staff 

availability. Staff availability was important for this investigation in case an assessment 

became distressed or agitated. To facilitate staff assistance in this instance, I was provided 

with a walkie-talkie for all assessments. Each participant was also informed prior to 

commencement that they could take as many breaks and ask as many questions as required to 

ensure comprehension. The importance of full comprehension and truthful responding to 

ensure accuracy of results and potential recommendations for future individuals in their 

situation was emphasised.  

All study materials with the exception of the demographic forms and intervention 

questionnaires were presented via my Dell Latitude 5320 laptop and SuperLab 6.0. Discrete 

items or paragraphs were presented via segregate slides. I read aloud all information on each 

slide for every participant, leaving time to consolidate their understanding. Each slide could 

only be progressed by the participant using a SuperLab RB-730 response pad. Informed 

consent was collected via such procedures, accompanied by a vocal recording of the 

participant stating their research-ID number and consent to participation in this specific 

study. This uniquely identified each individual in tandem with their yes/ no responses to 

singular consent items using the SuperLab 6.0 software and response pad. Demographic 

forms were read aloud to each participant by me. Participants’ answers were then transcribed 

by me into the demographic forms using her bluetooth connected keyboard with the laptop 

screen facing the participant for confirmation. EFT and ERT questionnaires were presented 

and responded to in a similar fashion. Following EFT or ERT event generation, vividness 

rating, and selection the five relevant events were assigned numbers one to five in temporal 

order of occurrence. Prior to reading each LoC scale item, a random number generator on my 

research-specific phone selected a number between one and five. The participant’s 

corresponding EFT or ERT item was then read aloud by me to maintain these events in 
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working memory. During debrief, participants were informed that they should not behave 

differently than they would otherwise. They were reminded that I would share an encrypted 

document from my academic research team’s shared DCU GDrive with the Detox Service 

Manager one month following final assessment, to ensure that all service users present in the 

service at the time recruitment were discharged. They were also reminded that they could 

withdraw their data and consent to participate up until this time, but that after this time 

Research-PASS ID links would be deleted rendering their information unidentifiable. 

Following debrief, participants were given a contact card which they were encouraged to use 

if they had any queries or issues following their participation. Study materials were presented 

in the following order:  

1. Participant Information Sheet (PIS) 

2. Informed Consent Form (ICF) 

3. Demographic Form 

4. Episodic Future Thinking (EFT)/ Episodic Recent Thinking (ERT) 

Intervention 

5. Locus of Control (LoC) Scale 

6. Debrief  

7. Contact Card 

6.2.4 Data Analysis 

6.2.4.1 Independent Samples T-Tests. To assess potential differences between two 

independent group means on a continuous variable, a t-test analysis may be employed 

(Manfei et al., 2017). This test was intended for use in the current investigation to determine 

potential differences between EFT and ERT intervention groups for Age, Internality, 

Powerful Others, and Chance LoC subscale scores. 
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6.2.4.2 Mann-Whitney U Test. Data which violate independent samples t-test 

normality assumptions may be assessed using the Mann-Whitney U test (Nachar, 2008; 

Sundjaja et al., 2020; Wall Emerson, 2023). This test was planned for use with any of the 

independent samples t-test variables listed that violated normality assumptions.  

6.2.4.3 Chi Square Contingency Test. Potential differences in expected proportions 

of a dichotomous variable in two independent groups can be assessed using the Chi Square 

Contingency Test (Rana, & Singhal, 2015). This test was planned for use in the assessment of 

potential differences between EFT and ERT intervention groups in Gender, Arranged Post-

Discharge Accommodation, and number of individuals with Problematic Use of each 

substance for which this became relevant.  

6.2.4.4 Fisher-Freeman-Halton Exact Test. When the expected cell counts are less 

than five in more than 20% of the cells from a chi square test, a Fisher-Freeman-Halton Test 

is employed (Van Auken, & Kebschull, 2021). It was likely that this test was going to be 

employed to assess potential significant Ethnicity differences between EFT and ERT 

intervention groups. It was also the intended alternative test for any Chi Square tests listed in 

6.2.4.2 violating relevant criteria.   

6.2.4.5 Poisson Regression. Count variables may be predicted by continuous or 

categorical variables using Poisson Regression (Hutchinson, & Holtman, 2005; Tsou, 2006). 

It was intended that these regressions would assess potential main effect differences for EFT 

or ERT intervention on Internality and substance use in the week following intervention for 

PEH in residential medical alcohol and benzodiazepine detoxification. They were also 

planned to be used to assess the potential interaction effect of intervention group by 

Internality score on substance use in the week following intervention. 

6.2.5 Ethics 
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This study received ethical approval from DCU’s Research Ethics Committee on the 

1st of July, 2024. The grant number for this application is DCUREC2024/126 (Appendix Y). 

Ethical approval was obtained from DSC’s Research Ethics Committee on the 18th of 

September, 2024. 

6.3 Results.  

6.3.1 Descriptive Statistics 

During my planned data collection period DSC completed their construction of a 

purpose-built 100 bed facility to house their therapeutic services. For this reason, my 

intended second and third rounds of participant recruitment and data collection were not 

possible as the Detox service users and staff required a number of weeks to move and settle 

into their new facility without hosting supplementary activities or projects. Thus, my final 

sample for the current investigation was four male (80%), one female (20%), and no gender-

fluid PEH in residential medical alcohol and benzodiazepine detoxification treatment. 

Participants' ages ranged from 34 to 48 (M=41.4, SD=5.46). Four White Irish (80%) and one 

Polish-Irish (20%) individual took part. Two participants were on 27 mls and 45 mls of 

prescribed methadone, respectively. Two alcohol users, four benzodiazepine users, and one 

cannabis user took part. One alcohol user had completed an alcohol detox seven months prior 

to this admission and the other had significantly detoxed their own benzodiazepine use prior 

to entry. Two participants planned to go back to their supported bedsit apartments, one hoped 

to move to DSC’s further recovery, one intended to move back to substance-free family or 

friends, and one did not know. Three received the EFT intervention and two received the 

ERT intervention.  

6.3.2 Main Analyses 

Stein et al.’s (2016) re-designed EFT intervention was implemented without any 

issues. However, participants provided similar feedback regarding specific items of 
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Levenson’s (1973) LoC scale as those who took part in my earlier studies. Mean Internality 

scores were lower in the EFT group (M=33.67, SD=9.45) than ERT (M=43.50, SD=3.54) 

group as predicted. This is presented in Figure 6.2.  

Figure 6.2 

Scatterplot Displaying Internality Scores of EFT and ERT PoC Study Participants 

 
Note. The highest scoring participant in the EFT group and lowest scoring participant in the 

ERT group scored identically. The lower overall scores in the EFT group, however, are as 

desired. 

 

While an independent samples t-test revealed no significant difference (p = 0.19), the 

ultimately small sample reducing power impedes conclusive interpretation. No participants 

relapsed in the week following their assessment. For this reason, no analysis was conducted 

for the potential predictive relationship of intervention group, Internality, and/or post-

discharge accommodation plan on Relapses Following Intervention. Further, as just one 

person did not know where they would live following their discharge from the detox service 

at the time of their assessment, no analysis was conducted to investigate the potential 

influence of this variable on Internality scores or Relapses Following Intervention.  
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6.4 Discussion 

 This study was designed to test the potential utility of Stein et al.’s intervention via 

Internal LoC with PEH in medical alcohol and benzodiazepine detoxification. Of specific 

interest, participants in the EFT group displayed lower Internal LoC scores than those 

receiving the ERT intervention. However, as these results were obtained from a particularly 

small sample of just five participants, including just one female, their generalisation is 

premature. Further, LoC was exclusively measured post-intervention, meaning that we cannot 

eliminate the possibility that these trends may have resulted from participants' pre-existing 

dispositions. Nonetheless, considering the exceptionally small sample size, the p value of .19 

demands attention, showing clear potential for a positive impact of this intervention on 

Internality beliefs for PEH in alcohol and benzodiazepine detoxification. In continuation from 

my systematic review findings as discussed in Chapter Three, this intervention may thus help 

this cohort to accept help from people beneficial to their recovery, such as PSU Treatment 

staff. It may also work to prevent rumination on event causation and appreciate the 

contribution of various factors to life events. Nevertheless, these results entice further 

investigation into this potential implication of EFT. 

This study achieved many of its other aims as described in Section 6.1.2. 

Fundamentally, it demonstrated that this effective PSU intervention may be adapted for use 

with PEH and incorporated to cognitive assessments beyond delay discounting using a PoC 

research approach. This PoC design permitted the initial trialling of my adaptations to Stein 

et al.’s (2016) intervention in terms of cognitive assessment, presentation method, substances 

of choice, and stage of PSU recovery prior to large scale investment. Although no issues 

arose in this trial, I maintain it was a sensible yet dynamic approach that would have allowed 

us to circumvent many potential issues which could have arisen considering the several 

advancements in this study’s methods. Furthermore, as it appears that no alterations are 
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required to this design prior to major study execution, data from these participants may be 

parsimoniously incorporated to those collected by a future major study, increasing its power. 

Thus, resources in terms of time and money were not squandered by this initial trial but 

astutely spent in increments to avoid such waste. My academic team consequently 

recommend this PoC study design for any future researchers attempting to execute ambitious 

research designs such as the one described in this Chapter. 

My selected methods corresponded to the most important aspects of the original 

study; participants were alternately assigned to an intervention or control group, self-

generated events were presented in tandem with their cognitive scale items, and substance use 

was collected for a period of time thereafter. Further, as only participants’ vividness ratings 

informed events selection for Stein et al.’s intervention, only these were requested in the 

current study. This measure is further in keeping with the emerging understanding that 

vividness appears to be one of the most important aspects of to bolster the positive effects of 

EFT (Athamneh et al., 2021; Bickel et al., 2023; Rösch et al., 2022; Ruhi-Williams et al., 

2022). These exclusions recognised the General Data Protection Regulation principle of Data 

Minimisation as discussed in Chapters Four and Five (GDPR; European Union, 2016), and 

further bypassed potential issues with under-stimulation and sustained attention often 

experienced by people with PSU (Bardo et al., 2007; Carmen Arenas et al., 2016; Dubey & 

Arora, 2008; Ersche et al., 2010; Foulds et al., 2017; Goldstein et al., 2007; Haj-Seyyed-

Javadi et al., 2007; Mitchell et al., 2016; Lang et al., 2005; Norbury, & Husain,2015; Shalchi, 

2016; Wingo et al., 2016). Moreover, this study was adjusted from Stein et al.’s on several 

indices such as problematic substance, stage of PSU recovery, and homelessness to advance 

its findings. One important index adjusted by my team to extend the findings of Stein et al. 

was the substitution of their delay discounting task with Levenson’s (1973) multidimensional 

LoC scales. This substitution proved effective for examining the potential operation of this 
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EFT intervention through Internal LoC, as intended. Thus, using my incisive research design 

as described, my results remained highly comparable to Stein et al.’s while also contributing 

substantially to current knowledge in this field 

Similar to my previous studies, this project maintained a strong focus on ecological 

validity and applicability. In this vein, I collected information about a potentially 

confounding variable that is highly pertinent to the current sample: their post-discharge 

accommodation plan. This information was collected upon the hypothesis that it could 

significantly affect participants’ actual abilities to envision their future selves and thus 

potentially interfere with the effect examined of Stein et al.’s intervention on LoC Internality 

and substance use. Regrettably, due to my small sample of just five participants and the 

presence of just one who did not yet have a post-discharge accommodation plan, statistical 

exploration of such interference was not possible. However, I believe this to be a robust 

hypothesis that warrants consideration in future research.  

The inclusion and exclusion criteria for the current study, similar to those of my prior 

studies, transected several PEH in PSU services traits which may have otherwise prevented 

neurological research with this group to create research output that is realistic and practicable. 

Further similar to previous studies reported in this thesis, PSU service users in attendance at 

recruitment addresses demonstrated palpable enthusiasm regarding their opportunity to 

contribute to this project, which was generally sustained throughout their engagement. 

Almost all volunteered to participate, with many doing so that same day. It is possible that 

these elements are related. Overall, I received the impression that this cohort was excited 

about the project and in particular its consideration of intersectionality. I thus attest that PEH 

in PSU treatment are not ‘hard to reach’, as is often proclaimed (Brackertz, 2007), when 

appropriate research methods are designed (Boag-Munroe & Evangelou, 2012; Day, 2013).  
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The ultimate aim of this investigation was to trial the potential effect of my 

redesigned version of Stein et al.’s (2016) EFT intervention through Internal LoC on the 

number of times PEH in a three-week medical PSU detoxification programme relapsed in the 

week following their intervention and cognitive assessment. Fortunately for the participants, 

yet unfortunately for this research aim, no participants relapsed in the week following their 

intervention and assessment. For this reason, the ability of this intervention to reduce the 

number of relapses PEH in detoxification treatment made after a week via its reduction of 

Internal LoC was not possible to assess. However, considering the promising results 

regarding the relationship between this intervention and Internal LoC, major investigation of 

this hypothesis’ extension seems advisable. 

Taken together, this PoC study supports future large-scale investigation into the 

potential impact of Stein et al.’s EFT intervention on Internal LoC and substance use among 

PEH in medical alcohol and benzodiazepine detoxification. Found to produce significant 

effect, this intervention could be integrated to treatment approaches without the need for 

major investment in equipment or staff training; notable considering the scant funding usually 

available to organisations working with PEH. Such investigation is thus strongly advocated 

by my academic team, considering its simplicity, brevity, and easy implementability. 
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Chapter Seven. Integrative Project Discussion 

 

7.1 Introduction 

 The final Chapter of this thesis will comprehensively integrate the findings obtained 

throughout my investigative inquiries. It will begin by outlining the original contributions 

made by the whole project, as well as its constituent parts. It will then discuss the 

implications of this project for future research, theory, policy, and practice. Furthermore, 

strengths and limitations will be highlighted before concluding remarks.  

7.2 Overarching Original Contributions of the Current Project 

 This study made considerable strides in the fields of both PSU and Homelessness 

research. With respect to PSU, a large body of work exploring psychological predictors of 

onset and recovery exists (Belfiore et al., 2024; Daigre et al., 2019; del Palazio-Gonzalez et 

al., 2024; Erga et al., 2021; Fodstad et al., 2024; Hetland et al., 2024; Hjemsæter et al., 2019; 

Moe, 2023; Najt et al., 2011; O’Brien & Hill, 2017; Poudel, & Gautam, 2017; Thatcher, & 

Clark, 2008; Yamashita et al., 2021). Further, several papers discuss the strong relationship 

between various elements of trauma and differing facets of PSU including initiation, 

chronicity, and termination (Adams et al., 2021; Degenhardt et al., 2022; Dell’Aquila & 

Berle, 2023; Fitzpatrick et al., 2020; Ford et al., 2007; Harerimana et al., 2021; Kramer et al., 

2014; Najavits, et al., 2017). Although considerable overlap between PSU and homelessness 

exists (Burke et al., 2024; Gabrielian et al., 2018; McLaughlin et al., 2021), and homelessness 

is understood to manifest substantial trauma responses (Davies, & Allen, 2017; Hamilton et 

al, 2011; Martin, 1991; Guarino, & Bassuk, 2010; Tsai et al., 2020; Whitbeck et al., 2015), 

the potential impact of individuals’ psychological response to the experience of homelessness 

on PSU recovery is scarcely observed in the literature prior to the current project.  

With regard to homelessness, most recent understanding posits this experience as 

primarily psychological rather than physical (Barreto, 2024; Kántor et al., 2019). Large 



209 
 

bodies of work explore personal factors that predict homelessness onset and recovery (Caton 

et al., 2005; Giano et al., 2020; McQuistion et al., 2014; To et al., 2016; Tulloch et al., 2012). 

Several others consider the societal determinants of this homelessness (Cebula, & Saunoris, 

2021; Evangelist, & Shaefer, 2020; Gaetz & Dej, 2017). Among these, PSU is regularly cited 

as a key driver of several aspects of this condition’s chronicity (Calvo et al., 2020; Cox et al., 

2017; Subedi, & Ghimire, 2022; Urbanoski et al., 2018). Therapeutic approaches to assist 

PEH to acquire and maintain independent residence also receive noteworthy academic 

acknowledgement (Dada et al., 2022; Levy, 2021; Patterson & Tweed, 2009; Phipps, 2022; 

Song et al., 2021; Thompson et al., 2004), and specific treatment approaches for PEH with 

PSU are often considered (Arnos, & Acevedo, 2023; Cox, Malte, & Saxon, 2017; Green et 

al., 2020; Molander et al., 2023; Rizzo et al., 2022; Shearer et al., 2022; Winn et al., 2013). 

Many experts consider elimination of PSU symptoms central to homelessness recovery 

(Betancourt et al., 2023; Dickson‐Gomez et al., 2020; Tinland et al., 2019; Wyant et al., 

2019). Despite this combined theory, research into potential neurological modus operandi 

through which the extreme psychological state of homelessness may impact PSU recovery is, 

at best, limited. 

7.2.1 Identification of Cognitive Traits Pertinent to Both PSU and Homelessness 

In this way, the current project worked to amalgamate extensive psychological 

literature on two distinct but strongly related topics, and advanced knowledge of both. In 

observing possible overlap in the cognitive mechanisms at play in both PSU and 

homelessness this project sought to unveil potential means through which we could 

understand both critical issues, and in particular, their intersection better. I approached this by 

first identifying pertinent domains of cognition likely to be positioned at the PSU/ 

homelessness intersection. Following extensive literature review, I focused on interpersonal 

control and temporal orientation, due to their importance for PSU recovery and likely 
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adjustment following a period of homelessness (Barrós‐Loscertales et al., 2020; Fieulaine, & 

Martinez, 2010; Incekara-Hafalir, & Linardi, 2017; Powell & Maguire, 2018). Within these 

domains, specific traits selected were Locus of Control (the extent to which individuals 

believe that they themselves, more powerful other people, chance or fate determine their life 

outcomes), the distinct but related trait Desire for Control (the extent to which individuals 

want to determine their life outcomes), Affective Forecasting (the extent to which individuals 

feel negative or positive about their personal futures), and Recent Life Events (the number of 

major life events which occurred in the past year and still affect the individual). The potential 

implication of these traits to both the recovery from PSU and homelessness was then 

investigated in a cumulative manner, as detailed in the forthcoming pages. 

7.2.2 Original Contributions of Systematic Review into Locus of Control as a Predictor of 

Substance Use in PSU Treatment Service Users 

My first task in exploring the impact of homelessness on PSU recovery was to 

delineate the role of one of my selected major traits for investigation, Locus of Control 

(LoC), to substance use outcomes for PSU service users. This was conducted via systematic 

review methodologies, as outlined in Chapter Three. This review made several strong 

advancements to both our current understandings of LoC and PSU recovery. It first identified 

significant limitations to current LoC theory, as evidenced in present measurement designs. I 

initially intended to examine the role of LoC in PSU recovery via meta-analytic strategies. 

This, however, was not possible due to excessive heterogeneity across the design of various 

LoC measurements which fundamentally stem from how this trait is conceptualised. Thus, I 

make the strong recommendation that researchers with interest in the cognitive trait LoC 

should work to further define how this trait exists and operates before advancing existing 

research; such research would otherwise bear limited use as it may not accurately map to the 

function of an existing psychological trait. While this review thus quantifiably exemplified 
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the need for such an advancement, similar claims have been made previously (Suárez-

Álvarez et al., 2016).  

Secondly, a relatively novel insight regarding the operation of LoC was generated 

through my review. The vast majority of LoC research to date advocates for a strong 

Internality for favourable outcomes across a variety of psychological domains, including PSU 

recovery (Das et al., 2024; Francis, 2020; Hrbáčková et al., 2012; Malhotra, & Suri, 2017; 

Uba, 2019). However, my review noted that the benefits associated with Internal, External, or 

Chance LoC (where applicable) appeared situationally-dependent. Internal LoC was revealed 

to be most beneficial for abstinence immediately following PSU treatment discharge, when 

service alumni were more likely to be faced with substance use cues such as old friends, drug 

dealers, media, or locations associated with their use. However, External LoC showed 

enhanced benefit during treatment when collaborating with and accepting guidance from 

service staff would be more beneficial to their substance use outcomes than attempting to ‘go 

it alone’. This was further substantiated by the finding that, on scales conceptualising and 

thus measuring LoC along three separate indices, it was reduced scores which predicted 

sobriety. These elements essentially indicate that LoC might underpin the actual influence 

people allow various factors to exert over their lives. Further, they nurture a deduction that it 

may in fact be lower LoC beliefs which optimise PSU recovery; while somewhat speculative, 

it seems that this outlook might allow individuals to respond more adaptively to their 

environments, by accepting help when needed and refusing influence when harmful to their 

goals. This discerning interpretation is supported sparsely across the literature (April et al., 

2012; Joy & Jacob, 2019), but warrants serious consideration given its harmony with the 

understanding accepted that cognitive flexibility more broadly is especially beneficial to 

psychological function (Braem, & Egner, 2018; Dajani, & Uddin, 2015; Ionescu, 2012; Ritter 

et al., 2012). Overall, my review contributed substantially not only to the scientific 
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understanding of PSU recovery, but to the psychometric conceptualisation of LoC as a 

cognitive apparatus for positive psychological function. 

7.2.3 Original Contributions of Stakeholder Engagement Work 

Having identified the important operation of LoC for PSU recovery in my systematic 

review, I wished to further probe this trait in an experimental setting. Recognising the 

extreme marginalisation of PEH with PSU, my academic supervisors and I consulted the 

practice-based knowledge and understanding of a sequence of Enterprise Mentors from 

Dublin Simon Community (DSC) regularly throughout my investigative process, from 

research design to report write-up. Further, in designing research investigations for PEH with 

PSU, I noted a considerable middle-class bias in currently available psychometric measures. I 

was not confident that all elements of my selected assessment measures were suitable for use 

with PEH in PSU treatment. Due to their extreme marginalisation and vulnerability, they 

were at increased risk of measures not relating to them or becoming stressed while taking 

part. In response to this, and in keeping with current recommendations for community 

research practice, I arranged an Experts by Experience (EbE) group of PEH in PSU. This 

Stakeholder Engagement research activity allowed me to design all materials used throughout 

this project in conjunction with the extremely marginalised and vulnerable population. This 

group was very supportive of my research aims. However, while no adjustments were made 

to my selected measures, several participants of my consequent experimental studies 

commented upon the same elements I had identified. During my EbE group, my attending 

academic supervisor and I felt a resistance to the adaptation of study measures for use with 

PEH in PSU treatment. The group argued that PEH in PSU treatment did not require adapted 

cognitive scales from the general population. As this group was in a residential medical 

alcohol and benzodiazepine detoxification service for PEH, I felt that this could have been 

due to the tumultuous and mood-altering chemical and hormonal changes occurring in this 
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group’s bodies at this time. It was also a likely manifestation of the regularly cited 

institutional distrust within this population. Nevertheless, I recommend future professionals 

in the field to consider the incorporation of a trust building exercise at the beginning of an 

EbE or similar group with this cohort to enhance the accuracy group outcomes (Fernandez et 

al., 2022). 

7.2.4 Original Contributions of Cognitive Comparison Between Current Housed, Current 

Homelessness, and Prior Homelessness Individuals 

Following my collaborative research design process with the assistance of PSU 

treatment service users and staff, I commenced my experimental work. To investigate 

whether cognitive traits may differentially predict substance use outcomes for PSU treatment 

service users according to their experience of homelessness, I felt that it was first important to 

understand whether baseline differences may exist between Current Housed, Current 

Homelessness, and Prior Homelessness groups on my selected cognitive measures. To 

ascertain this without the influence of varying levels of substances of abuse common among 

PEH I opted to conduct this investigation in PSU treatment service users. This investigation 

contributed significantly to the scientific literature on cognition in homelessness by extending 

this research beyond general IQ and general executive function, as is usually investigated 

(Depp et al., 2015; Pluck et al., 2012; Stone et al., 2019). Although the strong relationship 

between lifetime adversity and homelessness is well-established (Brown et al., 2016; Curtis et 

al., 2013; Shinn et al., 2007; Vázquez, & Muñoz, 2001), the relationship of more general 

recent lifetime events and the lasting effect they may inflict does not yet appear to exist. 

Similarly, while the relationship between current mood and substance use within PEH has 

been investigated multiple times (Gajos et al., 2023; Maremmani et al., 2015; Nyamathi et al., 

2012; Semborski et al., 2022), to the best of my knowledge, none to date appears to have 

investigated potential differences in affective forecasting with or without substance use, 
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despite considerable evidence that this enhances several psychological indices, such as 

decision-making, anxiety, and depression (Blumenthal, 2005; Halpern, & Arnold, 2008; Pilin, 

2021; Rizeq, 2024). Furthermore, the potential alteration of LoC and DC in homeless 

populations does not yet appear to have been considered. In this way, the current project 

broached various new and scientific grounds which may eventually pave the way to a more 

complete understanding of the human psychological landscape during modern homelessness.  

Importantly, however, as my data were prepared, the evolution of homelessness as a 

state and not a trait variable became apparent. This project thus opted to divide my 

participants into Current Housed, Current Homelessness, and Prior Homelessness groups, 

providing the opportunity to explore potential current and lasting cognitive alterations 

associated with homelessness. I felt this method best suited the current project’s overarching 

aims and methods; vis-à-vis I recommend this approach to further investigators with similar 

methods. I do not rule out the use of other approaches, such as the utilisation of formerly 

designed scales to measure homelessness should they suit study aims and designs (Argeriou 

et al., 1995; Farero et al., 2024). However, considering the emerging nature of this topic, I 

believe that a group comparison approach may be most appropriate for the imminent future. 

7.2.5 Original Contributions of Differential Prediction of Temporal Perspective and 

Interpersonal Control Cognition to Substance Use for Current Housed, Current 

Homelessness, and Prior Homelessness Individuals PSU Treatment Service Users 

 As far as my academic team is aware, this is the first investigation to consider whether 

the cognitive processes of PSU recovery may vary according to residential independence and 

stability. Considering the importance of cognition for the onset and recovery of both PSU and 

homelessness (Backer & Howard, 2007; Bruijnen et al., 2019; Hetland, 2024), and the ability 

for cognitive training interventions to improve PSU recovery in people with and without 

homes (Bodley‐Scott et al., 2024; Hyun et al., 2020; Nardo et al., 2022; Sampedro-Piquero et 
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al., 2019), this is an important contribution to both the fields of PSU and homelessness. 

Further, although several papers recommend that homeless services should consider the 

pervasive cognitive deficits observed in PEH to enhance their treatment approach (Burra et 

al., 2009; Spence et al., 2004), homelessness-specific cognitive interventions are almost non-

existent (Molander et al., 2023). Although none of my selected variables differentially 

predicted PSU recovery according to homelessness history, it is highly likely that my 

analyses lacked power due to my eventual segregation of this study’s participants into three 

groups, rather than two as planned. Beyond this, it may have been that the specific measures 

used, researcher, Irish cultural, or presentation effects may have impacted a potentially 

significant result. Regardless, my team earnestly believe that the broach made by this 

investigation is substantial, especially considering the positive ramifications for not just the 

individuals with PSU, but also their families, communities, and societies; I thus entreat future 

researchers to pursue this investigative line of inquiry.  

In terms of the main effects of my selected cognitive traits on PSU recovery for the 

combined sample, while the relationship between negative mood and stress to recovery is 

well-established (Reynolds et al., 2020; Sinha, 2024), that of life events and recovery appears 

inconclusive (Krenek, & Maisto, 2013). Positive future thought is repeatedly shown to reduce 

substance use (Collado, & Stokes, 2024). However, certainty in pessimistic predictions about 

the future, shown to be a key contributor to depressive symptoms and difficult to subside 

(Andersen et al., 1992; Ariso, 2017; Miranda et al., 2023;  Rosario‐Williams et al., 2021), 

does not yet appear to have been investigated as a potential predictor of substance use or PSU 

recovery, despite significant overlap between this condition with depression and suicidality 

(Calarco, & Lobo, 2021; Colbert et al, 2021; Leventhal et al., 2008; Mackie et al., 2012; 

Marmorstein, 2011; Rappeneau, & Bérod, 2017; Stewart et al., 2016; Vekaria et al., 2021). 

As described in the systematic review conducted by my team and reported in Chapter Three 
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of the current thesis, considerable work has investigated the role of LoC to substance use 

outcomes in PSU treatment clients. Considered together, this work indicates that diminished 

LoC beliefs which potentially steer away from blame or rumination best support PSU 

recovery. However, its related but distinct trait Desire for Control has received sparse 

attention from PSU researchers, despite its oftentimes stronger prediction of positive 

psychological outcomes (Schoepfer et al., 2014). Thus, this investigation fundamentally 

contributed to existing psychological research of PSU recovery by investigating further 

nuanced traits of those already showing promise for recovery enhancement. Of these, Internal 

LoC was the only trait to evidence significant predictive ability of relapses during treatment; 

the more Internal the participants of this study responded, the more they relapsed.  

7.2.6 Original Contributions of a PoC Investigation into the Effect of an EFT Intervention 

on Substance Use via Internal LoC with PEH in PSU Treatment 

 The final study of this PhD project was a Proof-of-Concept (PoC) investigation into 

the potential efficacy of a simple, brief, and easily-implementable cognitive reframing 

intervention with PEH in PSU detoxification treatment. This intervention was designed by 

Stein et al. in 2016 and has since shown promising results with individuals engaging in 

problematic use of a variety of substances who wish to cease substance use (Chiou, & Wu, 

2017; Snider et al., 2016; Sofis et al., 2022). However, with consideration for the notable 

marginalisation and vulnerability of PEH, I opted to initially run a PoC study to trial the 

potential feasibility of conducting a large-scale investigation into the possible utility of this 

intervention for the substance use of PEH in PSU treatment. This acknowledges community 

research guidelines and prevents time and resource waste considering the substantial 

advancements being made by such an investigation. Consequently, the first contribution of 

this project was my re-design of Stein et al.’s (2016) intervention in a similar manner to that 

of my prior experimental work, making it suitable for use with PEH in PSU treatment or 
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other such populations who may have limited English-language literacy. My second major 

contribution was to trial this intervention with a small but representative sample of PEH in a 

residential medical alcohol and benzodiazepine detoxification treatment service. As 

detoxification from these substances is a particularly tumultuous time for people struggling 

with PSU, this aspect in itself was a considerable advancement. Considering the 

demonstrated effect of EFT on several cognitive functions including, but not limited to, 

decision making, emotion regulation, prospective memory, and spatial navigation (Schachter 

et al., 2017), I opted to test whether this intervention may positively impact my selected 

cognitive trait shown to negatively correlate with sustained recovery, as predicted in my 

systematic review, in my previous investigation: Internal LoC. Results from this PoC with 

my small sample are compelling and indicate that this extremely simple, cost-effective 

intervention may in fact reduce Internal LoC beliefs, as desired, in PSU treatment clients 

currently experiencing homelessness.  

7.3 Implications for Future Research, Theory, Policy and Practice 

 This section discusses the implications this body of work could have for future 

research, theory, and practice.  

7.3.1 Implications for Research and Theory 

 The findings of this project proffer numerous implications for future research and 

theory. In terms of PSU research, the potential psychological impact of homelessness on 

recovery has been vastly overlooked. This is despite a wealth of knowledge that 

homelessness exerts substantial psychological changes (Scutella, & Johnson, 2018), and that 

recovery is significantly prolonged in this population (Stablein et al., 2021). While the 

psychological impacts were not revealed using the methods employed in the current project, 

support for the distended recovery is provided. In Chapter Four I saw that the Current 

Homelessness group was significantly older and had been using substances for significantly 
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more years than the Current Housed group. Further, a consequent correlation conducted 

between my Age and Years of Substance Use variables was significant. As individuals from 

all three homelessness history groups began using substances at approximately the same age 

(12-14), these results indicate that PEH may take longer to recover their PSU. As it is 

unlikely that the physical structure of a roof plays a role in this process, and considering 

many PEH in Ireland have roofs, this finding further indicates that it is the psychological 

changes that homelessness exerts which impede PSU recovery. While not revealed in the 

current project, this possibility appears unavoidable. Considering the substantial proportion of 

PEH in PSU populations (Kemp et al., 2006), my academic team thus urge future researchers 

working in the field of PSU recovery to consider the potential psychological impacts 

associated with homelessness that could confound their results by conducting segregated 

analyses for PEH and housed people. 

 This project made an interesting contribution to my existing knowledge of beneficial 

cognitive function for PSU recovery; it suggests that it may in fact be reduced, rather than 

Internal, LoC that is optimal for recovery. This interpretation is in keeping with cognitive 

moderation overall, that appears central to overcoming PSU (Bizzarri et al., 2007; Regan et 

al., 2020; Tomko et al., 2016) and is thus worth considering. It is notable that this suggestion 

appears to be more nuanced than those made by previous authors. This was potentially 

engendered by my systematic review methodologies. Although systematic reviews are 

already hailed as the epitome of evidence base, I encourage the continuation of this research 

synthesis method, to unveil deeper levels of understanding about topics that may otherwise be 

unobservable. 

 In terms of homelessness research, the current project highlights that many of the 

neural responses to the extreme circumstance of homelessness may extend beyond IQ and 

executive function, as is typically reported (Burra et al., 2009; Spence et al., 2004). While the 
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traits selected for investigation by my team were not revealed to be significant using my 

methods, as this is one of the maiden such investigations to pursue this hypothesis, the 

possibility of existing cognitive differences still warrants further investigation. My sample 

was revealed to be marginally small due to the unplanned requirement to be split into three 

rather than two groups. Thus, it is possible that these traits may reveal significance with a 

larger sample and more power. Beyond this, it is highly likely that other traits of cognition 

may adjust to navigate and survive the experience of homelessness. Regardless, this project 

has highlighted a significant oversight in the existing literature of cognition during 

homelessness, which to date has taken a largely narrative approach (Kirkpatrick, & Byrne, 

2009; Williams & Stickley, 2007). Future research should undoubtedly consider developing 

our current understanding of cognitive function during homelessness, to understand how we 

could better rehabituate PEH to independent living.  

 My Experts by Experience (EbE) group proved highly beneficial in terms of obtaining 

insights from the population of research regarding my methodologies. However, as noted, 

while some members were enthusiastic about the process, others were not and maintained 

that PEH did not require adapted measures. This exemplified the extreme heterogeneity 

inherent to this cohort and cautions future researchers to be particularly careful in how they 

approach certain topics, especially considering they are, as of yet, unknown and therefore 

suspicious to the group (Hoffman & Coffey, 2008). This population is reputedly conscious of 

being seen as ‘less-than’, objectified, and infantilised in society (Belcher, & DeForge, 2012). 

However, given the success of my adaptations with participants, in terms of including those 

with poor literacy and echoed remarks to my own regarding the original versions of my 

cognitive scales, EbE sessions are still recommended by my academic team prior to major 

investigations with PEH to ensure suitability. 
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 Finally, my project saw that an investigation into the potential utility of a cognitive 

reframing intervention for PSU recovery may be executed successfully with PEH in medical 

alcohol and benzodiazepine detoxification. This is notable, considering the particular 

marginalisation and vulnerability of this population, as well as the substantial changes that 

are underway in their bodies and minds at this time. Moreover, this PoC investigation 

indicates potential efficacy of this intervention for use with this group. While none of my five 

participants relapsed in the week following their assessment, the three that received the 

Episodic Future Thinking (EFT) intervention showed lower mean Internal LoC scores 

following the intervention than the two that did not, as desired. In this light, my team strongly 

suggests that this PoC study be undertaken as a large-scale investigation, to unveil whether a 

significant such effect may be revealed. 

7.3.2 Implications for Policy and Practice 

 As per my research implications, the policy and practice implications of this project 

are myriad. Regarding PSU, this project suggests that separate treatment approaches for 

service users according to their history of homelessness may be required to optimise 

outcomes. Although the results of the current project were not significant, the underlying 

theory and hypothesis is strong. Thus, while the practice of homelessness-specific PSU 

treatment may not materialise for a number of years, as evidenced via the system delays 

described in Section 6.3.1, it is a worthwhile consideration for PSU treatment 

professionals.  As described in this thesis, Ireland currently provides homeless-specific PSU 

treatment via the NGO Dublin Simon Community (Crean et al., 2021; Galligan et al., 2020). 

However, as homeless-specific PSU treatments are not standardised across EU states, this is 

not the norm and these individuals are usually treated as part of mainstream services (Ingram 

et al., 2023; Ingram et al., 2025; Miller et al., 2021). Consequently, this cohort tends to access 

low threshold services and comprise particularly large proportions of those accessing drug 
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consumption rooms, mobile harm reduction clinics, and needle and syringe programmes. 

Where homeless-specific PSU services exist, they tend to be organised at a sub-national level 

by NGOs and consequently national data are not collected and analysed. Where such national 

data is collected, cultural differences regarding the definition of homelessness further hinders 

a comprehensive image of homeless-specific PSU service provision across this continent 

(EUDA, 2023). Looking to the U.S.A., no homeless-specific treatment options appear to be 

available; instead citizens experiencing homelessness may attend programmes which receive 

state funding to treat people without health insurance or other resources, or apply for the 

government-sponsored health programme for low-income people, Medicaid, and attend 

facilities that accept this cover. Thus, as highlighted in the 2021 World Drug Report 

focussing on the global response to drug use during the Covid-19 pandemic, Ireland appears 

to be at the forefront of service provision for PEH with PSU (O’Carroll et al., 2021; UNODC, 

2021). Based on the evidence base presented in Chapter One of this thesis, and that of the 

current Section, homeless-specific PSU treatment services or approaches are recommended to 

continue within Ireland and to be implemented internationally. In terms of policy, continued 

governmental funding of homeless-specific PSU treatment centres in Ireland, and the 

commencement of such funding for the establishment of similar facilities abroad, is 

recommended. Regular centralised national data collection regarding PSU treatments 

specifically tailored for PEH (as per the working definition provided by FEANTSA [2017] 

and employed by the current thesis) is also urged to inform such service provision into the 

future. 

In terms of homelessness, the current project substantiates claims from service 

providers that this issue requires more attention. The dearth of literature into cognitive 

functioning in this cohort, despite countless reports of poor daily functioning and high rates 

of mental ill-health, is striking (Gaboardi et al., 2022; Maye et al., 2023). This project 
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highlights the strong potential that cognitive variables beyond IQ and executive functions are 

impacted by homelessness. Should these be found to materialise following homelessness 

onset, solid ground would be set for the development, and eventual practice, of homeless-

specific cognitive-behavioural therapy (CBT). This would be a considerable advancement for 

homeless service provision and therapeutic outcomes. This project has also evidenced the 

potential beneficial outcomes of a brief intervention for PEH in PSU treatment. If an 

augmented study produces similar results, this intervention could be rolled out with PEH in 

PSU treatment worldwide. This is a considerable potential contribution to the practice of 

often under-resourced homeless services, particularly when the incredible affordability is 

considered.  

7.4 Strengths and Limitations 

 The current project boasts several strengths. Quantitative examination of cognitive 

functioning within homeless populations is glaringly absent in this field of work. Given the 

centrality of cognition to psychological function and well-being more generally (Davern et 

al., 2007; Mandolesi et al., 2018; Wadley et al., 2008), this is a vast oversight. Considering 

the traits selected for examination in this project have evidenced malleability (Huntsinger et 

al., 2014; Legerski et al., 2006), and the preliminary indication from my PoC study that 

Internal LoC may be positively impacted by a brief intervention, the project also shows 

promise for potential cognitive rehabilitation of PEH during or following their experience of 

homelessness. This may prove critical to their reintegration to mainstream society. 

 The potential impact of homelessness on PSU recovery also does not appear to have 

been considered from a psychological lens. Several reports state that recovery is prolonged in 

this population, due to reduced rates of treatment entry, treatment completion, or post-

discharge relapse. Many more discuss potential treatment paradigms to enhance recovery for 

these individuals. However, despite its current conceptualization as a predominantly 
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psychological circumstance, and the recognised importance of cognition for PSU recovery, 

few experts have considered that the delayed recovery for PEH may have cognitive 

psychological underpinnings. Thus, while my results were not significant, the underlying 

hypothesis provided by this project is considerable and holds great potential to drastically 

improve PSU recovery for future PEH and domiciled people. 

 The unusually high retention rate achieved by this study, with just one participant’s 

six-month outcomes data being lost due to administrative error, is also a noteworthy strength 

of the current project. It is highly likely that this retention was promoted by my patient-

centred approach. This project was executed with its target population at the centre of its 

design and execution throughout. Several measures were adapted for use with PEH in PSU 

treatment, or other similar populations with poor English language literacy, as a result of this 

project. Overall, the project was patient-centred and trauma-informed which is of particular 

importance for a population as marginalised and vulnerable as PEH in PSU treatment. This 

shows that with the relevant skill-set, as evidenced by my work, so called ‘hard-to-reach’ 

populations become enthusiastic and engaged.  

 This project is not without limitations. As discussed in Section 3.2.2.1, my team did 

not foresee the need to separate my longitudinal research sample into three experimental 

groups. Consequently, my sample appears to be smaller than required for strong statistical 

power, which may have undermined the ability of my analyses to detect significant results if 

present. Significant differences were also observed between these groups on variables which 

may impact cognition: Problematic Cocaine Use at Treatment Entry, Ethnicity, Age, Years of 

Substance Use, Lifetime Relapses, Years in Prison. Thus, findings reported from the 

longitudinal study described across Chapters Four and Five should be interpreted as 

indicative of a potential relationship until further examination of these hypotheses with more 

participants is conducted. Although not the same, as the aim of my final study was to 



224 
 

examine the feasibility of a possible large-scale investigation, my team would like to caution 

the interpretation of my results from this study. While unlikely that these participants may 

have scored the way they did by chance, there is a possibility that this occurred, as only five 

participants took part. Furthermore, we did not acquire a baseline measure of LoC, meaning 

that there is a possibility that participants in the treatment group could have started out with 

higher levels of LoC prior to engaging in the intervention. Thus, the results from this study 

are not generalisable to all PEH in alcohol and benzodiazepine medical treatment.  

As also mentioned, my EbE group did not suggest any adaptations for my cognitive 

scales, despite several consequent participants identifying the same issues regarding use of 

these scales for PEH in PSU treatment. As described, my academic team felt a resistance to 

these procedures from this particular group on the day of my EbE group, an encounter which 

was not experienced for the remainder of the project. Nonetheless, it is possible that the 

selected scales used were not entirely suitable for PEH in PSU treatment, due to their housed, 

middle-class bias. 

7.5 Conclusion  

 This project has advanced theoretical understanding of two critical psychological 

fields substantially; those of PSU and homelessness. These are two conditions with 

devastating consequences, including startlingly high mortality rates, for those involved. This 

project worked to amalgamate the known complementary theories pertaining to both fields, 

creating an incisive hypothesis that, if pursued, is likely to engender considerable benefits to 

the lives of those affected. Further, it achieved its aims while holding the people affected by 

both issues at the centre of its design process throughout; an impressive feat considering the 

extensive marginalisation and vulnerability of this population. Several cognitive assessments 

were successfully redesigned for use with PEH in PSU treatment throughout this project, 

which my team aims to share with any future researchers wishing to extend my work with 



225 
 

this or similar populations. These assessments were well-received by my participants, a 

number of whom would not have been able to participate otherwise. My project remained 

highly realistic to the issues at hand by including participants with variables considered to 

potentially confound the results of other similar studies, such as TBI or ID. Thus, my results 

are extremely ecologically valid in terms of their reflection of the cognitive processes at play 

in adult PEH in PSU treatment. In conclusion, this project has contributed a significant 

progression to current theory and understanding of how best to rehabilitate individuals 

concurrently experiencing PSU and homelessness. 
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Appendix C 

Participant and Researcher Risk Management Protocol 

 

Scope of protocol: 

This protocol outlines precautions to be taken to prevent the occurrence of health and safety 

risks to participants and the student researcher during the data collection phase for the study 

“The effect of homelessness on interpersonal control and temporal cognition as predictors of 

problematic substance use recovery”, and actions to be taken in the event of such a risk. 

 

Precautions: 

CCTV surveillance:  

All data collection will be monitored by a Coolmine Therapeutic Community staff member 

via visual-only CCTV surveillance.  

Participants will be informed of CCTV surveillance prior to participation via Plain Language 

Statement, and agree to this via Informed Consent Form. 

Assessment room layout:  

Assessment room layout will position the student researcher between the participant and the 

door. The student researcher will ensure she remains between participants and the door out of 

the assessment room, with a view of both, at all times.  

Assurance of confidentiality: 

Participants will be informed that disclosure of substance use is confidential and will not be 

shared with staff. 



372 
 

Frustration: 

All assessment materials have been approved by an Expert Advisory Group of individuals in 

residential PSU detox treatment prior to data collection.  

The student will use plain English and a neutral tone at all times during assessment 

procedures.  

Relevant student training: 

The student researcher has completed and twice refreshed Management of Actual and 

Potential Anger (MAPA) training, which prioritises de-escalation, followed by leaving and 

asking for help before self-defence. 

 

Risk: Participant distress 

In the event that a participant becomes distressed during assessment, the student researcher 

will inform the participant in a calm voice that they are under no obligation to finish the 

assessment procedure, that they may pause testing procedures if they need a break, or stop 

entirely if completing would be too upsetting. They will remain with the participant and ask 

how they may help. If the participant does not know, the student will ensure them that they 

will remain with them until they feel better, unless this would upset them further. If they do 

know, and their request is reasonable, such as talking, taking a walk, or speaking with a 

member of the staff, the researcher will oblige. If the request is unreasonable, the researcher 

will calmly explain why this is so. When, or if, the participant becomes calm, the researcher 

will offer them the chance to complete their assessment. Whether or not they do this, the 

participant will be debriefed and explicitly informed how they may avail of counselling from 

Coolmine TC.  



373 
 

Should a participant react badly when informed they were mildly deceived to this project’s 

aims, they will be reminded of their right to withdraw all information provided during 

assessment until their discharge from Coolmine TC and of their right to avail of the free 

counselling provided by this service. 

 

Risk:  General aggression 

Should a participant become aggressive in a manner which is not directed at the student 

researcher, such as shouting that the test is stupid, pushing furniture, or stomping, the student 

researcher will calmly inform the participant that they are leaving to get a member of staff to 

help. They will then immediately leave the room and retrieve the staff member watching the 

CCTV monitor and another staff member if available. The team will then attempt to calm the 

participant by ensuring that the concerns they have voiced are within their control, and that 

the team is there to support them.  When, or if, the participant becomes calm, the student will 

offer to reschedule their assessment. Whether or not they do this, the participant will be 

debriefed and explicitly informed of the free counselling available to them from Coolmine 

Therapeutic Community. If the client is in crisis, this counsellor will be contacted 

immediately. 

 

Risk: Targeted aggression 

In the unlikely event a participant becomes vocally or physically aggressive in a way targeted 

towards, or threatening to, the student researcher, the student will immediately leave the 

assessment room and go to the social carer office. Here, she will inform staff of what 

occurred from her perspective. She will not re-enter the assessment room or re-engage with 

the participant. Coolmine TC staff will de-escalate the situation. The assessment procedure 
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will not continue. Coolmine TC staff will be asked to debrief the participant when they feel it 

is safe to do so and more than one staff member is present. 
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Appendix D 

Evidence of External Approvals 

 

Addiction Severity Index 

Two emails were sent to authors of the Addiction Severity Index. No response was obtained 

from either. As this index is readily available on numerous websites, it would seem 

permission to use this scale is not required. Nonetheless our team plans to update the authors 

below of any updates regarding the use of their scale. 

 

Figure D1 

Permission Request to Use Addiction Severity Index 

 
Note. This figure displays an email sent to Dr. Cacciola, requesting permission to use a 

version of their Addiction Severity Index. 
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Figure D2 

Permission Request to Use Addiction Severity Index Lite 

 
Note. This figure shows an email sent to Dr. Coyne, requesting permission to use a version of 

their Addiction Severity Index Lite.  

 

Figure D3 

Permission Request to Use Value of Control Task  

 
Note. This figure depicts an email sent to Dr. Wang, requesting to use their Value of Control 

Task. 
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Figure D4 

Permission Request to Use Internality, Powerful Others, and Chance Scales 

Note. This figure exhibits an email sent to Dr. Levenson, requesting to use their Internality, 

Powerful Others, and Chance Scales. 

 

Figure D5 

Permission Request to Future Events Questionnaire 

Note. This figure displays an email sent to Dr. Miranda, requesting permission to use their 

Future Events Questionnaire
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Appendix E 

Expert Advisory Group Participant Informed Consent Form  

   

Can A Guessing Game Predict Recovery? 

Expert Advisory Group Participant Informed Consent Form 

 

Student Researcher: Lorna Crean  Contact: lorna.crean2@mail.dcu.ie 

Research Supervisors: Styliani Vlachou Contact: stella.vlachou@.dcu.ie 

Catherine Fassbender Contact: catherine.fassbender@dcu.ie 

Sure Steps Counselling:    Contact: 1800 844 600 (Freephone) 

 

This study will investigate if ability to score highly on a guessing game can predict recovery 

from problematic substance use with Dublin Simon Community’s treatment clients.  

It is being run as part of an overall PhD project to improve problematic substance use 

treatment for individuals experiencing homelessness. 

However, some of the questionnaires we intend to use were not designed for use with people 

experiencing homelessness. 

Because of this, we would like your help to make these questionnaires suitable for Dublin 

Simon Community treatment clients by giving feedback and suggestions during this Expert 

Advisory Group. 

The people present will be: 

1) Detox unit clients 

2) a Detox support worker 

mailto:lorna.crean2@mail.dcu.ie
about:blank
mailto:catherine.fassbender@dcu.ie
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3) the research team 

Your name will not be attached to this form or the recording of your answers to this, nor will 

it be attached to any feedback or suggestions you provide during the Expert Advisory Group. 

If you would like to participate, please tick YES or NO to the following statements.  

 

     YES NO 

● I understand why I am being asked to participate in this  

Expert Advisory Group.       □  □ 

● I have had the opportunity to ask questions and talk about this study and Expert 

Advisory Group.                              □  □ 

● I understand that I do not need to respond to every part of this Expert Advisory Group, 

especially if I feel that doing so would cause me stress.    □  □ 

● I understand that I can choose not to participate.              □  □ 

● I understand that this study is not connected to Detox service staff,  

and that my treatment will not change if I do or do not participate, or 

because of how I answer questions.       □   □ 

● I understand that I can leave this Expert Advisory Group at any stage without having 

to provide an explanation.                                          □    □ 

 

Please tick this box if you wish to take part in this Expert Advisory Group: □ 

  



380 
 

Appendix F 

Staff Information Sheet for Cognitive Predictors of Problematic Substance Use 

Recovery in Individuals Experiencing Homelessness 
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Appendix G 

Recruitment Poster 
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Appendix H 

Volunteer Screen Form  

 

Volunteer Screen Form 

 

Volunteer Name ______________________ 

Volunteer ID   ______________________ 

 

Staff Signature  ______________________ 

Date   ______________________ 

 

Do you believe this client has sufficient cognitive capacity to understand and respond 

appropriately to questions asked by this research study? If appropriate, please give details.  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Is this participant taking psychoactive medications?   Yes No 

 

If so, please detail the medications being taken and their dosages 

 

Medicine Dose 
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Appendix I 

Participant Information Sheet for DSC Participants  
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Appendix J 

Participant Information Sheet for CTC Participants
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Appendix K 

Informed Consent Form for DSC Participants  
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405 
 

Appendix L 

Informed Consent Form for CTC Participants 
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Appendix M 

Addiction Severity Index - Adapted 
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General Information 

Date: _______________________               Participant ID: ____________________ 

  

D.O.B.: _____________________                      Service: __________________________ 

 

Days in Service: __________________ 

 

Previous Positive:  Urinalysis:  __________________________ 

Breath Test: ___________________________ 

Ethnicity: 

Irish  

Irish Traveller  

Other White background (specify)  

African  

Other Black background (specify)  

Roma  

Arabic  

Chinese  



413 
 

Indian / Pakistani / Bangladeshi  

Any other Asian background  

Other, including mixed background (specify)  

 

Gender: 

Cisgender Male  

Cisgender Female  

Transgender Male  

Transgender Female  

Transitioning Male  

Transitioning Female  

Transitioned Male  

Transitioned Female  

Non-binary  

Gender fluid  

Agender  

Pangender  

Other  
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How are you feeling? 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

Researcher Notes 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

Have you been residing in any of the following environments where drugs are prohibited in 

the last 30 days? 

Jail   

Medical Treatment   

Psychiatric Treatment   
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Problematic Substance Use Treatment   

Other   

No   

  

How many days? _______________ 

  

Comments 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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Legal Status 

What caused you to admit to Problematic Substance Use treatment services?  

For example, people may wish to be sober because they are pregnant, or for probation. 

___________________________________________________________________________

___________________________________________________________________________
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___________________________________________________________________________

___________________________________________________________________________ 

 

How many months have you been in prison in your life?  

___________________________________________________________________________ 

 

How long has it been since you were last in prison? 

___________________________________________________________________________ 

 

Comments 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

Accommodation Status 

Are you homeless? 

_____________________________________________________________________ 

How many months have you been homeless? 

_____________________________________________________________________ 

What type of accommodation were you in before admission? 

_____________________________________________________________________ 
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How long were you there? 

_____________________________________________________________________ 

 

Comments 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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Appendix N 

Desire for Control SuperLab Task 
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423 
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Appendix O 

Multidimensional Locus of Control Scales 
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432 
 



433 
 



434 
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Appendix P 

Future Events Questionnaire 
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438 
 



439 
 



440 
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Appendix Q 

Recent Life Events Questionnaire 
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Appendix R 

Debrief Sheet for DSC Participants
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Appendix S 

Debrief Sheet for CTC Participants 
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Appendix T 

Contact Cards for DSC Participants 
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Appendix U 

Contact Cards for CTC Participants 
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Appendix V 

Treatment Outcomes Data Collection Consent Form 
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Appendix W 

Treatment Outcomes Data Collection Sheet 

 

No. Name Admission 

Date 

Discharge 

Date 

Follow-up 

Treatment 

Number of Slips in 

Treatment 

1 E.g., Joe 

Bloggs 

23/10/23 04/03/24 DSC Aftercare 2 

2      

3      

4      

5      

6      

7      

8      

9      

10      

11      

12      

13      

14      

15      
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Appendix X 

DCU Research Ethics Committee Approval for EFT Intervention Study 
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Appendix Y 

Episodic Future Thinking For PSU Recovery in PEH recruitment Poster 
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Appendix Z 

Participant Information Sheet for PoC EFT Intervention Study 
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467 
 



468 
 



469 
 



470 
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Appendix AA 

Informed Consent Form 
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Appendix AB 

Demographic Information 

 

Research ID: ____________     Date:_______________ 

D.O.B.:______________ 

 

Ethnicity:  

Irish  Arabic  

Irish Traveller  Chinese  

Other White background 

(specify) 

 Indian / Pakistani / Bangladeshi  

African  Any other Asian background  

Other Black background (specify)  Other, including mixed background 

(specify) 

 

Roma    

 

Gender: 

Cisgender Male  Transitioned 

Female 

 

Cisgender Female  Non-binary  

Transgender Male  Gender fluid  

Transgender Female  Agender  

Transitioning Male  Pangender  
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Transitioning 

Female 

 Other  

Transitioned Male    

 

Please describe your average daily substance use before entry to Dublin Simon Community’s 

Detox Service: 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

Has your post-discharge accommodation been arranged?  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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Appendix AC 

EFT Positive Autobiographical Event Generation 

 

We will now think of positive thoughts about your life, unrelated to substance use. 

 

Please imagine 3 positive events that could occur 1 day from now. 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

 

Please imagine 3 positive events that could occur 1 week from now. 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

 

Please imagine 3 positive events that could occur 1 month from now. 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 
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Please imagine 3 positive events that could occur 3 months from now. 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

 

Please imagine 3 positive events that could occur 1 year from now. 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

 

Thank you! 

 

I will now ask you to select the most vivid event from each time point.  

 

Of the positive events you said could occur 1 day from now;  

“__________”, 

 “______________”, and  

“____________________”,  

which is the most vivid?  
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Of the positive events which you said could occur 1 week from now;  

“__________”,  

“______________”,  

and “____________________”,  

which is the most vivid?  

 

Of the positive events which you said could occur 1 month from now;  

“__________”,  

“______________”, and  

“____________________”,  

which is the most vivid?  

 

Of the positive events which you said could occur 3 months from now;  

“__________”,  

“______________”,  

and “____________________”,  

which is the most vivid?  
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Of the positive events which you said could occur 1 year from now;  

“__________”,  

“______________”, and  

“____________________”,  

which is the most vivid?  

 

Well done! 
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Appendix AD 

ERT Positive Autobiographical Event Generation 

 

We will now think of positive thoughts about your life, unrelated to substance use. 

 

Please imagine 3 positive events that occurred between 07:00 and 10:00 yesterday. 

 

 

1. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

 

Please imagine 3 positive events that occurred between 10:00 and 13:00 yesterday. 

 

 

0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

Please imagine 3 positive events that occurred between 13:00 and 16:00. 

 

 

0. __________________________________________________________________ 
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0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

Please imagine 3 positive events that occurred between 16:00 and 19:00. 

 

 

0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

Please imagine 3 positive events that occurred between 19:00 and 22:00. 

 

 

0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

 

0. __________________________________________________________________ 

 

Thank you! 

 

I will now ask you to choose the most vivid event from each time period.  

 

Of the positive events you said occurred between 07:00 and 10:00 yesterday;  

“__________”, 
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 “______________”, and  

“____________________”,  

which is the most vivid?  

 

Of the positive events which you said occurred between 10:00 and 13:00;  

“__________”,  

“______________”,  

and “____________________”,  

which is the most vivid?  

 

Of the positive events which you said occurred between 13:00 and 16:00;  

“__________”,  

“______________”, and  

“____________________”,  

which is the most vivid?  

 

Of the positive events which you said occurred between 16:00 and 19:00;  

“__________”,  

“______________”,  

and “____________________”,  

which is the most vivid?  

 

Of the positive events which you said occurred between 19:00 and 22:00;  

“__________”,  

“______________”, and  

“____________________”,  
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which is the most vivid?  

 

Well done! 

 

You will now imagine your most vivid event from each timepoint for 30 seconds.  
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Appendix AE 

Intervention Study Debrief Sheet 
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Appendix AF 

Contact Cards: Positive Thinking and Substance Use  
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Appendix AG 

Post-intervention Substance Use Data  

 

Participant PASS ID Assessment Period Substance Use 

12345 24/05/24 - 31/05/24 1. 3 cans cider 

2. Half joint cannabis 

3. 2 xanax 

   

   

   

   

   

   

   

   

   

   

   

   

 


